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Abstract

No widely used pediatric standards for hospital discharge care exist, despite nearly 10,000 

pediatric discharges per day in the U.S. This lack of standards undermines the quality of pediatric 

hospital discharge, hinders quality improvement efforts, and adversely affects the health and 

wellbeing of children and their families after they leave the hospital. In this article, we first review 

guidance regarding the discharge process for adult patients, including federal law within the Social 

Security Act that outlines standards for hospital discharge, a variety of toolkits aimed to improve 

discharge care, and the research evidence that supports the discharge process. We then outline a 

framework within which to organize the diverse activities that constitute discharge care to be 

executed throughout the hospitalization of a child from admission to the actual discharge. In the 

framework, we describe processes to 1) initiate pediatric discharge care, 2) develop discharge care 

plans, 3) monitor discharge progress, and 4) finalize discharge. We contextualize these processes 

with a clinical case of a child undergoing hospital discharge. Use of this narrative review will help 

pediatric healthcare providers move forward to better understand what works and what does not 

during hospital discharge for children, while steadily improving their quality of care and health 

outcomes.
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INTRODUCTION

Katie, a two-year-old girl hospitalized five days prior with a retropharyngeal 

abscess, has responded well to intravenous antibiotics. She will finish oral 

antibiotic treatment at home and follow-up with her primary care pediatrician in a 

few days. During morning rounds on the final day of her hospitalization, Katie’s 

parents and inpatient care team pause to think about all the work that was needed to 

get her ready for a successful hospital discharge.

Every day in the United States, an average of 9,706 pediatric patients are discharged from 

hospitals – not including 7,811 healthy newborns.1 Despite the unrelenting frequency of 

pediatric hospital discharge, key questions about the discharge process are unanswered. 

What is discharge care? What constitutes a “good” pediatric hospital discharge? How should 

discharge planning proceed from start to finish? What roles should parents play in shaping 

the discharge plan that, post-hospitalization, they will have to implement? How do we assure 

that the discharge process is done well? The lack of consensus on answers to these questions 

has inhibited the development of useful standards for pediatric discharge care. This lack of 

standards undermines the quality of pediatric hospital discharge, hinders quality 

improvement efforts, and adversely affects child health and wellbeing after leaving the 

hospital.2–5

This article aims to 1) inform pediatric providers about key elements of excellent discharge 

planning and execution, legislation that bears on discharge care, and tools available to 

address discharge planning; and 2) offer a framework of pediatric discharge planning that 

can help guide pediatric-specific discharge care guidelines, regulations, planning tools, 

quality improvement, and research.

HOSPITAL DISCHARGE RESEARCH, LEGISLATION, & PRACTICE FOR 

ADULT PATIENTS

The regulations and tools that guide and govern discharge planning are based on research of 

adult patients. A variety of studies have demonstrated that during hospital discharge: 1) care 

varies within and across hospitals and regions6, 7; 2) care is fraught with inconsistencies, 

omissions, and duplications of care8–11; 3) patient-provider and provider-provider 

communication are often substandard8, 12–14; 4) discrepancies in medication information 

exist and medical errors occur7, 9, 13, 15–17; 5) when discharge plans exist, patients, families, 

and outpatient healthcare providers have difficulty understanding and executing 

them11, 13, 18, 19; 6) documentation of important health information is often incomplete, late, 

and unnoticed20–22; and 7) patients leave the hospital unprepared and not ready for the 

transition.23 Poor quality of discharge care contributes to worsening health and an increased 

likelihood of hospital readmission.10, 13, 24, 25

The Social Security Act sets and protects standards and guidelines for hospital discharge 

care.26 The Act is the basis for Conditions of Participation - Discharge Planning, which 

describes the discharge processes required to meet the standards.27 The Conditions of 

Participation are the basis for the Interpretive Guidelines for Hospitals, which detail how 
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hospitals are to be reviewed to determine whether they are compliant with the processes and 

standards.28, 29 Although written predominately with adult patients in mind, the Interpretive 

Guidelines provide structured guidance on the initiation, planning, and execution of high 

quality discharge planning to all hospitalized patients of any age.

