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ABSTRACT

Background: Standardized late preterm infant (LPI) discharge criteria ensure best practice and help guide the neonatal
provider to determine the appropriate level of care following birth. However, the location can vary from the well newborn
setting to the neonatal intensive care unit (NICU).

Purpose: The purpose of this review is to examine differences in LPI discharge criteria between the well newborn set-
ting and the NICU by answering the clinical questions, “What are the recommended discharge criteria for the LPI and do
they differ if admitted to the well newborn setting versus the NICU?"

Search Strategy: Databases searched include CINAHL, TRIP, PubMed, and the Cochrane Library. Focusing first on the
highest level of evidence, position statements, policy statements, and clinical practice guidelines were reviewed, fol-
lowed by original research.

Results: There were few differences shown between settings. Discharge criteria included physiological stability and
completed screenings for hearing loss, hyperbilirubinemia, car seat safety, hypoglycemia, critical congenital heart dis-
ease, and sepsis. Parent education is provided on umbilical cord care, feeding, elimination, and weight gain norms.
Recommended maternal assessment included screenings for depression, drug use, safe home environment, and pres-
ence of social support. In general, research supported protecting the mother-infant dyad.

Implications for Practice and Research: Developing a standardized approach for discharge criteria for LPIs may improve
outcomes and reduce maternal stress. Research is needed to compare health and cost outcomes between settings.
Key Words: discharge criteria, late preterm infant, maternal-infant dyad, neonatal intensive care unit, parental readiness,
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ate preterm infants (LPIs) are defined as infants

born between 34, weeks and 36¢/; weeks of

gestation, and this subset of infants continues
to be a significant portion of premature births in the
United States. Specifically, LPIs account for approxi-
mately 74% of the roughly 500,000 premature births
and approximately 9% of all births in the United
States.! Late preterm births also account for 11.2%
of all neonatal costs ($1.145 billion annually) in the
United States.? These costs included antepartum
care, delivery costs, neonatal medical and nursing
treatment, and associated costs for long-term medi-
cal, educational, and social services.? Late preterm
infants may be considered the “great imitators”
because they tend to appear full term but in reality
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they are premature and physiologically underdevel-
oped. Because of this immaturity, they are at higher
risk for death and morbidities than full-term infants,
having at least 1 diagnosed medical condition, and
they are 3 times more likely to exhibit 2 or more
diagnosed conditions than full-term infants.? Because
of this, neonatal nurses should recognize that LPIs
are at greater risk for morbidity and mortality related
to their gestational age (GA), and there may be a risk
of missing health complications because of their
close resemblance to term newborns.

Late preterm infants may be discharged home ear-
lier than ready, with unresolved health problems
such as hypothermia, feeding issues, and respiratory
problems that increase their risk for complications.
Not surprisingly, unresolved health challenges can
contribute to parental stress and anxiety when tran-
sitioning from hospital to home.* Research shows
that lack of maternal discharge readiness is associ-
ated with poor parent-child bonding, poor coping
skills, higher use of postacute healthcare resources,
and a higher proportion of rehospitalizations than
those who are ready.’

Discharging infants from a hospital is a complex
process, and determining appropriate discharge cri-
teria is a professional and healthcare concern.t The
scope of LPI newborn discharge instructions and
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recommendations is numerous causing healthcare
provider confusion and ambivalence. In examining
discharge criteria, the authors were interested in
exploring whether there were any differences specifi-
cally for the LPI population based on where they
were cared for in the hospital (ie, well newborn set-
ting vs NICU).

PURPOSE AND CLINICAL QUESTION

The purpose of this review was to examine differ-
ences in LPI discharge criteria between the well
newborn setting and NICU by answering the clini-
cal questions, “What are the recommended dis-
charge criteria for the LPI and do they differ if
admitted to the well newborn setting versus the
NICU?”

