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Background
Very low birth weight infants (VLBW) are 
at higher risk for brain injury, especially 
within the first 72 hours after birth, with 
higher incidences of developmental 
delays. 
Interventions such as aggressive 
resuscitation, mechanical ventilation, 
excessive handling, and improper 
positioning can lead to rapid changes in 
cerebral blood flow, leading to 
neurodevelopmental disability. 

Small Baby Care Bundle (SBCB) was
created to minimize the risk of IVH
Includes infants <30 weeks or < 1500 g 

for the first 7 days of life
SBCB elements include: admission 

normothermia, umbilical line
placement within 1 hour, cessation of 
peripheral blood pressures, HUS DOL 7, 
avoidance of invasive ventilation, 
promoting early kangaroo care, 
minimal handling/proper positioning. 

Outcomes 

Conclusions

References

Creating, implementing and 
sustaining standard interventions for 
VLBW infants can decrease brain 
injuries and morbidity.

Description
Intraventricular hemorrhage rates decreased 
from 16.2% (2021) to 11.4% (2023). 
Periventricular leukomalacia rates decreased 
from 2.6% (2022) to 0% (2022), decrease in 
invasive ventilation from 30% to 12%.

Education given to interdisciplinary staff
and families, brightly colored SBCB cards 
were placed on the incubators and a SBCB 
EMR order set was created.  



Creation of Leader Tool kits that increase the 
engagement by utilizing rewards and incentives to 
motivate modern day nurses across all 
generations in our new nursing culture.

Leaders system wide have realized decreased 
levels in staff engagement due to a lack of diverse 
rewards and recognition.

Key Features:
Incentives based on- work life balance, 
improved scheduling, self-care or 
improvements 

       to work environment in addition to goodie 
   bags/candy bars

Communicate to key stakeholders on 
accessibility, adaptability and ease of Tool 
Kit.

TJC Survey Readiness-187 expired supplies; 2nd 

round- 800 expired supplies 
NDNQI Survey- 63% completion in 1st week
Pulse Survey 2023- 48% completion in 1st 48hrs
People Survey 2024- 76% completion in 1st 24 
hours
Flexible Schedule Implemented March 2024

In 2022 our Nursing Engagement Survey, People 
Survey, NICU saw a decrease from 85% employee 
engagement to 78%. It was realized amongst 
Leaders that Nursing engagement in is decreasing 
and is harder to build trust and engagement 
throughout the new culture of Nurses.
What was realized:

Same incentives used over time, no longer work
Same Top performers doing all the work
Staff dissatisfier when leaders continue to plead 
for participation; decreasing morale and 
engagement
Employee Engagement across mixed 
generations were all decreasing.

Agebreak Responses
Employee 
Engagement

25 or 
Younger 14 91.4%
25-35 40 83.0%
36-45 22 77.3%
45-50 6 56.7%
51-54 6 76.7%

To help efficiently roll out initiatives/education
Improve time to complete engagement Surveys
Accomplish mandatory requirements timely
Improve survey readiness
Increase staff well-being

Phase 1: Incentives
**Do not make changes on a balanced schedule, all schedule incentives are 
subject to the schedulers approval**

Have Questions or what more information? Contact us:
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Cough Drop Anyone?





The overall objective was to create an 
engaging, active learning experience for nursing 
students, while also providing formative 
assessments of student learning.
The development of the unfolding case studies 
was mapped to specific learning objectives within 
the course’s newborn-care module, including:

Describe normal & abnormal physiological & 
developmental characteristics of a newborn.
Differentiate key anatomic, physiologic, & 
behavioral changes that occur as the neonate 
transitions to extrauterine life.

Introduction

Research shows that new graduate nurses do not 
demonstrate sufficient critical thinking and 
clinical judgment skills when transitioning to 
practice (Englund, 2020). 

An innovative strategy to harness these skills is 
through unfolding case studies.
Unfolding case studies engage learners in active 
learning, fostering clinical decision-making and 
prioritization skills. 
By applying theoretical knowledge to realistic 
scenarios, learners are better prepared to 
analyze complex situations, enhancing their 
competency.

(Baker & Blakely, 2023; Englund, 2020; Leynes-
Ignacio, 2023; Meiers & Russell, 2019; Miller et al., 
2022; Munn et al., 2021)

Objectives

Two unfolding case studies on newborn-related content were developed and implemented in an 
undergraduate nursing course, based on the NCSBN Clinical Judgment Model (2024).
The case studies focused on two major newborn concepts that aligned with the course learning objectives: 
neonatal transition to extrauterine life and neonatal hyperbilirubinemia.

A total of 101 learners completed the unfolding case studies across two semesters.
Based on a post-survey implemented, 91% of learners self-identified meeting the learning objectives.
According to the post-survey results, the majority of learners recognized the benefits of using unfolding 
case studies to deepen learning. Examples of specific feedback included:

“great active learning experience”
“kept me engaged”
“very beneficial & helpful”

Methods

Results

Limitations

The number of learners was limited to two 
semesters of students examining only two 
scenarios. Expanding the number of case studies 
across future semesters would provide more data 
and may also enhance the educational experience 
for students.
Learners were also limited by large class sizes. 
Ideally, learners should work in small groups of up 
to 5 learners, to promote engagement.

Contact Information & References

Scan for more 
information and 

references
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Baby Steps to Expertise: Implementing Newborn Case Studies 
to Develop Clinical Judgment in Nursing

Learners were provided essential information related to the clinical 
scenarios in a simulated electronic health record (EHR), including 
client vital signs, lab work, and other assessment data. This 
information was updated by faculty in real-time, as the scenarios 
progressed.
With faculty guidance and clinical resource tools provided in the EHR, 
learners evaluated the changing status of the patient and modified 
their care considerations, based on the evolving information.

Conclusions

Considering the impact of unfolding case studies 
on clinical judgment among nursing students, 
implementing this educational strategy in neonatal 
nursing orientation programs can aid in the 
transition to practice and optimize both nurses’ 
competency and patient outcomes.

l i f ti l t d t th li i l

Faculty evaluated student demonstration of four cue-based behaviors including:
1. Collects & interprets subjective & objective data.
2. Appropriately prioritizes interventions related to client data with rationale.
3. Includes basic safety principles in action plan to reduce risk of harm to client.
4. Incorporates the nursing process to provide client & family-centered care.

