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 discharge planning program provides 
sufficient education and support to 
families/caregivers to help them 
transition successfully to home



 It includes the following:
 Assessment of the infant's medical status 

and readiness for discharge
 Preparation of families to care for their 

infant at home
 Transition of ongoing care for the infant 

to community providers
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Medical readiness

 Infants ready for discharge must be 
medically stable and without any acute 
illness.

 For preterm infants, discharge is 
considered only if an infant demonstrates 
physiologic stability by showing 
competency in all of the following 
functions:



Maintain normal body 
temperature

 Infants must maintain axillary 
temperature between ٣۶็۵ and ٣٧็۵°C 
(٩٧็٠ and ١٠٠็٣°F) or rectal 
temperature between ٣۶็۶ and ٣٨็٠°C 
(٩٧็٨ to ١٠٠็۴°F) in an open crib with 
normal ambient temperature between ٢٠
and ٢٢็٢°C



Demonstrate maturity of 
respiratory control 
without episodes of apnea 
and bradycardia
 – The length of time before discharge 

that an infant should be free from apnea 
and bradycardia is controversial.

 However, five to eight days of 
observation after discontinuation 
of caffeine therapy probably offers a 
sufficient margin of safety



 Demonstrate mature oral feeding 
skills – Infants must demonstrate 
appropriate breast and/or bottle feeding 
that will allow enough nutritional intake 
to promote appropriate grоwth



Demonstrate a consistent pattern of 
appropriate weight gain

 There is a lack of clarity on how best to define 
optimal rates of groԝth for preterm infants.

 In our centers, for preterm infants who weigh <٢
kg, we use a weight gain goal of ١۵ to ٢٠ g/day;

 for preterm infants ≥٢ kg, we use a goal of ٢٠ to ٣٠
g/day. 

 For term infants, we use a goal of ٢۵ to ٣۵ g/day. 
 Groԝth should be parallel to the normal grοԝth 

curve. If the other criteria are met, attaining a 
specific weight is not necessary for discharge.



girls





boys



Demonstrate stability in 
supine sleeping position
 The infant needs to be able to sleep in a supine 

position with the head of the bed flat without 
compromising the infant's health and safety.

 Because the medical needs of the high-risk 
newborn may require non supine positioning, 
each ΝICU should have an established protocol 
in place to transition the infant to a safe sleep 
position and environment as soon as medically 
possible and well before discharge



 The medical team also prepares and 
educates parents/caregivers on the 
importance of maintaining a safe home 
environment to prevent sudden infant 
death syndrome, including caution about 
sleeping in infant swings or seating 
devices.



Routine discharge 
screening 

Retinopathy of рrematսrity (ROР) –
Infants at risk for developing RΟP include 

those with:
gestational age [GA] <٣٠ weeks or birth 

weight<١۵٠٠ g and
select infants >٣٠ weeks with birth weight 

١۵٠٠ to ٢٠٠٠ g who have other risk factors. 



Retinopathy of 
рrematսrity (ROР) 
. Examinations should continue until the 
infant's retinal vessels are mature and no 
longer at risk for developing RՕΡ.
After the retinal vessels are mature, follow-up 

with a pediatric ophthalmologist should be 
scheduled before the end of the first year of 
life, and sooner if concerns arise such as 
strabismus, nystagmus, or poor visual tracking 



Retinopathy of рrematսrity 
(ROР) 
 These infants should have ophthalmologic 

screening. 
 Examinations should continue until the infant's 

retinal vessels are mature and no longer at risk for 
developing RՕΡ.

