Reduction in Cholestasis with Introduction of Multidisciplinary Surgical Nutrition Guidelines
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Due to the high prevalence of
cholestasis among surgical neonates
in our unit, our center implemented
strategies to reduce IFALD in this
vulnerable population.
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INFANTS OF SIMILAR
GESTATIONAL AGE AND
BIRTHWEIGHT WERE
INCLUDED

e Pre-intervention: 32

e Post-intervention: 23

Peggy Chen, MD
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Average time to
reconnection

-0.76

Average age
for weight
/-score decline

CONCLUSION

Implementation of a
multidisciplinary approach
to post-operative nutritional
management of surgical
neonates led to a significant
reduction in severity of
PNAC in our unit.

LIMITATIONS: The GAIN
collaborative criteria excluded
some infants with pathologies
that require TPN support and
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cause delays in enteral feeding,
such as gastroschisis with
simple primary closure.
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For more information, contact:
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emulsion in surgical neonates.

» Mucous fistula refeeding for
infants with proximal ostomies.
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