The ability of this legislation to influence and improve discharge care depends on frontline 

providers to implement the recommended care processes. Various discharge care toolkits 

have been developed for adult patients.7 Toolkits like the Society of Hospital Medicine’s 

Better Outcomes by Optimizing Safe Transitions (BOOST)30, Boston University’s Project 

Re-Engineered Discharge (RED)31, the Institute for Healthcare Improvement’s (IHI) 

Improving Transitions Guide32, and Eric Coleman’s Care Transition Program33 assist 

patients and providers in discharge planning. These toolkits include questionnaires to help 

identify patients at risk for worsening health after discharge, conceptual models for 

developing and implementing a discharge care plan, checklists of essential processes that 

should be completed at hospital discharge, and guides to communicate with, educate, and 

empower patients for their hospital discharge. Although developed for adult patients, these 

toolkits can be adapted to pediatric hospital discharge in a framework to help guide the 

modifications.

A FRAMEWORK OF THE PEDIATRIC HOSPITAL DISCHARGE PROCESS

Rather than existing simply as a transient clinical event that occurs as the child and family 

leave the hospital, the pediatric discharge process is best conceptualized – in accordance 

with legislation, research, and clinical practice – as a set of care processes to be executed 

throughout the child’s full hospital course.7, 26–28, 34 The care processes may not be 

equivocally important for all children. The nature and complexity of the child’s health 

problems and needs will dictate which processes to emphasize as well as which inpatient 

health providers (e.g., physicians, nurses, social workers, etc.) are responsible for each 

process. Central to all processes is involvement and an on-going dialogue among the child, 

family, and healthcare providers through which the pathway to a high quality discharge can 

be visualized and traversed (Figure).5, 32, 35, 36

Initiating Pediatric Discharge Care

Discharge care for Katie had begun at admission, when her family and hospital care 

team systematically assessed and projected what tasks had to be performed for 

Katie to be healthy enough to leave the hospital with her discharge needs met and 

with plans in place to address things that could affect her health after leaving 

(Textbox 1).

Hospital discharge legislation mandates that discharge planning should begin well in 

advance of the patient’s actual discharge.26–28 Soong, et. al.’s discharge checklist, a standard 

list used by some hospitals for adult patients, asserts that discharge care begin at admission 

and continue on subsequent days before the day of discharge.34 Because most hospitalized 

children spend, on average, 2-to-3 days in the hospital, admission may be the most 

opportune time to begin discharge care.1 The plan for hospital care is routinely crafted at 

admission through healthcare providers’ communication with the child and family and their 
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review of existing health records and other sources of information. The knowledge gained 

from this dialogue and health information review at admission could be used to make 

discharge planning more efficient and effective.

Three processes should be completed when initiating discharge care for a hospitalized child: 

1) specify discharge goals, 2) assess discharge healthcare needs, and 3) identify factors that 

could influence the child’s health after leaving the hospital. Hospital discharge legislation 

declares that the purpose of these processes is to screen and identify individual patients for 

whom the lack of an adequate discharge plan will likely result in an unnecessary delay in 

discharge or an adverse impact on their health after discharge.26–28 In addition, these 

processes are essential to create a foundation of knowledge about the child, their family, and 

healthcare providers from which effective discharge plans can be efficiently created and 

executed.

Specify Discharge Goals—Specify discharge goals - the desired health results to be 

achieved for the child to safely leave the hospital - early in the admission to guide the final 

decisions about when and to which level of care (e.g., to home with hospice) the child will 

be discharged. Discharge goals may include achievement of a physiologic state (e.g., no 

fever for 24 hours), a cognitive or functional ability (e.g. the ability to eat and drink by 

mouth without difficulty), or a caregiving competency (e.g., a parent’s competency to give 

an oral medication to their child). Discharge goals may evolve and change during the 

hospitalization. Reconciling differences in preferences of the discharge goals is important. 

Children whose parents believe that they are not healthy enough to be discharged are more 

likely to experience an unplanned readmission.2

Assess Discharge Needs—Assess discharge needs - the items and services that must be 

in place to optimize the health and well-being of the child and family after leaving the 

hospital – in a systematic, comprehensive manner to drive discharge planning.37 Although 

most hospitalized children have few discharge needs, the list of possible needs is extensive, 

including post-discharge medications, medical equipment and supplies, nutrition, and health 

services (e.g., primary care, therapists, home nursing).26–28, 32 Absent a standardized 

systematic assessment, overlooked discharge needs can lead to adverse health consequences 

after discharge. Accordingly, experts – and the Institute for Healthcare Improvement (IHI), 

in particular – emphasize the importance of involving patients, families, and post-discharge 

providers of all kinds (e.g., primary care providers, home and school nurses, etc.) as full 

partners in this process.32, 35

Spot Issues that Could Influence the Child’s Health after Discharge—Identify all 

of the issues that will affect the child’s health, for better or worse, after leaving the hospital. 