SEARCH STRATEGY

A literature search was conducted using multiple
databases that included Translating Research into
Practice database ([TRIP], https://www.tripdata-
base.com/), Cumulative Index to Nursing and Allied
Health Literature (CINAHL), PubMed, Google
Scholar, and the Cochrane Library. Less commonly
known than the others, the TRIP database is a clini-
cal question-driven search engine that yields pub-
lished articles, clinical guidelines, and position state-
ments using the components of the PICO (ie, short
for Problem, Intervention, Comparison, and Out-
come) question as search terms. Key terms used in
the search included a combination of the following:
premature infant, late preterm infant, discharge,
hospital discharge, admitted to standard nursery, or
neonatal intensive care unit. Articles were included
if they answered the clinical question and had been
published from 2006 to 2016. Older articles were
included if they represented either professional orga-
nization guidelines or policy statements that con-
tinue to shape current best practices pertaining to
discharge criteria for the LPI. Policy statements were
identified using the aforementioned criteria and
through Google Scholar. Articles were excluded if
they did not answer the clinical question, did not
mention discharge criteria as a major focus, or were
editorials or opinion pieces.

RESULTS

When the search criteria were applied, a position
statement was reviewed along with clinical practice
guidelines (CPGs), reviews, organizational recom-
mendations, and related articles. Several policy
statements and CPGs have been written on discharge
criteria for the LPI. Position statements and CPGs
provided physiological parameters for discharge of
the LPI. Table 1 summarizes recommendations for
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discharge criteria and follow-up identified in the
position statements and guidelines. If specific recom-
mendations were found unique to the LPI cared for
in the NICU environment, they were noted.

STRENGTH OF EVIDENCE

The strength of evidence was determined using the
U.S. Preventive Services Task Force Guide to Clinical
Preventive Services quality-of-evidence rating scale.!”
The level of evidence using these criteria is provided
in Table 1. In short, these criteria categorize level I as
evidence obtained from a randomized controlled
trial or meta-analysis of randomized controlled tri-
als; level II as evidence obtained from well-designed
controlled trials without randomization such as
cohort, case-control, or time series studies; and level
III as evidence obtained from opinions of respected
authorities, descriptive studies, or reports by expert
committees based on evidence reviews performed by
the recognized authorities.'” However, because the
nature of a guideline or position statement takes the
evidence through an expert review and clinical vet-
ting, they are typically regarded as more useful for
direct implementation into practice and can be inter-
preted as a standard of care, even though in this
scheme of evidence they are rated lower than indi-
vidual randomized controlled trials.

Late Preterm Infant Standard Discharge
Criteria

It is recommended to delay hospital discharge until
at least 48 hours of age to ensure adequate time to
identify complications.” In general, there are 3 physi-
ological requirements for discharge: (1) sufficient
oral feedings to support appropriate growth, (2)
ability to maintain a normal temperature, and (3)
lack of the respiratory distress.”® Weight loss should
not exceed 3% daily or more than 7% from birth
weight by day of life 3.7 If weight loss is significant,
it warrants additional feeding evaluation to ensure
that the breastfeeding infant is nursing 8 to 12 times
in a 24-hour period, that breast milk transfer and
production are adequate, and that the bottle-fed
infant is able to consume all the calories he or she
needs by mouth before discharge, thereby demon-
strating feeding competency.” While there is ample
evidence supporting optimal weight gain per day in
infants, the authors acknowledge that the LPI will
likely not achieve this before a typical discharge
because weight loss in the first week of life is to be
expected. Review of the literature did not define a
specific goal for daily weight gain, only that oral
competency is essential.

The LPI must demonstrate stable vital signs for 12
hours preceding discharge.” These included evidence
of respiratory stability with no signs of increased
work of breathing or tachypnea, temperature that is
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within normal limits, adequate urination, 1 sponta-
neous bowel movement, and no signs of sepsis.”
Neonatal providers must screen for maternal and
neonatal risk factors for sepsis such as maternal
group B Streptococcus status or chorioamnionitis
because the LPI is at higher risk for developing early-
onset sepsis.” Physical examination should confirm
the presence of the red reflex in each eye and present
or absent signs of hip dysplasia.!® The vaccination
recommended for the LPIs is the hepatitis B vaccine
as indicated by maternal and infant risk status.

