Supplementary File 4. Statements amended through discussion in round 3 in order to gain consensus
The following statements were amended through discussion in round 3 in order to gain consensus:
10. There is good evidence that LISA causes spontaneous intestinal perforations
13. Competence in LISA requires additional training
15. The use of surfactant via an LMA could be considered in babies over 1.2 kg
18. LISA should be the default approach for surfactant from 23–31 weeks gestation if respiratory drive is present, the baby is non-invasively ventilated, and surfactant is planned
21. A CXR is always mandatory before LISA in any gestation (even when the diagnosis of RDS is clinically obvious)
23. All NICU and LNU should be able to perform LISA
27. An FiO2 of >60% to achieve normal SpO2 targets is a relative contraindication to LISA
30. A significant cranio-facial anomaly makes performing LISA impossible
35. A catheter designed for the LISA procedure would normally be preferred to alternative equipment
39. Video laryngoscopy (where available) is preferred for use in LISA
41. A nasogastric tube placed at about T5 and continually aspirated during the procedure is always recommended
43. Sucrose and breast milk may both be considered for non-pharmacological analgesia
48. If intravenous premedication is planned, fentanyl is preferred to propofol
54. LISA is always a very stressful procedure for the neonate
57. It is acceptable to manage the majority of babies receiving LISA with swaddling +/-sucrose/breast milk
62. CPAP pressure/HF flow rate should be optimised prior to starting LISA
63. All babies undergoing LISA on NICU should normally have received caffeine
66. Atropine can be considered if there is a need to reduce the effects of laryngoscopy-induced bradycardia
67. FiO2 should always be increased regardless of SpO2 before LISA procedure
68. Breast milk and sucrose are options to consider for providing analgesia in LISA
71. Blood gas is essential prior to LISA
74. Babies over 32 weeks MUST have a CXR prior to LISA to confirm the diagnosis of RDS
79. A ‘time out’ may be useful prior to LISA
80. Parental consent should be applied in the same manner as for other forms of surfactant administration
82. There is never a need for a ‘00’ sized laryngoscope blade
85. Respiratory nasal cannulae should not normally be removed
87. It is not routinely necessary to aspirate the stomach after LISA
88. Placement of an oesophageal tube with repeated aspiration during the procedure is a useful way to evaluate reflux of surfactant
100. Audit of compliance with local guidelines is a good practice and can be recommended
102. A graded approach for introducing LISA to a neonatal unit for introducing LISA in extreme preterms is recommended
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