The Interpretive Guidelines identify several of these key issues, such as the patient and 

caregiver’s understanding of discharge needs, the patient’s post-discharge environment, 

transportation to access post-discharge health services, and community resources.28 Project 

BOOST and IHI’s Transition Guide identify additional issues to consider, including the 

patient’s primary health problem, underlying comorbid conditions, psychological 

functioning, and health trajectory.30, 32 While there may seem to be an endless number of 

issues to consider, time spent identifying and addressing key factors can further improve the 
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discharge planning process.38 IHI’s Transition Guide has questions that, when adapted for 

children, may facilitate the identification of these issues (e.g., “Why might this child 

experience an unplanned readmission after they are discharged?”).2 Accurately identifying 

these issues enables the development of plans to address them.30

Developing Discharge Plans

Katie’s family and hospital care team had worked together to make plans to achieve 

her discharge goals, meet her health care needs, and address factors that could 

influence her health after discharge (Textbox 2).

The Interpretive Guidelines specify that discharge plans should be created to achieve each 

discharge goal, to meet each discharge need, and to address each issue that could influence 

discharge success.28 According to IHI, good discharge plans contain components that 

specify particular actions (e.g., tasks to complete, such as scheduling a follow-up 

appointment or making a follow-up phone call after discharge), contingencies (e.g., 

instructions on how to address a post-discharge health problem), things to teach and learn 

(e.g., teaching the caregiver a new home treatment skill), and things to remember (e.g., the 

result of a lab test that should not be forgotten).30 Relatedly, the Interpretive Guidelines 

mandate that the plans include clear instructions regarding what to do when concerns, issues, 

or problems arise after discharge and whom to call and when patients should seek 

emergency assistance; providing a patient with only the advice to “return to the ED” when 

problems arise is unacceptable.28

When developing discharge plans, hospital clinicians are charged to provide patients, 

families, and post-discharge providers with choices; indeed, hospital discharge legislation 

declares that these persons have the right to participate in this process.26–28 Hospitals are 

expected to know the capabilities of the patient’s post-discharge providers so that feasible 

discharge plans are developed.26–28 Each component of the plan should have a sound reason 

for why it is important to execute.7, 39, 40 Furthermore, each component should be delegated 

to one or more of the child’s family or healthcare team members with explicit delineation of 

role and responsibility and with an assigned timeline of execution (e.g., within 3 days after 

discharge).7, 39, 40

Patient and family education is critical to the success of developing and implementing a 

successful discharge plan. In randomized clinical trials of hospitalized adult patients, 

discharge planning interventions that included a formal teaching facet (e.g., access to a 

discharge educator in Project RED41 or a discharge coach in the Care Transitions 

Program42) were associated with decreased hospital readmission. Among children, discharge 

education (e.g., with a booklet or dedicated teaching session) is the most common feature of 

interventions that have improved hospital discharge success.43–47 Educating the child’s 

family members who will actually be caring for the child after discharge is crucial, as is 

assessing their primary language and health literacy.48–50 Discharge teaching should include 

a discussion of the rationale and importance of each component of the plan as well as 

confirmation that the child and family understand and can execute each component for 

which they are responsible.51
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Monitoring Discharge Progress

On a whiteboard in her room, Katie’s hospital care team wrote her discharge goals, 

needs, and factors that could influence her health after discharge. Together with 

Katie’s family, they reviewed, each day, the progress made on the plans that were 

developed to get Katie ready and prepared for hospital discharge. Katie’s team 

began documenting her discharge plans so that they could be shared with her family 

and post-discharge providers (Textbox 2).

Because the child’s discharge goals, needs, and factors influencing the child’s health after 

discharge may change during the hospitalization, the inpatient care team needs to regularly 

reassess the appropriateness and responsiveness of discharge plans and to revise the plans 

accordingly.27, 28 The Interpretive Guidelines mandate that discharge plans that have to be 

enacted or completed during the child’s hospitalization be done so.28 A dedicated system 

(e.g., a whiteboard in the patient’s room, a tracking system in the health record, etc.) should 

be used to monitor the progress in developing, updating, and executing discharge plans.52 

The system should also monitor the counseling, teaching, and preparation that has occurred 

to get the child and family ready for the approaching hospital discharge.