Assessment for discharge readiness in the LPI
included review of maternal laboratories and social
history to include but not limited to maternal blood
type, risk factors for human immunodeficiency
virus, postpartum depression, mental illness, and
illicit and prescription drugs use or other substance
abuse.”!® Additional discharge teaching included
proper hand hygiene when caring for the infant and
handling feeding materials, positioning the infant
for safe sleep practices, and sudden infant death syn-
drome prevention.” Consults that support the
mother—infant dyad included lactation services,
social worker referral, and case manager referral
depending on inpatient and outpatient needs.” Fol-
low-up appointments with the outpatient primary
care provider should be made for 1 to 2 days after
discharge’® as well as scheduling any required sub-
specialty appointments. Ensure that the parents are
provided an immunization plan per GA."

Parents are taught infant behavioral cues of stress
and overstimulation, as well as signs of relaxation
and readiness for engagement.” In addition, actions
to calm an infant, coping mechanisms to manage
prolonged periods of crying and, the risks of shaking
a baby are discussed.” Parents may also appreciate
knowing the difference between corrected GA and
chronological age and the implications.

Hypoglycemia Monitoring and Interventions
Late preterm infants are at higher risk for develop-
ing hypoglycemia secondary to decreased glycogen
stores and immature metabolic pathways and
require screening for hypoglycemia and treatment if
necessary per established guidelines.” Controversy
remains regarding normal glucose levels; however,
development and implementation of a standardized
policy are important to identify at-risk infants.”

In 2011, the American Academy of Pediatrics
(AAP)'¢ published guidelines to identify, monitor,
and treat hypoglycemia in at-risk infants and this
was reaffirmed in 2015. More information can be
found in the AAP Postnatal Glucose Homeostasis in
Late-Preterm and Term Infants guideline. Following
birth, the nurse should facilitate skin-to-skin holding
and early breastfeeding, within 1 hour of birth, if the
LPI is clinically stable.”® On demand, breastfeeding
should occur 10 to 12 times daily and formula

feeding 8 to 10 times daily.” Late preterm infants are
at higher risk of feeding difficulties due to decreased
reflexes, decreased feeding cues, and inadequate
breast milk transfer due to low muscle tone, ineffec-
tive latch, and decreased stamina.® A feeding supple-
mentation plan may be warranted on the basis of
feeding observations and weight loss.® Some LPIs
may require a nasogastric or oral feeding tube to
provide adequate nutrition until they can demon-
strate effective oral skills. Feeding competency has
been met once full oral feedings are achieved.'s

Infant Car Seat Challenge

An infant car seat challenge is recommended for all
preterm infants born less than 37 weeks of gesta-
tion.” This recommendation by the AAP dates to
1991 with an additional recommendation of timing
duration for the infant car seat challenge to be 90 to
120 minutes at a minimum or for the duration of the
car ride home."” The AAP does not provide oxygen
saturation levels at which a “fail” is indicated.

Hearing Screening

The Joint Committee on Infant Hearing!? issued
guidelines on early hearing detection and interven-
tion and per the National Institutes of Health,?°
more than 95% of all newborns are screened for
hearing loss shortly after birth. The rationale for
early detection of hearing loss and intervention is to
provide optimization of speech and achievement of
verbal skills as the child grows."?

Family Engagement and Parental Readiness
Healthcare providers should encourage parent and
family engagement during infant hospitalization
with 24-hour rooming-in (if physiologically stable),
caring for the infant before discharge, and collabo-
rating with the infant’s provider.”? Assessment of the
physical and psychosocial home environment is
important to ensure that the parents can provide
care independently and confidently. In some cases,
this will require multidisciplinary collaboration
between nursing, neonatal providers, and social
workers.” Screening mothers and infants allows for
timely recognition and intervention if there is a his-
tory of positive urine toxicology results, child abuse
or neglect, mental illness, lack of social support,
homelessness, domestic violence, or if they have bar-
riers to following up with care after discharge.!”