 After the retinal vessels are mature, follow-up with 
a pediatric ophthalmologist should be scheduled 
before the end of the first year of life, and sooner 
if concerns arise such as strabismus, nystagmus, or 
poor visual tracking 





Hearing screening 

Hearing screening is performed using 
automated auditory brainstem responses  
(AABR).
of the increased risk of late-onset hearing 
loss in ոеοnаtаl intensive care graduates, 
follow-up hearing evaluation should be 
scheduled by nine months corrected age



follow-up evaluation is 
scheduled For certain at-risk 
infants 
● (infants with cytomegalovirus, meningitis, 
severe hyperbilirubinemia, perinatal asphyxia 
or hypoxic ischemic encephalopathy), follow-
up evaluation is scheduled within one to three 
months after the initial hearing screen. 
All infants who do not pass their NΙСU screen 
should be tested for congenital CMV infection.
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Intraventricular hemorrhage

 Infants at highest risk are :
 gestational age of less than ٣٢ weeks or a birth weight of 

less than ١۵٠٠ g. 
 Most hemorrhages occur by the first week of life. 
 The site of origin:
 for GMH-IVH is the caudothalamic groove, an area 

bordered
 by the ventricular surface of the caudate nucleus and the
 thalamus.



more than ٩٠% of
 GMH-IVH occurs within the first ٣ days of life
 and of those, around half occur within the first ۶ hours 

and 
 two thirds within the first ٢۴ hours of postnatal life. 
 The lesion reaches its maximal extent by ٣ to ۵ days after 

initial detection.
 Only around ١٠% of cases occur beyond the first
 week, in contrast to preterm white matter injuries wherein
 late onset is not uncommon



American Academy of Pediatrics  
٢٠٢٠

 routine neuroimaging of the preterm brain and 
recommended

 cUS screening of all preterm infants less than ٣٠
 weeks with an initial scan within the first ٧ days 

and repeat
 scans at ۴ to ۶ weeks of life and around term or 

discharge
 from the hospital.







Brain imaging 

– In addition to performing earlier 
screening for intraventricular hemorrhage, 
brain imaging with ultrasound or magnetic 
resonance imaging (MRI) may be indicated 
at a postmenstrual age close to term and 
prior to discharge to detect periventricular 
leukomalacia or white matter injury in at-
risk infants 



enteral iron supplementation

 may be started between ٢ and ۴ weeks of age.
 Infants
receiving an erythrocyte-stimulating agent such as erythropoietin
 or darbepoetin may need a higher dose of iron.
 Phlebotomy and blood transfusions may dramatically alter iron
 stores, and serum ferritin measurements may be helpful to
 guide decisions for iron supplementation. If the serum ferritin
 is greater than ٣٠٠ μg/L, iron supplementation should
 be held until the ferritin normalizes



vitamines

 Vitamin D: ۴١٠٠٠-٠٠
 Multivitamin
 Folic acid



Osteopenia of Prematurity

 The incidence is inversely proportional to 
gestational age and birth

 weight, 
 it was estimated to be ۵٠% in infants 

weighing less than ١٠٠٠ g 
 and ٢٣% to ٣٢% in infants weighing less 

than ١۵٠٠ g;



Osteopenia of Prematurity
 Routine evaluation of bone mineral status 

using biochemical
 testing is indicated for infants with birth 

weight
 less than ١۵٠٠ g but not those with birth 

weight greater
 than ١۵٠٠ g.
 Biochemical testing should usually be started 

۴ to ۵ weeks after birth.



 Serum alkaline phosphatase greater than ٨٠٠
to ١٠٠٠

 IU/L or clinical evidence of fractures should 
lead to a

 radiographic evaluation for rickets and 
management

 focusing on maximizing calcium and 
phosphorus intake

 and minimizing factors leading to bone mineral 
loss.



 A persistent serum phosphorus 
concentration less than

 approximately ۴็٠ mg/dL should be 
followed, and consideration

 should be given for phosphorus 
supplementation.



 At the time of discharge from the hospital, VLBW
 infants will often be provided higher intakes of minerals
 than are provided by human milk or formulas intended
 for term infants using transitional (also referred to as
 post-discharge) formulas. 
 If exclusively breastfed, a follow- up serum alkaline 

phosphatase at ٢ to ۴ weeks after
 discharge from the hospital may be considered.
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