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Disclosures

ÅI have no vested financial interests to disclose

ÅI will be discussing off-label use of medications



Definition of a collaborative

ÅOED:

ïthe action of working 
with someone to 
produce something

ïtraitorous cooperation 
with an enemy

ÅWikipedia

ïworking together to 
achieve a goal

http://www.dodlive.mil/index.php/2013/01/worth-a-
thousand-words-on-the-count-of-three-lift/



Origins

ÅFor many years, the NICUs in Massachusetts 
discussed forming a state NICU collaborative
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Origins

ÅFor many years, the NICUs in Massachusetts 
discussed forming a state NICU collaborative

ÅSenior leaders in the state established the 
Massachusetts NICU Collaborative in 2006, later 
renamed MassNeoQIC.



NeoQICMission Statement

Use the open sharing of data and practices 

to support local and collaborative quality 

improvement efforts and improve 

newborn outcomes in Massachusetts



Origins

ÅFirst meetings were to look at Vermont-Oxford 
outcomes including chronic lung disease, ROP and 
nosocomial infections

ÅTransparency of outcomes was paramount to the 
existence of the collaborative
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Variation

ÅVariation was noted (7-
fold!) in infection rates 
between different NICUs 
in the state

ÅLowest rate of any late 
BSI rate was 4%, highest 
rate was 28%.

ÅAre there potentially 
better practices that one 
bL/¦ Ŏŀƴ άōƻǊǊƻǿέ ŦǊƻƳ 
the other(s)

http://mollythemagnifico.blogspot.com/2010_01_01_archive.html



Variation

ÅWas there something that the best performer was 
doing the worse performers could adopt?

ïPotentially better practices (PBP)
ÅChanging unit culture

ÅHand hygiene

ÅBest insertion practices

ÅBest maintenance practices

ÅTimely removal of catheters

ÅTransparency allowed for the worse performers to 
seek out assistance from the better performers



Other areas for opportunity?
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Other areas for opportunity?



Did these meetings make a difference?

http://uxash.wordpress.com/2011/02/13/are-ux-experts-really-making-things-better/



Reducing Nosocomial Bloodstream Infections

ÅJoined a national project: nCABSI

ÅPotentially better practices:

ïInsertion checklist
ÅSafety pause

ÅHand hygiene

ÅBarrier precautions (inserter/patient)

ÅSkin preparation

ïMaintenance checklist
ÅIǳō ǇǊŜǇŀǊŀǘƛƻƴ όάǎŎǊǳō ǘƘŜ Ƙǳōέύ

ÅRemove at 120 ml/kg/d of feeds

Å5ŜǘŜǊƳƛƴŀǘƛƻƴ ƻŦ ƴŜŜŘ όάǿŀƭƪ ǘƘŜ ƭƛƴŜέύ



nCABSI

ÅFollowed process measures



Insertion checklist compliance



Line in place and feeds >120 ml/kg/d



nCABSI

ÅFollowed process measures

ÅFollowed outcome measures



uChartCABSI by year, 2008-2013
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Did reducing catheter-related infections reduce 
overall nosocomial bloodstream infections?

ÅWas this just a reclassification of infection from 
catheters to bloodstream infection caused by 
pneumonia or NEC?

ÅCan we really tell our families that we were reducing 
harm to the infants? 
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