Late Preterm Infant Discharge Criteria From
Well Newborn Settings

Critical Congenital Heart Defect Screening

In 2011, Kemper and colleagues?! published strategies
to implement a standardized program using pulse
oximetry to screen infants in the well newborn setting
for critical congenital heart disease (CCHD) and diag-
nostic follow-up. In 2012, the AAP endorsed the

www.advancesinneonatalcare.org
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recommendation by U.S. Department of Health &
Human Services for pulse oximetry screening for
CCHD. Recommendations are to delay the screening
until 24 hours of life or as late as possible to reduce the
incidence of false-positive results.!' Readings should
be obtained from the right hand and one foot; a posi-
tive screening result warrants an echocardiogram to
assist in the diagnosis of a CCHD."" This review will
not go into detail of various thresholds that would be
considered a positive or false screening. More infor-
mation can be found in “Strategies for Implementing
Screening for Critical Congenital Heart Disease.”?!

Identification and Management of
Hyperbilirubinemia

Management of hyperbilirubinemia is guided by
standardized value guidelines and trajectories of risk
levels.?? Although hyperbilirubinemia is manageable
disease, the sequelae of untreated jaundice can cause
kernicterus, making bilirubin screening a high prior-
ity when determining discharge readiness. The Joint
Commission defines a serum bilirubin level more
than 30 mg/dL as severe neonatal hyperbilirubine-
mia and a sentinel event.?* Kernicterus, an irrevers-
ible brain injury that causes yellow staining of neu-
ronal gray matter, should be considered a “never
event.”? Johnson and colleagues?* performed a root
cause analysis of 125 infants who were voluntarily
reported to the Pilot USA Kernicterus Registry from
1992 to 2004. There were a variety of causes that led
to acute bilirubin encephalopathy and 5 of the 125
infants subsequently died.?* Clearly, determining
appropriate levels of bilirubin prior to discharge is
important regardless of the setting of care.

In 2004, the AAP established guidelines on identi-
fication and management of hyperbilirubinemia in
infants born at 35 weeks of gestation or greater, with
updated clarifications published in 2009.'* The
updated clarifications included identifying those
infants at higher risk for developing jaundice (eg, LPI,
exclusive breastfeeding with excessive weight loss,
ABO incompatibility with positive direct Coombs,
isoimmune or hemolytic anemia such as glucose-
6-phosphate dehydrogenase deficiency[G6PD]). A
predischarge total serum bilirubin (TSB) or transcu-
taneous bilirubinometer (Tc¢B) reading should be
obtained and a more standardized approach to man-
agement and follow-up be instituted.'* The authors
would like to stress that LPIs fall into the medium risk
category (ie, infants with GA of 35, weeks to 37¢/,
weeks). Infants with a GA of 349, weeks to 36/,
weeks are considered as LPIs. However, the AAP
hyperbilirubinemia algorithm was developed on the
basis of numerous study results that identified a
medium risk infant as categorized with the GA listed
previously. The TSB or TcB level can be interpreted
using a nomogram for low-, medium-, and high-risk
infants, which is available with the BiliTool (see
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www.bilitool.org). Late preterm infants may be safely
discharged if TSB or T¢B levels do not warrant pho-
totherapy treatment. For those LPIs with TSB or TcB
levels in the high-intermediate- or high-risk zone that
do not meet treatment thresholds and are ready for
discharge, follow-up levels should be obtained by the
outpatient pediatric provider.

Late Preterm Infant Discharge Criteria

From NICU

The primary difference in discharge criteria for the
LPI in the NICU is location and the presence of other
complications. All the aforementioned measures,
except for CCHD screening, need to be met prior to
discharge. While the CCHD guidelines were devel-
oped for the newborn infant cared for in the well
newborn setting, the AAP offers some guidance in
screening the premature infant. Specifically, if the
premature infant has had an echocardiogram, the
CCHD screening tool is not necessary. However, if
an echocardiogram has not been obtained, the LPI
should be screened once off supplemental oxygen.?