Based on faculty feedback, all students achieved the learning objectives, demonstrating clinical judgment.

F lt l t d t d t d t ti f f b d b h i i l di

“I really enjoyed 
being able to apply 

and witness the 
information…”

(NCSBN, 2024)









Improving patient experience through parental empowerment,  
learning and shared decision making
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Introduction

“Diversity and inclusion 
are about giving value to 
every human being, no 
matter our differences.”       
– Matia Robotics

Patient experience is one of the major criteria used in 
determining quality of service, delivery and patient 
satisfaction. We are committed to promoting health 
equity by addressing the underlying social determinants 
of health for all. Family-centered care in the NICU is 
the model used to promote equity and support to the 
whole family. 

Methods
• Participate in an equity project with other NICUs     

throughout New York State. 

• Engage with former NICU parents; collaborate with them 
to implement better policies, practices and services.

• Implement social determinant screen on all families to   
identify social and economic environment, access to care, 
public health and prevention and physical environment.

• Initiate “Commit to Sit” program with all neonatologists, 
pediatric specialists, nurses, physical therapist, social 
work and lactation providers.

• Improve family-centered care.

• NICU Parent Reported Experience Measure (NPREM) 
Survey; capture parent or primary caregiver’s feedback  
on their experience of their infants care during their 
infants NICU stay.

• Task Force RN Team – collect monthly data/audit charts.

Results
Evidence shows “quality of care delivery across NICUs 
varies greatly and vulnerable populations may be at risk 
for receiving suboptimal care, translating into suboptimal 
outcomes.”

Improve neonatal outcomes, reduce disparities and 
improve family experiences of care.

Conclusions
Our NICU Equity initiative helped discover and implement 
solutions that advance health equity in our NICU.  It gives 
our health care team a deeper understanding of what 
constitutes respectful care within our NICU arena, promoting 
family-centered care rooted in dignity, autonomy, respect 
and shared decision making.
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1. A standardized process for using a screening tool to   
  identify Social Determinants of Health (SDoH) needs for 
  all birthing persons.

  Completion status
  Have not started
  Working on it
  In place

2. A standardized process for linking parents/families 
  to needed community services and resources of 
  SDoH needs.

  Completion status
  Have not started
  Working on it
  In place

3. A standardized process for provision of medically trained 
  interpreter services for all parents/families who have 
  identified a preferred language other than English.

  Completion status
  Have not started
  Working on it
  In place

4. A standardized process for providing general 
  educational materials in plain language.

  Completion status
  Have not started
  Working on it
  In place

5. A standardized process for identification of the
  birthing person’s preferred name.

  Completion status
  Have not started
  Working on it
  In place

6. A standardized process for identification of the 
  birthing person’s preferred pronouns.

  Completion status
  Have not started
  Working on it
  In place

7. A standardized process to offer antenatal consultations 
  remotely (e.g., telehealth, telephonic, FaceTime, 
  webcams, tablets).

  Completion status
  Have not started
  Working on it
  In place

8. A standardized process for collecting data on the 
  race and ethnicity of the infant.

  Completion status
  Have not started
  Working on it
  In place

9. A standardized process for reviewing infant data that 
  is stratified by race and ethnicity.

  Completion status
  Have not started
  Working on it
  In place

10. A standardized process for providing mandated 
  anti-racism education for all staff.

  Completion status
  Have not started
  Working on it
  In place

11. A standardized process for providing mandated 
  trauma-informed care education for all staff.

  Completion status
  Have not started
  Working on it
  In place

Quarter: __________     Year: __________

My NICU has: Completion Status:

Completed L&D SDOH

Completed MBU screen

Determinants Identified

Social work consult done for yes

Determinates addressed
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Good Samaritan University Hospital’s journey to improving birth equity
Donna S. Celentano, MSN, RNC      Rosemary Kunz, BSN, RN      Susan Leggio, BSN, RN, NM

“Many people impact birth equity, but 
it’s important to know that you have 
the power to make a difference in your 
pregnancy and birthing process.”
– Chicago Birthworks Collective
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Conclusions
Poor survey submissions at the beginning of 
implementation made us look at ways to encourage
and support our patient population to embrace the 
PREM survey. We included our birth registrars who are 
both bilingual and our survey submissions came up. 
We learned that honest responses from our patients 
benefit our facility and identifying opportunities to 
enhance leadership engagement, staff education, 
respectful patient partnership and reporting/systems 
learning. This in turn will improve the patient experience. 

Planned changes
1. Implement PREM to improve the experience 

of Black/Hispanic birth people.

2. Integrate PREM feedback into work.

3. Support birthing people in participation in 
shared decision-making.

4. Share patient satisfaction data with staff and
community.

5. Ensure that birthing people understand why race, 
ethnicity and language data are being collected.

6. Ensure that birthing people understand PREM 
and its role in helping to improve care and ensure 
racial equity.

7. Ensure that birthing people understand the
concept and process of shared decision-making.

8. Educate and train the staff on how to ask
demographic intake questions including those 
on race, ethnicity, gender identity and 
language data and its inclusion into the EMR.

osemary Kunz, BSN, RN    Susan Leggio, B

Results

Measure: Quarterly Data Too: l Structural Measures 2023

1. Written policies and procedures In place 
addressing equitable care.

2. A written action plan to achieve equity Working on it
benchmarks, which includes shared 
decision-making.

3. Any type of anti-racism education/ training In place
program for staff. This may include cultural 
competency, implicit bias, equity or diversity 
and inclusion trainings. 

4. Racial, ethnic and linguistic justice incorporated Working on it
into job descriptions or appraisals/evaluations 
for all labor and delivery staff. 

5. Patient Reported Experience Measure (PREM) In place
survey implemented and offered to every 
birthing person before discharge from the 
delivery stay. 

6A. Race and ethnicity data collected for In place
birthing people. 

6A1. Perinatal data stratified by race and ethnicity 
reviewed to develop targeted actions. In place

6B. Language data collected for birthing people. In place 

6B1. Perinatal data stratified by language reviewed In place 
to develop targeted actions.   

6C. Gender data (beyond the categories of In place
female/male) collected for birthing people.

6C1. Perinatal data stratified by gender reviewed Haven’t started
to develop targeted actions.

7.  Written process and procedure to handle In place 
complaints from birthing people (and/or 
their families) that report inequitable care 
and/or episodes of miscommunication, 
disrespect and neglect during their 
delivery stay.

