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Family-centered care is a universal component of every driver & activity

Primary Key Driver

Vision: Integrate family into a “Family Centered” discharge process that encompasses Dignity & 
Respect, Participation, Communication, and Information Sharing. The process begins on 
admission, empowering families to collaborate with the clinical interdisciplinary team 
throughout their baby’s transition from  NICU admission to discharge home.

Secondary Drivers

Transfer and Coordination of 
Care

Orient caregivers to primary care/medical 
home

Coordinate referrals to subspecialist/ 
rehabilitation services/mentoring programs

Provide a comprehensive discharge 
summary to caregivers and care team
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Secondary Driver 3a: Orient Caregivers to Primary 
Care/Medical Home
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Secondary Driver 3a: Orient Caregivers to Primary 
Care/Medical Home

PCP Survey 
• 67% of PCPs did not receive notification of infant discharge 
• PCPs uncertain about subspecialists, need for follow-up labs and 

imaging
• Spend substantial amount of time gathering patient information 
• Felt earlier contact having well-prepared discharge summary were 

helpful

Pattnaik, P., Nafday, S., & Angert, R. (2023). Neonatal Intensive Care Unit to Home Discharge Communication: A Quality Improvement Project. Pediatric quality & safety, 8(4), e669. 
https://doi.org/10.1097/pq9.0000000000000669
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Secondary Driver 3a: Orient Caregivers to Primary 
Care/Medical Home

PCP Notification Template 
• Short template containing all relevant medical information sent to PCPs 
• Sent several days before discharge in complicated cases and for extremely low birth weight infants
• Improved communication with PCP 

• Be aware of relevant information and outpatient recommendations 
• Patient Safety 

Pattnaik, P., Nafday, S., & Angert, R. (2023). Neonatal Intensive Care Unit to Home Discharge Communication: A Quality Improvement Project. Pediatric quality & safety, 8(4), e669. 
https://doi.org/10.1097/pq9.0000000000000669
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Secondary Driver 3b: Coordinate referrals to subspecialist/ 
rehabilitation services/mentoring programs

Care coordination addresses interrelated medical, 
social, developmental, behavioral, educational and 
financial needs to achieve optimal health and 
wellness outcomes (p. e1452). 
- AAP Policy Statement: Council on Children with 
Disabilities
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Feehan, K., Kehinde, F., Sachs, K., Mossabeb, R., Berhane, Z., Pachter, L. M., Brody, S., & Turchi, R. M. (2020). 
Development of a Multidisciplinary Medical Home Program for NICU Graduates.Maternal and child health 
journal, 24(1), 11–21. https://doi.org/10.1007/s10995-019-02818-0
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Secondary Driver 3b: Coordinate referrals to subspecialist/ 
rehabilitation services/mentoring programs

Feehan, K., Kehinde, F., Sachs, K., Mossabeb, R., Berhane, Z., Pachter, L. M., Brody, S., & Turchi, R. M. (2020). Development of a Multidisciplinary Medical Home Program for NICU Graduates. Maternal and 
child health journal, 24(1), 11–21. https://doi.org/10.1007/s10995-019-02818-0

Next Steps Program
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Secondary Driver 3c: Provide a comprehensive discharge 
summary to caregivers and care team

Hannan, K. E., Hwang, S. S., & Bourque, S. L. (2020). Readmissions among NICU graduates: Who, when and why?. Seminars in perinatology, 44(4), 151245. 
https://doi.org/10.1016/j.semperi.2020.151245



Information Overload at Discharge



Primary 
language 

Parental 
Stress/Anxiety 

Access to 
Medical Care

Insurance 
(Public vs. 
Private) 

Barriers







• Families have different needs, priorities, and expectations when choosing a PCP 
for their infant

• The patient-specific care plan should be developed with input from the family and 
agreement and support from the caregivers

• Ensure family understanding of the discharge summary and care plan by 
discussing information in the family’s primary language

• Provide families with the knowledge and skills to advocate for their baby’s care

• Following up with the family after discharge centers their needs and experiences

“Despite already being established with a pediatrician for my older son, it felt like 
starting over from ground zero after discharge from the NICU. The people who knew 
my baby were no longer involved. At times, we felt very alone.”

Alexa, mother of micro preemie twins

Family Engagement in Transfer to Home