For hyperbilirubinemia screening in the infant
less than 35 weeks of gestation, some NICUs may
choose to use Premie BiliRecs.?¢ Premie BiliRecs is a
clinical decision support tool for premature infants
ranging from 28%, weeks to 34¢/, weeks of gesta-
tion who are more than 48 hours of age.?¢ This tool
was developed on the basis of the recommendations
from several experts in the field of neonatal hyper-
bilirubinemia.?é Refer to the Web site, https://pbr.
stanfordchildrens.org/, for more information. This
link may be integrated within the electronic health
record to provide real-time clinical decision-making
support.

Infants in the NICU typically must meet more
stringent criteria to show that they are physiologi-
cally and nutritionally ready for discharge. Physi-
ologic readiness included no evidence of respira-
tory distress, sepsis, or hypoglycemia.” Nutritional
readiness involves demonstration of feeding com-
petency by breast or bottle feeding and ability to
consume appropriate volumes to meet calorie
needs.” The infant should be free of apnea for 5 to
7 days and able to maintain adequate oxygen satu-
ration levels without additional oxygen therapy. In
summary, discharge criteria for LPIs in the NICU
included all the measures recommended for the
well newborn setting. Because of likely separation
of mother and baby during the NICU stayj, it is also
best practice to identify whether the parent is
ready emotionally and physically ready to take the
infant home.”?’

DISCUSSION

In this evidence-based practice review, the issue of
whether discharge criteria for the LPI differ on the
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basis of care setting (well newborn setting or NICU)
is addressed. Both settings require that screening for
metabolic disorders and hyperbilirubinemia is com-
pleted, that feeding competence is established, plans
for follow-up are clear, and the hepatitis B vaccine is
administered following parental consent. Screening
for the safety of the home environment and provid-
ing education on safe sleep are also needed. Dis-
charge from the NICU differs from the well newborn
setting based mostly on individual infant character-
istics (eg, presence of complications, delay of feeding
competence). What is indisputable for either setting
is that supporting the mother—infant dyad is best
practice and should be promoted at all costs.
Despite various guidelines and recommendations
from several professional organizations, review of
the literature demonstrated that parents do not feel
adequately prepared to care for their infant upon
discharge.?” The authors would like to point out
that most of the research examined discharge readi-
ness from the NICU setting. Nonetheless, having a
consistent approach and a standardized policy
reduces variation between both neonatal providers
and nursing staff and can also help guide discus-
sions with parents regarding discharge readiness.

Limitations

While this review is supportive of actions for clinical
practice guided by published guidelines from profes-
sional organizations, it is not without limitations.
The authors’ review addressed what the state of
practice should be and started our search at the level
of position statements and CPGs and ended with
reviewing supportive research if the position state-
ments were not clear. This approach was used
because of the rigorous process to vet the literature
and conduct expert reviews to come to agreement on
recommendations made. This approach differs from
traditional systematic review methodology and
aligns more with methods used for a focused review
that other evidence-based practice briefs have
employed. Using this approach, when CPGs and
position statements are identified in an area, rigor-
ous searching of other types of resources is limited
because organizational and disciplinary authorities
have already set a position on a topic. Some may
argue this to be a limitation.