PREM Surveys1 4

1 2

1 0

8

6

4

2

0 0             0 2

1 0
1 1

1 3

Week 1      Week 2      Week 3      Week 5      Week 5      Week 6

Background
The objective of the collaborative includes developing 
or improving upon anti-racist policies and practices 
at our hospital with the goal of improved clinical care, 
experience of care and perinatal outcomes amongst 
diverse birthing people across New York State.
Our team is committed to promote the principles 
of justice, equity, diversity and inclusion in our work 
and to be considerate and deliberate in our efforts 
to address discrimination and barriers to inclusion. 
The Patient Reported Experience Measure (PREM) 
survey helps us learn about the experience a birthing
person has during their delivery stay. The survey 
is anonymous and is stratified by race, ethnicity, 
gender and language. It is available in 11 languages 
and takes only a few minutes to complete. 

We aim to increase our PREM surveys by 
50% within the next 3 months and hope to
achieve this by:

• Educating the nursing staff on the importance 
of their patient participating and submitting 
the survey.

• Having the birth registrars speak to the 
mother/significant other when handing out 
the birth certificate packet.  

• Displaying poster visual cues in all patient rooms
with a QR code for mother/significant other to 
download on their phone and fill out.
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9 of the 10 intervention groups 
had a shorter length of stay 

Deprivation and Invasion
Can Oral Aversion be Prevented?

Table 2.  Major Findings

Gestational 
Age

Number 
per group

Control
Avg LOS (days)

Intervention
Avg LOS (days)

24 2 135 90.0
25 3 127.7 86.0
26 6 90.8 88.8
27 5 98.2 53.0
28 5 64.8 56.8
29 6 65.8 56.8
30 9 55.4 47.2
31 20 38.5 41.5
32 16 34.6 30.1
33 27 24.1 23.6

TOTAL 99 48.30 44.11
*Difference in overall average LOS statistically significant  (p= .004).  

Table 1.   Number or volume of milk drops offered was limited
                  and based on corrected gestational age or status

CGA / status
Milk Drops with 
gavage feedings

Document 
as volume

NPO See orders No 

24 -26 weeks < 4 drops No

27-28 weeks < 0.1 ml No

29-30 weeks < 0.3 ml No 

31-33 weeks < 0.5 ml No 

34-36 weeks < 1.0 ml No

>  37 weeks < 2.0 ml No 

Research Design:
Initial  pilot study
Followed by quasi-experimental research design

Setting:  
Level III  family centered NICU
42 bed single and multiple  rooms

Subjects:  
NICU infants born at 24 wks to 33 +6  wks  gestation.    
Intervention group:  a convenience sample of 99 premature   
    infants who were offered milk drops. 
Control group:  a convenience sample of 99 premature infants 

           who had been discharged and not offered milk drops.
Infants matched on gender and  gestational age  alone.

Background:  
The NICU infant often receives invasive medical 
procedures that may have a negative impact on the 
oral sensory and oral motor functioning of the 
premature infant.  The transition from gavage feedings 
is often challenging, with many infants staying longer 
in the NICU to achieve oral feeding competence.

Major Findings:  Table 2
Subject infants  had  significantly shorter lengths of stay
Subject infants had significantly less average adjusted  costs
Estimated savings : > $663,000.00 on these 99 infants.

Implications for practice:  
Simple, no expense intervention of giving milk drops
Allows premature infants  enjoyable oral experiences   

23 wks

32-34 wks

Deprivation and Invasion
Can Oral Aversion be Prevented?

Milk Drop Clinical Practice Initiative



Small Baby Program 
Jacqueline Pahor MBA, MSN, RNC-NIC

Michele Dobnikar MSN, RN

By implementing the Small Baby Program, The Cleveland 
Clinic Fairview Hospital NICU can anticipate an increase in 
quality of care, staff satisfaction, parent education and infants 
discharged without morbidities. We are also hoping to notice 
a decrease in mortality rates, IVH, pulmonary hemorrhages, 
pneumothoraces, and length of stay. 
   

Conclusion

Fathi, O., Nelin, L. D., Shepherd, E. G., & Reber, K. M. (2021). 
Development of a small baby unit to improve outcomes for 
the extremely premature infant. Journal of Perinatology, 
42(2), 157-164. https://doi.org/10.1038/s41372-021-00984-0

Kainer, K. (2023). Small baby unit/Program. Nurse Builders E-
Course Academy. 
https://ecourses.nursebuilders.net/courses/small-baby-unit-
program

Morris, M., Cleary, J. P., & Soliman, A. (2015). Small baby unit 
improves quality and outcomes in extremely low birth weight 
infants. Pediatrics, 136(4), e1007-e1015. 
https://doi.org/10.1542/peds.2014-3918

References 

The neonatal intensive care unit (NICU) is experiencing an 
increase in the number of younger gestational age infants we 
are resuscitating (i.e. 22-week gestation). Evidence-based 
nursing practice has led to the development of the small baby 
program, which is tailored towards reducing intraventricular 
hemorrhages (IVH), bronchopulmonary dysplasia (BPD), 
pulmonary hemorrhages, retinopathy of prematurity (ROP), 
pneumothoraces, and length of stay. A specialized team of 
nurses learn to care for these fragile infants and their families 
while engaging in family centered care. This program is 
designed for neonates less than 28-weeks gestation and/or 
less than 1000 grams. The small baby program helps to 
recharge current practices by promoting leadership, 
accountability and a just culture, all while increasing staff and 
family satisfaction. 

Abstract
CINHAL was used to compile research articles 

        Keywords included: Extremely Low Birth Weight, Micro Preemie, 
        Small Baby Unit, Small Baby Program, Neonatal Intensive Care Unit,      
        NICU

Utilized other institutions Small Baby Program Guidelines including Nationwide 
Children’s Hospital and University of Iowa Health Care Stead Family Children’s
Hospital 

Attended online course through Nurse Builders called ‘Small Baby Unit/ 
Program’ where we took guidelines taught to us and applied to our unit to start 
the construction of our own Small Baby Program. 

Materials

Quality & Safety- Ensure the highest standard of care and 
excellent outcomes by decreasing intraventricular hemorrhage 
(IVH) rate, bronchopulmonary dysphasia (BPD) rates, 
retinopathy of prematurity (ROP) rates, pulmonary hemorrhage 
occurrences, pneumothoraces, and decreasing length of stay.