Written documentation of discharge progress is central to the monitoring process; this 

documentation can be used to generate the discharge documents that will be exchanged with 

the child’s family and post-discharge care providers as discharge is finalized. At a minimum, 

discharge information to document includes, but is not limited to, the reason for 

hospitalization and principal diagnosis; description of the hospital course of treatment; 

patient’s condition at discharge, including cognitive and functional status; medication list; 

list of food, drug, and other allergies; experienced and potential drug interactions; pending 

laboratory work and test results with information on how results will be furnished.28, 53 In 

addition, critical to document are clear description of discharge plans with instructions 

regarding what to do when concerns, issues, or problems arise after discharge; whom to call; 

when patients should seek emergency assistance; and who is responsible for individual 

components of the plan.7, 19

Finalizing Pediatric Discharge

Now, on this last day of hospitalization, Katie’s care team and family took time to 

review all of her hospital discharge preparation and to assure that everything was in 

place for her to leave the hospital. Katie’s discharge documentation was shared 

with her family and post-discharge providers and was carefully reviewed for 

completeness and accuracy. After final confirmation that Katie and her family 

understood the discharge care plan and were ready for hospital discharge, Katie left 

the hospital. Everyone was hopeful that she would do well (Textbox 3).

As discharge is finalized, the family and inpatient care team should take a “time out” (i.e., a 

stop and pause) to ensure that the child is safe and ready to leave the hospital.36, 54 During 

the time out, everyone can survey the discharge work to date in light of the child’s current 

health status, raising the question of whether to proceed with discharge as planned, or extend 

the hospitalization to work on an important outstanding issue that had been overlooked. 

Furthermore, discharge documentation can be reviewed and revised to correct information 
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inaccuracies and to clarify understanding of the plan going forward. A checklist or related 

tool can help standardize how discharge care is finalized.34

Confirm Discharge Goal Achievement, Needs Attainment, and Attention to 
Factors Influencing the Child’s Health after Discharge—This confirmation ensures 

consensus among the child, family, and healthcare providers that the time is right to start the 

final process of discharging the child. As with informed consent, the family should fully 

understand the risks and benefits of hospital discharge, including the likelihood of hospital 

readmission, especially in a situation where an issue that could affect the health of the child 

after discharge cannot be fully resolved.55 They should also confirm the completion of tasks 

(for instance, that follow-up appointments have been scheduled to meet a discharge need) 

that must be carried through before hospital discharge occurs.

Exchange Discharge Documentation—The Conditions of Participation and 

Interpretive Guidelines mandate that necessary discharge information be exchanged so that 

patients and the family and post-discharge provider taking care of them know the outcome 

of hospital treatment and the discharge plan.27, 28 Every hospitalized patient should leave the 

hospital with discharge instructions written in their preferred language and at their education 

level.7 The Internal Guidelines mandate that all discharge information must be organized 

and delivered to patients’ post-discharge providers prior to the first follow-up appointment.28

Reconcile Health Information—Reconciliation is the process of verifying with the child 

and family vital health information that, if incomplete or inaccurate, could adversely affect 

the child’s health. Medication reconciliation at hospital discharge for adult patients, when 

evaluated in randomized trials that bundled reconciliation with other interventions aiming at 

improving discharge care, has been associated with decreased adverse drug events56, 57 as 

well as decreased emergency department visits and readmissions.58 Reconciliation of other 

types of health information, such as a list of chronic health problems or the contact 

information of the child’s family and post-discharge providers, may also be beneficial.

Confirm Understanding of the Discharge Plans with Teach-back—Teach-back is 

a question and answer activity during which the child (if capable) and family can verbalize, 

in their own words, the specific elements of the discharge plan, including the discharge 

goals, needs, and factors that will influence the child’s health after discharge.51 Teach-back 

can also be used to verify caregiving skills, such as demonstrating the ability to use home 

medical equipment.59 This process allows the person educating to verify, reinforce, and 

maximize understanding of these things while addressing any misconceptions. Teach-back 

may begin by a hospital provider asking the family, “Why do you think [the child] has been 

in the hospital?” Discharge education methods using teach-back have been associated with 

increased health literacy50, 60, better knowledge acquisition and retention of discharge 

plans61, and decreased readmission rates.62, 63

Assess Readiness for Hospital Discharge—Discharge readiness - the ability to 

understand and execute the intended discharge care plan and the perception that it is safe to 

proceed with the child’s actual discharge - is the culmination of all the preceding processes 

of discharge care.30, 59, 64, 65 The child, family, and post-discharge healthcare providers 
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should feel comfortable with and be prepared for hospital discharge. Discharge success is 

more likely for children whose parents who believe that their child is healthy enough to 

leave the hospital and that they understand how to manage their child’s health after 

discharge.2 For these reasons, identifying, discussing, and addressing low or divergent 

perceptions of discharge readiness are crucial to complete before discharge. Engaging 

patients and families in completing a discharge checklist or short questionnaire (e.g., the 

Care Transitions Program’s patient and family-facing discharge preparation checklist and 

care transition measure) can confirm discharge preparedness and readiness.2, 33

Following-Up after Hospital Discharge

After hospital discharge, when Katie was seen by her post-discharge healthcare 

providers, her parents brought with them the hospital discharge summaries that they 

had received at the hospital. Her parents each reported that they had felt well 

prepared to go home, and while the transition home had involved much work, the 

way that the work had been broken down and tackled piece-by-piece made the 

transition home manageable. And most important, Katie was doing great.