RECOMMENDATIONS FOR PRACTICE

Caring for LPIs requires collaboration through a
multidisciplinary approach to include parents, nurs-
ing, lactation services, therapists, and neonatal pro-
viders. While LPIs resemble their term counterparts,
there is substantial evidence that identifies these
infants at a much higher risk for neonatal mortality
and morbidities. Regardless of GA, the AAP? identi-
fies that 3 physiologic competencies must be met

prior to discharge: (1) adequate oral feedings to sup-
port growth, (2) ability to maintain temperature, and
(3) stability and maturation of respiratory control.
Yet, we have described that important considerations
above that should also be addressed for the LPI dis-
charge. Clinical judgment, as well as patient and
family factors should also be considered. Generally,
a consistent approach to discharge whether from the
well newborn setting or intensive care unit is recom-
mended. To support that end, discharge checklists
(see Tables 2 and 3) are included to support consis-
tency in practices for safe discharge of the LPL

IMPLICATIONS FOR RESEARCH

While the literature provided recommendations
and guidelines from established and reputable pro-
fessional organizations and experts in the field, the
authors found gaps in the literature nonetheless.
Specifically, more well-designed trials are needed
on discharge-preparation interventions related to
educating parents before discharge, counseling,
and assessing LPIs’ parent readiness for discharge
(ie, factors that affect discharge readiness, better
instruments to measure discharge readiness, and
identifying tools to assess for discharge readiness).
Research is needed to examine the effects of LPI
outcomes following adoption of standardized dis-
charge criteria. Although outside of the scope of
this review, future research should explore the com-
parative effectiveness of caring for the LPI in the
well newborn setting versus the NICU. Abundant
research supports maintaining the mother—infant
dyad (eg, kangaroo care, breastfeeding, and bond-
ing) that can be accomplished efficiently and effec-
tively in the well newborn setting for the clinically
stable LPI. Other strategies to encourage maintain-
ing the mother—infant dyad include different types
of hospital discharge plans such as provisional dis-
charge home with ongoing daily management by
hospital personnel.’> The economic burden and
healthcare resources should not be overlooked for
this population group, and there appears to be a
gap in research that specifically explores the cost of
an LPI being cared for in the well-baby setting com-
pared with the NICU. On average, the daily cost
for a NICU admission for a 34-, 35-, or 36-week
infant is $7200, $4600, and $2600, respectively.2
Thomson Healthcare?® published a report in 2007,
submitted to the March of Dimes that reported the
cost of an uncomplicated vaginal birth was $7737
and an uncomplicated cesarean delivery cost was
$10,958 when only professional, facility, labora-
tory, radiology, and drug fees were included. Future
studies could compare care settings using the same
guideline-driven care to estimate impact on cost,
readmissions, parent self-efficacy, and other rele-
vant variables.
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TABLE 2. Late Preterm Infant Discharge Preparation Checklist: Well Newborn Nursery

Delivery date and time

Anticipated discharge date and time

Discharge disposition

Healthcare Management

Monitor for sepsis? Yes No

Initiate Hypoglycemia Protocol
#1 #2 #3

Newborn screening (12 h or more after birth)
Delayed bathing (6 h or more after birth)

Transcutaneous bilirubin (TcB) screen at 18 h of age:
Date/time due:

Car seat challenge: Pass Fail

Pass  Fail

Circumcision education: Yes No
Circumcision procedure: Yes No

Feeding

Breastfeeding education: Yes No
Breast feed evaluation: proficient needs support
Lactation referral: Yes  No

Return demonstration: Proficient

Oral competency with adequate volumes
Social

Social services consult

Shaken baby syndrome prevention video watched
Birth certificate paperwork completed

Newborn pictures

Postdischarge plan

1. Appointment made with primary care provider
2. Public health nurse referral Yes No

If breastfeeding:
Lactation outpatient clinic Yes No
Information on breastfeeding support group given?