Patient/Family Satisfaction- Improve in communication due to 
having clear and consistent guidelines amongst the 
multidisciplinary team. Increasing family involvement in care 
from the beginning of life and improving discharge readiness.

Empathy- Create a team dedicated to providing care to this 
specialized group of neonates and their families, who work 
towards understanding what these families are going through. 
Providing continuity of care to create joy and celebrate 
milestones. 

Teamwork- Work together to provide care and consistency for 
those staff who take pride and ownership in caring for ELBW 
infants. Being present for their first 8-10 weeks allows for 
detailed report to the new medical and nursing team upon 
graduation from SBP. 

Innovation- Create SBP to improve patient outcomes, 
transforming the care of ELBW infants.

Professional Development- Promote leadership, accountability, 
and a just culture by providing quality improvement tools and 
methods to focus on team-based care and the primary nursing 
model.

Values

Objectives
Create a multidisciplinary committee to create and enforce the Small 
Baby Program 

           Physicians
      Neonatal Nurse Practitioners
           Management Team
     NICU RNs
           Respiratory Therapist
     Therapies (Physical, Speech, Occupational)
           Dietitian
           Social Workers
           Pharmacist

Development of clear, consistent guidelines pertaining to:
           Fluid, electrolyte, and nutrition
           Cardiology
           Delivery Room Management
       Admission/ Golden Hour
           Thermoregulation
           Skin Care
           Hematology
          Neurology and Pain Control
         Respiratory
           Infection
       Families as partners in care

Education for staff
           Multidisciplinary

Mix of didactic and hands-on skill-based training
            

Cohort the ELBWs in a designated space
           Admission into a specific area with low noise, low stimulation, and
     decreased lighting 
           Neonates will stay in this designated space from birth until 30 
              weeks of corrected gestation

Mission
To design a Small Baby Program (SBP) tailored to the extremely low 
birth weight (ELBW) population.

Vision
To improve not only mortality but also morbidities in ELBW infants by 
providing better care for a better life.

Introduction
Fairview NICU exceeds the expected performance in relation to
pulmonary hemorrhages, IVH, ROP and length of stay in ELBW infants 
compared to other NICUs with successful small baby programs.

Infants born at 23 and 24 weeks of gestation, once considered non-
viable are now routinely surviving, and some institutions are 
demonstrating remarkable success even prior to 23 weeks (Fathi et al, 
2021). 

Although the survival rate of extremely low birth weight (ELBW)
infants has improved with advances in neonatal intensive care, many 
survivors are discharged from the hospital with neurodevelopmental 
delays and/or chronic medical problems (Morris et al.,  2015).

Expected Benefits
Increase in patient and family satisfaction
Promoting professional development
Develops a strong partnership between medical and
nursing leadership
Improved outcomes in ELBW infants 
Ongoing team engagement 
Consistency of care among ELBW infants
Decrease in staff burnout and fatigue



Neonatal Nurses Book Club

OVERVIEW
Reading clubs can serve as a social experience - a place for support, learning, and collaboration. The NCCU Critical Care Unit (NCCU) book club began with the common interest of 
reading. Additional goals included creating a positive work culture, increasing staff morale and resilience and providing an opportunity for socialization. Nurses also received continuing 
education units (CEUs) for attending the book club. 

Jeanne Perino MSN, APRN, NNP 
Kylie Cavanah MSN, APRN, NNP-BC

HOW IT STARTED
The NCCU Book Club was founded in September 2016 by 2 night-shift nurses with a common love of reading and a desire for socialization outside of the workplace. There was also the 
hope that attending the club would create a positive work culture and increase staff morale and resilience. Later we found that when books that have some connection to health care are 
chosen and learning objectives are developed, the book is eligible or CEUs via the Ohio Nurses Association (ONA). To earn CEUs staff members must read the chosen material, attend 
the allotted time for discussion, and complete an evaluation form.

OUTCOMES
Since its inception in 2016, members of the NCCU Book Club have read a total of 67 books.  Knowing that nurses learn from a variety of methods, 4 movies were also included based on 
books with a connection to nursing.  Over 185 CEUs have been awarded, and at its peak there were 55 participants, including nurses, nurse practitioners, speech therapists, respiratory 
therapists, and physicians.  Book club also catered to all ages, with participants ranging from 21 to 90. 

CONCLUSION
Reading is a popular leisure-time activity, and sharing ideas about books via a book club is most always a positive experience for those involved. Book clubs can be a means to foster 
community by bringing people together to exchange ideas. By sharing common experiences and discussing ideas, feelings of loneliness and isolation can be diminished. In addition, 
feelings of community and teamwork have developed during the course of reading and discussing books.



Empowering Rural Nursing: Navigating
Solutions for Promoting Exclusive Breastfeeding in

Near Border Communities
Neda Shamsalizadeh

Ph.D., MS, RN
San Diego State University Imperial Valley Campus

The American Academy of Pediatrics and the Association of Women’s Health, Obstetric
and Neonatal Nurses recommend exclusive breastfeeding for the first six months of an
infant's life.
According to the Centers for Disease Control and Prevention (CDC), the duration of
breastfeeding depends on many factors, such as latching issues, mothers' concerns
about infant nutrition and weight gain, lack of family support, and absence of
supportive work policies, such as parental leave.
Although Hispanic mothers are more likely to initiate exclusive breastfeeding, they are
less likely to continue it and more likely to initiate bottle feeding within the first two
days after giving birth.
The World Health Assembly has set a global target of increasing exclusive breastfeeding
for infants under 6 months to at least 50% by the year 2025.
Gaining insight into nursing care challenges and developing evidence-based strategies
to address them can support successful initiation and continuation of exclusive
breastfeeding.
The aim of this study was to explore nursing care challenges for exclusive breastfeeding
in Imperial Valley, a rural community near the border, to propose strategies that are
culturally competent.

Method

Introduction

Qualitative study 

Exclusive 
breastfeeding

Acculturation
- Educate public 
- Eliminate stigma
Provide support 
Establish cross-border 
health care coordination

•Provide continuous 
education 
Improve mother’s self 
efficacy 

Implications for Clinical PracticeFindings

Policy changes
- Increase baby-friendly hospitals
- Mandate long-term paid parental 
leave
- Provide workplace facilities and 
flexible working hours 

Involve family members 
in breastfeeding 
education
Provide support groups

Impact of Geographic region

Nursing shortage and inadequate education

Culture of breastfeeding

Family role 

Health care policy

Engaging nurses in finding strategies that are 
regionally and culturally practical is significant for 
achieving mother and infant optimal health. 

Conclusion
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Cultural Sensitivity in Mother-Baby Nursing: 
How to Improve the Patient Experience

Linda A. Smeltzer, BS, RNC-MNN, MLS(ASCP)
WellSpan York Hospital, York, Pennsylvania

Patient experience is an important indicator 
of a hospital’s quality and effectiveness. 
Cultural sensitivity plays a significant role 
in patient experience. The purpose of this 
evidence-based quality improvement 
project was to improve patient experience 
for postpartum mothers and their families 
of ethnic minority.

Our institution experienced a 25%
increase in births from ethnically diverse
communities in the past 2 years.
Patient experience scores were low for
mothers of ethnic minorities

In postpartum women of ethnic minority, 
how do culturally sensitive nursing care 
practices, compared to current unit 
practices affect patient satisfaction?

EBP Model: Johns Hopkins Evidence-Based 
Practice model.

Databases: PubMed, CINAHL, and EBSCO

Keywords: ethnic minorities, postpartum, 
maternity, nursing ,culturally sensitive care”, 
patient experience

Press Ganey Top Box Scores: 
Communication w/ nurses (all ethnicities)

% improvement with practice changes. 

Team members: Michele Brown, BSN, RNC-MNN; Nicole L. 
Carbaugh, RN; Lacey A. Crowl, BSN, RNC-MNN, CLC; Jennifer L. 
Hamberger, BSN, RNC-MNN; Amy L. Harris MSN, RNC-MNN; 
Sherry A. Luckenbaugh, RNC-MNN; Alysse A. Smith, BSN, RN
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Purpose

Postpartum Experiences of Ethnically Diverse Mothers:

"My provider made 
assumptions about 
my background and 
needs"

"I felt judged and 
discriminated 
against because of 
my color"

"Please just get to 
know me and my 
culture – what are 
our beliefs?"

"I felt powerless 
and coerced into 
making decisions"

"There was no 
continuity of care- I 
had to keep 
repeating my story"

"Please don't rely 
on my husband or 
my family to 
interpret correctly"

COMMUNICATION- 
Provided various 

interpreter modalities 
to increase interpreter 

use

CONNECTION- 
Sit at bedside, provide 

culturally sensitive 
care and SMILE more!

TRUST-
Build relationships and 

provide continuity of 
care

SUPPORT- 
Advocate for patient 

and provide community 
resources

EDUCATION- 
Provided cultural 

competence training

Practice Question Results
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Empowerment, confidence and ongoing support were all echoed by the participants. 
Parents who had experienced a stressful NICU course gravitated to joining the massage program. 
This was not only a massage course to help the baby, it also served to decrease anxiety in families. They were 
heard laughing and enjoying their baby. 
Parents are looking for hope and normalcy. They wanted to learn massage after hearing about the research 
benefits for their baby; they wanted to do everything to optimize the outcomes of their infant.
Next steps include:
o Continue to increase number of trained massage staff  (40-->71)
o Make a video of the particular massage steps to help parents learn techniques and have a reference post 

discharge (QR code)
o We serve a multicultural, multilingual population, plan to translate material into other languages 

Parents acknowledge the difficulty of a prolonged NICU admission and how learning massage helped to 
decrease their stress .
Babies in NICU experience many painful procedures. Parents are now able to provide support, relieve 
abdominal discomfort, calm their baby and provide positive touch. They like the idea that they have a tool to 
help their babies. 
Fathers  acknowledge that sometimes they get left out  of their babies care and they worry about their wife 
and their baby. Fathers find a purpose in massage as a way to get closer and bond  with their babies 
Mothers enjoy watching their partners learning massage and they  find joy in their partner wanting to learn as 
well.
Previous research on the positive effects of massage on the baby, decreasing parental anxiety, improving 
confidence of parents became evident as we conducted our interviews. 

• Hands-on opportunity
• Easily understandable
• Visual resources
• Supportive, experienced & trainers expertise

• Limited access to trainers in the beginning 
• Parent’s work schedules
• One parent being more confident than the other
• Other activities in the NICU taking priority e.g. breastfeeding
• Medical conditions of the baby required modified massage

• Abdominal massage improved GI motility, facilitated gas/bowel 
movements, decreased suppository use

• Increased feeding and sleep time attribute to relief and relaxation post 
massage. 

• Massage positively influenced most parents
• Parents reported feeling less stressed and anxious, more confidence in 

their skills and empowered

I definitely would recommend it, 
especially to new parents. And it just helps, especially being a NICU 
parent, it helps give you that bond with your baby that you're 
not really getting because they're either in an incubator or in a crib 
and packaged in the machines. So doing that massage program 
helps me interact with the baby. It made me feel like I had purpose 
as a parent there because you're not really doing much. The 
[trainer]s and doctors are doing majority and it's something that 
you're able to take home and have a part of your routine like I do. 
So I benefited from it and I think overall it's a good practice to have.
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The Golden Hour: A quality improvement project for preterm 
neonates in the neonatal intensive care unit.

Lata Thomas MSN-Ed, RNC-NIC

Background

Objectives

Methods Results (2022- 2023) Conclusion

Limitations
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“Golden Hour” in preterm neonates is defined
as the first hour of postnatal life which includes
the time during resuscitation in the delivery
room, transport, and admission to the neonatal
intensive care unit (Sheng et al.,2024)
The International Liaison Committee on
Resuscitation (ILCOR) has recommended the
adoption of evidence-based interventions
during the first 60 minutes of postnatal life, to
better support the fetal-to-neonatal transition.
The research concludes that early interventions
can reduce hypothermia, hypoglycemia, and
efficiency in establishing intravenous access.
Long-term outcomes include decreased risk of
bronchopulmonary dysplasia, intraventricular
hemorrhage, and retinopathy of prematurity
(Lamary et al., 2023).

S - To standardize care procedures for preterm
infants during the first hour of life to improve
neonatal outcomes

M - To attain thermoregulation, early IV access,
delivery of IV fluids and antibiotics, and glucose
management within the first hour of life.