Initiate group B Streptococcus (GBS) Protocol: Yes No

Initiate breast pumping within 4 h if separated from infant

Discharge instructions given and teach back demonstrated

Date/Initial

Skin-to-skin holding and breastfeeding within 1 h of birth (if clinically stable)
If supplementation medically indicated consent for banked donor milk signed? Yes No

Follow unit policy or contact provider with abnormal results

Critical congenital heart disease (CCHD) screening complete (=24 h)

Parent education on fortification and/or formula supplementation
Needs support

Yes No

CONCLUSION

This review sought to answer the clinical question
about optimum discharge criteria for the LPI and
whether they varied on the basis of setting of care.
In summary, discharge criteria guidelines for LPIs
cover a variety of newborn physiological and
maternal psychosocial issues. Timing of discharge
for the LPI is determined by current stability,

Advances in Neonatal Care ® Vol. 17, No. b

medical and/or nursing needs of the infant (ie,
hyperbilirubinemia, feeding difficulties, excessive
weight loss), and the ability of caregivers to meet
those needs in the home setting.”-!° Furthermore,
the care setting does not necessarily drive the differ-
ence in discharge criteria, rather it is the GA of the
infants and the severity of their disease that influ-
ence criteria. It is important to stress that maintain-
ing the mother—infant dyad for the clinically stable
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TABLE 3. Late Preterm Infant Discharge Preparation Checklist: NICU

Delivery date and time

Anticipated discharge date and time

Discharge disposition

Healthcare Management Date/Initial

Skin-to-skin and breastfeeding within 1 h of birth (if clinically stable)
If supplementation medically indicated consent for banked donor milk

signed? Yes No
Initiate Group B Streptococcus (GBS) Protocol: Yes No
Monitor for sepsis? Yes No

Initiate Hypoglycemia Protocol
#1 #2 #3
Follow unit policy or contact provider with abnormal results

Newborn screening (12 h or more after birth)
Delayed bathing (6 h or more after birth)
Serum bilirubin per provider orders or TcB check if =35 wk

Transcutaneous bilirubin (TcB) screen at 18 h of age:
Date/ time due:

Car seat challenge: Pass Fail
Circumcision education: Yes No
Circumcision procedure: Yes No
Feeding

Initiate breast pumping within 4 h if separated from infant

Breastfeeding education:  Yes No

Feeding readiness cues and initiation of cue-based feedings
Initial latch score:

Breast feed evaluation: Proficient Needs support
Lactation referral: Yes No

Parent education on fortification and/or formula supplementation
Return demonstration: Proficient Needs support

Oral competency with adequate volumes

Social

Social services consult

Shaken baby syndrome prevention video watched
Birth certificate paperwork completed

Newborn pictures

Postdischarge plan

Appointment made with primary care provider

Subspecialty physician follow-up Yes No

Public health nurse referral Yes No

If breastfeeding:

Lactation outpatient clinic Yes No

Information on breastfeeding support group given? Yes No

Discharge instructions given and teach back demonstrated

LPI is optimal and a consistent, standardized
approach may improve neonatal outcomes and
enhance parental discharge readiness.

Acknowledgments
Dr Gephart received training support from the
Robert Wood Johnson Foundation Nurse Faculty

Scholars Program and the Agency for Healthcare
Research and Quality (1K0O8HS022908-01A1).
The content is solely the responsibility of the
authors and does not necessarily represent the
official views of the Agency for Healthcare
Research and Quality or the Robert Wood John-
son Foundation.

www.advancesinneonatalcare.org

Copyright © 2017 National Association of Neonatal Nurses. Unauthorized reproduction of this article is prohibited.



Discharge Criteria for the Late Preterm Infant ~ 371

Summary of Recommendations for Practice and Research

What we know:

What needs to be studied: .

What we can do today:

0

0

Discharge criteria per published CPG and recommendations are consistent
regardless of newborn setting.

Depending on gestational age and severity of illness, additional discharge crite-
ria may need to be met.

Compare infant outcomes from various settings in terms of parental readiness
for discharge, length of stay. and readmissions.

Optimal setting of care especially in maintaining the mother—infant dyad.

Cost implications of LPI healthcare management based on setting.

Adopt standardized discharge criteria on the basis of CPG and/or AAP recom-
mendations regardless of newborn setting.

Incorporate parental participation and family-centered care.

Encourage mother—infant dyad if LPI is clinically stable to stay with mother 24 h/d.
Trial different styles of discharge plans such as provisional discharge.
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