A - Improve the quality and consistency of care
based on evidence, structuring multidisciplinary
teamwork and effective communication.

R - Effective stabilization of high-risk infants
through standardization of care and addressing
specific risk factors or medical conditions that may
affect neonatal health during the first hour of life.

T - The quality initiative was started in 2017 and is
now part of the quality assurance project which is
maintained by conducting regular audits to
evaluate compliance with golden hour best
practices and identify areas for improvement every
month.

A data collection sheet was developed using
(Illinois Perinatal Quality Collaborative) ILPQC tool
kit to provide guidelines for the care of very low
birth infants during the first hour of life. The data
collected included temperature, initial glucose
level, initiation of IV fluids, and IV antibiotics
infusion within one hour of admission to the
Neonatal Intensive Care Unit ( NICU). Graph 1: Indicate a consistent improvement in

temperature management across both years, with
a higher proportion of quarters meeting or
exceeding ILPQC goal of 90%.

Ongoing continuing education efforts are needed
for both NICU and delivery room healthcare teams
on applying best practices to ensure timely
interventions during the first hour of postnatal life
of a preterm newborn.

References

Nursing Implications
Nursing implications during the “Golden Hour”
period focuses on rapid assessment,
stabilization, and timely transportation and
admission to the NICU.
Staff education on routine and standardized care
of preterm neonates is required to increase
adherence to golden hour practices and
documentation.

By implementing best practices, we were able to
standardize care and provide early interventions
to the preterm newborns during the first hour of
life.
Continuing education process involving the
multidisciplinary team collaboration to ensure
coordination between providers in the delivery
room and NICU is critical to the success of the
quality assurance project.

● Lamary, M., Bertoni, C. B., Schwabenbauer, K., & Ibrahim, J. (2023).
Neonatal Golden Hour: a review of current best practices and
available evidence. Current Opinion in Pediatrics, 35(2), 209–
217. https://doi.org/10.1097/mop.0000000000001224

● Sheng, L., Zhong, G., Xing, R., Yan, X., Cui, H., & Yu, Z. (2024b).
Quality improvement in the golden hour for premature infants: a
scoping review. BMC Pediatrics, 24(1).
https://doi.org/10.1186/s12887-024-04558-9

● ILPQC (2019). Tool Kit for Golden Hour Retrieved from
https://ilpqc.org/Golden-Hour

I would like to thank Dr. Castillo Curiel Christian,
and Dr. Janwadkar, Aashika for supporting the
project and helping with the results graph.
I would also like to thank the NICU and OB team
for participating in and supporting the project.

Graph 2: Glucose metrics showed some variability
between 2022 and 2023, with overall improvement
from 2022-2023 .(ILPQC goal – 100%)

Graph 3 and 4: Few quarters fell short of the target
for administering IV antibiotics and IV fluids within
the first hour of life. Nonetheless, there is a
discernible enhancement in performance across
these parameters from 2022-2023, with more
consistent achievement of the goal in 2023 (ILPQC
goal- 80%)
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Reducing Unplanned Extubations in the Neonatal Intensive Care Unit (NICU)
Dr. Juan L. Guillen-Hernandez; Allyson Yelverton, MSN, RN, CCRN; Kayla Ausbon BSN, RN, CCRN; Stephanie Smith MSN, RN, ACM-RN; Brandy Davis BS, RRT-NPS, ACCS; and Yamile Garcia MAS, BSRT, RCP 
East Carolina Health Medical Center  |  Greenville, North Carolina

The endotracheal (ET) tube provides a stable 
airway for critically ill neonates on mechanical 
ventilation. Unplanned extubation (UE) is the 
unintended removal or dislodgement of the 
ET tube. UEs are common, with incidences 
reported from 0.14 to 6.6 per 100 ventilator 
days. NICU has a higher rate than other critical 
care units due to anatomical differences in 
very small infants. A target of ≤1.0 UEs per 
100 ventilator days is a reasonable goal for 
institutions working to improve their UE rates.

Encourage all team members to submit safety
intelligence reports for unplanned extubation
Perform a Multidisciplinary Team Review of All
Events:

Conducting thorough root cause analysis for 
each unplanned extubation event to identify 
contributing factors and receive individual 
stakeholders’ perspectives. 

Prolonged duration of intubation, shorter trachea,
uncuffed ET tube, and possibly less sedation
increase the risk of UE for infants under 28 weeks
of gestational age. Specific interventions are
needed to mitigate this risk in this age group.

Timely extubation is one of the most effective ways
to prevent UE; the plan is to merge the two
initiatives.
Fostering a safety culture within the NICU, all staff
members feel empowered to speak up about safety
concerns, report incidents or near misses without
fear of reprisal, and actively participate in QI
initiatives to reduce UE events.
Continue standardizing interventions, considering
factors such as gestational age, respiratory status,
ventilation modality, and developmental stage to
minimize the risk of UE while optimizing overall
outcomes.

Mahaseth M, Woldt E, Zajac ME, Mazzeo B, Basirico J, 
Natarajan G. Reducing Unplanned Extubations in a Level IV 
Neonatal Intensive Care Unit: The Elusive Benchmark. 
Pediatr Qual Saf. 2020 Oct 23;5(6):e337. doi: 
10.1097/pq9.0000000000000337. PMID: 33575517; 
PMCID: PMC7870211
Bertoni CB, Bartman T, Ryshen G, Kuehne B, Larouere M, 
Thomas L, Wishloff E, Shepherd E, Dillard J, Pavlek LR, 
Moallem M. A Quality Improvement Approach to Reduce 
Unplanned Extubation in the NICU While Avoiding Sedation 
and Restraints. Pediatr Qual Saf. 2020 Sep 25;5(5):e346. 
doi: 10.1097/pq9.0000000000000346. PMID: 34616962; 
PMCID: PMC8487773.

Aim is to decrease the unplanned extubation 
rate from 2.11 to 1.5 per 100 endotracheal 
tube device days within 6 months.

The number of unplanned extubation events has decreased from 29 to 19 in the last six months after implementation.
The unplanned extubation rate has decreased from 2.11 to 1.89 in the last six months.
The Outcome measure was the number of UE rate per 100 intubated days.
Process measures included immediate root cause analyses for UE events, adding the airway card for intubated infants, two staff members
for hands-on care or procedures, and using the endotracheal tube new securement technique.
Balancing measures included ET securement technique revisions during intubation.

6

8

7

3

4

1

3

1

6

4

2

3

1

1.76

2.95

2.54

1.69

3.03

0.57

1.55

0.94

3.49

2.61

1.05

1.6

0.76

0

1

2

3

4

5

6

7

8

9

Oct-22 Nov-22 Dec-22 Jan-23 Feb-23 Mar-23 Apr-23 May-23 Jun-23 Jul-23 Aug-23 Sep-23 Oct-23

Nu
m

be
r o

f U
np

la
nn

ed
 E

xt
ub

at
io

ns

Unplanned Extubations in the NICU

Number Device Days (1/00) Benchmark

PDSA 1
Airway cards at bedside 
with anatomic identifier

PDSA 2
Airway checks by 

RT each shift

PDSA 3
New securing 

technique of ETT

Multidisciplinary UE committee was created in 
March 2023 to identify the best practice 

interventions. 

With a key driver diagram, multiple PDSA 
(plan-do-study-act) cycles were planned to 

address key drivers. 

Data from the safety event reporting 
system is the source of all unplanned 

extubation events. 

Implementation of a standardized drill-
down form to be completed by the RT & 

RN during the unplanned extubation.
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Novel biomarkers for early and accurate detection of 
necrotizing enterocolitis in infants born prematurely 

Kelly Laborde RNC-NIC, MS

Abstract

We prospectively enrolled 259 premature infants 
 at four hospitals from 2015-2021

Conclusions 

Multiplexed measures increased hazard ratio and 
earlier disease detection in asymptomatic infants 

iAP measures identified advanced disease 
 and early disease not observable by x-ray 

Clinical
measure advanced NEC early NEC non-NEC controls p-value

Birthweight (700-1380) (790-1190) (845-1380)
Gestational age (24.7-31.1) (26.0-29.4) (26.4-31.6)
Sex

(52%) (63%) (46%)
(48%) (37%) (54%)

Race/ethnicity
(40%) (74%) (69%)
(52%) (26%) (26%)
(8%) (0%) (2%)
(0%) (0%) (2%)

Age of first NEC episode
(31-35.7) (28.4-30.9) 0.02
(1110-2050) (860-1377) 0.0006

# sepsis co-morbidity (35%) (21%) (14%)
Total # blood transfusions  (2-11) (1-6) (0-3) <0.0001
Exposure to human milk

(16%) (16%) (9%)
(16%) (0%) (11%)
(16%) (10%) (21%)

≥≥ (52%) (74%) (59%)

Table 1. (IQR) 
p

p

Figure 2. (A)
(B)

p (A) p
(B), p (C)

(D) (E)

(F)

Figure 3. Samples collected longitudinally from 91 patients were analyzed to determine the likelihood a patient would develop NEC prior to x-ray 
diagnosis. 
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Introduction

Figure 1. (A)
(B)

(C) Reproduced from Heath et al. JAMA Open XXXX

Neonatal necrotizing enterocolitis (NEC) is a gastro-developmental disorder1.

Currently, diagnostic tools are limited.  X-ray determination of pneumatosis intestinalis and/or
portal air is used for diagnosis of advanced disease and lacks sensitivity (as low as 44%)2.

Proteins involved in intestinal and systemic inflammation are not specific markers for NEC;
detection of inflammation biomarkers signal late stages of disease process and inflammatory
damage3,4.

Although structural features of the gastrointestinal tract are largely in place at birth, candidate
links to NEC are proteins in the microvilli that are responsible for functional maturation and
adaptation to mutualistic microorganisms, when the infant in the extra-uterine environment5.

Our hypothesis is that intestinal alkaline phosphatase (iAP), involved in microbiota management,
can be used to detect NEC earlier and allow for disease reversibility.

Necrotizing enterocolitis (NEC) is an inflammatory disease affecting the intestinal tract of infants 
born prematurely. It is one of the most common complications of prematurity, resulting in
increased morbidity and mortality due to unchecked pathogenic bacterial growth. The median time 
between death and x-ray diagnosis is 1 day and, currently, there are no reliable molecular methods 
to predict the onset of NEC. This study aimed to determine the potential of intestinal alkaline 
phosphatase (iAP) as a predictive biomarker for NEC. Fecal samples were obtained prospectively 
from infants born prematurely in neonatal intensive care units at four hospitals. More than 100 
clarified stool samples from case patients were compared to 200+ age-matched controls. 
Biospecimens were analyzed for iAP abundance, iAP enzyme activity, and total fecal protein 
concentration. Analyses of age-matched NEC and control samples showed increased iAP abundance 
and decreased enzymatic activity directly correlate with NEC diagnosis 3 days before x-ray and 
hazard ratio of 6. Association of iAP with moderate and severe forms of the disease suggested that 
iAP can be a diagnostic tool accurate and specific for NEC detection in asymptomatic infants. If
confirmed with a larger study, iAP biomarkers could assist nurses with identifying at-risk infants 
earlier.

Thirty-eight infants were diagnosed with advanced NEC (Bell stage II/III), 28 with early NEC (stage
I), and 193 were non-NEC infants.  Twenty-six infants had sepsis and 15 had non-GI infection.

There were no statistically significant correlations with birthweight, gestational age, race, Apgar
score, or human milk exposure between development of NEC with pneumatosis intestinalis,
suspicion of NEC, and control patients.

The only meaningful clinical association with NEC was post conceptual age, supporting the
model that the disease develops after birth.

Over 2,500 stool specimens were obtained, and 4,200 assays were completed on 600 of them.
We compiled 5,400 demographic and general disease course characteristics.  Lastly, we collated
163,200  entries regarding their hospital stay.
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Cross-sectional analysis showed that high iAP content shed in gut lumen is always associated
with NEC and has no correlation with sepsis or other non-GI infections.

The absolute level of iAP activity was always lower for all infants diagnosed or suspected of NEC.

Increased levels of iAP in stool occurs on average 3.3 days earlier than x-ray diagnosis of NEC.

If iAP abundance and iAP activity are multiplexed, it increases the average number of days that a
patient with NEC can be diagnosed in advance of x-ray to 4.9 days.

An asymptomatic patient with elevated iAP abundance has a 6-fold higher likelihood of
developing NEC while a patient with an elevated multiplex score is 19 times more likely to
develop NEC.

intervention 
diagnostic 
methods 

disease 
management 

iAP 
measures 

1 
4 

3 

2 

days earlier 

hazard ratio 

Both iAP abundance alone and a multiplexed iAP score are promising candidates for early
diagnoses of preterm necrotizing enterocolitis

Several different types of opportunities would become available for clinical end users if a simple
method for early and more accurate NEC diagnosis was available.

Figure 4. Potential patient benefits and clinical opportunities from earlier and more accurate diagnosis of NEC. 
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Targeted Fortification with Mother’s Own Freeze-Dried Breastmilk 
for Improved Tolerance and Growth Maintenance 

Allyson Ward, APN-BC1 Berkley Luck PhD1, Lauren Figard PhD1, Sarah M. Reyes PhD1,2,3, Heather Delaney MD1,2

1Milkify, Inc. Houston, TX 2Pediatrix Medical Group, 3Rev Bioscience, LLC, Boise, ID

Introduction Safety and Quality Checklist for Medical Providers 

Next Steps and Ongoing Research Potential 

Acknowledgements

Funding for this case report provided by Milkify, Inc. 

Late preterm infants requiring fortified breastmilk to meet growth requirements
are typically provided a cow’s milk-based fortifier.
As not all infants tolerate cow’s milk-based nutrition, creating a need for better-
tolerated and maternally-derived fortification options.
The novel use of autologous freeze-dried breast milk (AFDBM), defined as human
milk derived from the lactating parent offers the potential of an exclusive
breastmilk diet via targeted caloric fortification.
This is accomplished by adding AFDBM to freshly expressed milk to precisely
increase caloric content under medical supervision.
The use of the MIRIS Human Milk Analyzer evaluates the macronutrient content of
maternal frozen and freeze-dried breastmilk, allowing for a customized and
personalized fortification strategy for each baby.

Facility uses a Contact Less Method to ensure that breastmilk never
touches utensils or equipment
Facility is registered with the FDA as a Food Processing Facility
Facility is cGMP Certified-ensuring that the processed product meets
quality standards based on the intended use.
Facility uses professional freeze-drying system for precision temperature
control and water activity analysis to ensure safety and accurate shelf life
Facility processes and packages ONLY breastmilk-no other food products
Milk powder is handled within laminar flow hoods and no powder
dispensers are used for packaging
Facility meets or exceeds HMBANA Guidelines for milk holding, ensuring
the milk is never thawed during processing
Milk is processed one client at a time and milk is individually tracked with
ID barcoding system 
Breastmilk is not bought or sold

Case Description and Intervention 

S. M is a late preterm infant with history of oxygen requirement, atrial septal defect,
cow’s milk protein allergy, bloody stool, severe reflux and failure to thrive.

Infant failed several formula fortification trials as demonstrated by recurrence of
bloody stool and oral formula avoidance with subsequent weight loss.
Maternal breast milk analyzed via the  Miris Human Milk analyzer to determine
macronutrient content of 24-hour pooled milk sample.
With pediatrician and medical team support, family utilized AFDBM as fortification
method.
Breast milk powder combined with expressed maternal milk provided
approximately 28 calories per ounce
Freeze-dried breastmilk powder was also added to pureed table food for
continued caloric enhancement
Infant monitored closely for growth, feeding tolerance, bloody stool, and
urine/stool output

Selected References
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Conclusion

Human milk from the lactating parent may be freeze-dried and used as an 
alternative caloric fortification strategy in select cases where cow-milk based 
formula or fortifiers are not tolerated or not preferred. Freeze-drying should 
be performed in a controlled environment using food-grade equipment and 
sanitation practices and fortification should be supervised by a medical 
professional. This caloric fortification process has been used in >70 infants 
with no reported adverse effects or safety concerns.

Former 36 week infant girl with history of clinically significant reflux, bloody stool 
and cow’s milk protein allergy provided autologous freeze-dried breast milk via 
contact free processing, which was subsequently used for caloric fortification. 

Mother’s breastmilk fortified with AFDBM to provide an additional 4 calories per 
ounce. Infant without recurrence of bloody stool, decreased episodes and volume 
of reflux, and attainment of expected weight gain after novel fortification method. 

Clinical Summary 

Bioactive Factors and Nutrient Retention in Freeze-Dried Breastmilk 

Frozen (non-freeze-dried) breast milk is
tested from milk collected and pooled
over a 24-hour period to establish a
“baseline” composition.
Breast milk powder is tested after freeze-
drying.
Macronutrient composition is analyzed
using the FDA-approved MIRIS Human
Milk Analyzer
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Use of Nutritional Data to Create Custom Fortification Recipe

Average +/- SD. N=590 samples of powdered breast milk rehydrated according to package instructions (87% water). 
Samples were analyzed at Milkify using a Miris Human Milk Analyzer.
*Reference values are reported as average +/- SD from mature milk samples from term infants (Gidrewicz et. al. 2014)

Understand the mechanisms through which autologous fortification with 
FDHM have led to improvements in feeding tolerance. The impacts of FDHM 
on HMOs, the infant gut microbiome, and health outcomes may be further 
investigated to establish appropriate treatment regiments for specific classes 
of medically complex infants.

This caloric fortification process has been used in >70 infants with no 
reported adverse effects or safety concerns.

Breastmilk Freeze-Drying Process

Step 1: Intake of frozen milk
Step 2: Preparation for freeze-drying 
Step 3: Contact Less Freeze-drying
Step 4: Packaging and QC testing 
Step 5: Nutritional analysis
Step 6: Milk returned to client

The Milkify facility is located in Houston, TX. 
It is  cGMP certified and FDA-registered:

FDA food facility registration: #16969346312
SGS cGMP certification: #US23/00000165

Targeted Fortification 

Breast milk powder measured 
out in the home setting

Fortification Processing Timeline 
Client inquires about
fortification with company and
is referred to APN
Client consults with APN
regarding fortification needs
Client places order for
processing directly with
company
Frozen breast milk is shipped to
processing facility using
medical-grade shipping coolers
provided by the company
Milk is processed on an
expedited schedule and
returned to client
Nutritional analysis is
performed and sent to APN
Fortification recipe is generated
by APN based on Miris results
and caloric target

Recipe is sent to client and
healthcare provider

* Entire process takes 1-2 weeks
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