Consideration of the continuation of hospital discharge care after the child leaves the 

hospital should occur, especially for children at increased risk for readmission (e.g., children 

with medical complexity66–68). After discharge, Project BOOST recommends phone contact 

with at risk patients and their principal provider.30 During contact, assessment can occur of 

the patient’s condition as well as the comprehension of and adherence to the discharge 

plan.30 New or unresolved health problems can be addressed19, pending test results 

reviewed21, 22, and attendance at follow-up appointments reiterated.3

CONCLUSION

Without doubt – for reasons ranging from patient safety to parental satisfaction, and from 

payor reimbursement to regulatory requirements – the time has come to focus on, 

standardize, and improve the pediatric hospitalization discharge process. We offer this 

discharge framework to help organize the many diverse activities that make up the discharge 

process, enabling pediatric healthcare providers to move forward to a better understanding of 

what works and what does not. The framework and its activities will evolve as new findings 

emerge from on-going research, quality improvement, and policy experiments on pediatric 

discharge care. With testing, refinement, and implementation,, we hope that use of this 

framework will steadily improve pediatric quality of care and outcomes for children and 

their families.
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Textbox 1

Initiating Pediatric Hospital Discharge Care for Katie, a 2-Year-Old Girl with 
a Retropharyngeal Abscess

Setting Katie’s Discharge Goals

Katie is a 2-year-old with hypoxic brain injury (from a difficult birth), epilepsy, and mild developmental delay. 
She was admitted to the hospital following 3 days of high fever, stiff neck, and drooling. Her pediatrician 
evaluated her and referred her to the emergency department. A C.T. scan showed a retropharyngeal abscess and 
a staple that she had swallowed that was stuck deep in her throat. After the staple was removed by flexible 
endoscopy, she was admitted to the hospitalist service for monitoring and treatment of the abscess.

During her admission history and physical, Katie’s inpatient care team talked with her family about the 
treatment plan for her abscess and the health goals that she needed to achieve to leave the hospital. The team 
explained that Katie would need antibiotics and fluids given intravenously (IV) until her fever had improved, 
her neck felt better, her drooling had gone away, and the swelling in the back of her throat had subsided enough 
that she could safely eat and drink again. They thought it might take 4–5 days to achieve those things. At that 
point, Katie’s IV antibiotic could be changed to one that she could take by mouth and she could leave the 
hospital as long as she was recovering well and had no troubles taking the antibiotic. Katie’s family understood 
all of these things and agreed with the plan.

On a whiteboard in Katie’s room, the team wrote her discharge goals: 1) to no longer need IV antibiotics, 2) to 
eat and drink enough to stay hydrated and nourished; and 3) to take the oral antibiotic without difficulty.

Assessing Katie’s Discharge Needs

The team and family then discussed the needs that Katie would have when going home. She would need a 
prescription for the oral antibiotic accompanied by instructions on how to take it and a list of what side effects 
to watch for. She would also need a follow-up appointment with her pediatrician. Aside from those obvious 
needs, the team wondered whether Katie might need anything else when going home. The pediatrics resident on 
the care team took out a card from his coat pocket that had a list of potential discharge needs for children. One 
by one, the resident reviewed each need on the list with the team and family to make sure no discharge needs 
had been overlooked. When thinking about medication needs, the family remembered that Katie needed a new 
prescription for a refill of her epilepsy medication; her supply would run out tomorrow. They informed the team 
that Katie would seize if she missed a dose after she went home.

The team wrote Katie’s discharge needs on the whiteboard in her room: 1) she needs a prescription for an oral 
antibiotic, 2) she needs a prescription for refills of her seizure medication, and 3) she needs a follow-up 
appointment with her pediatrician.

Identifying Factors Influencing Katie’s Health After Discharge

Next, the team and family discussed factors that might influence Katie’s health after leaving the hospital. The 
team mentioned that the abscess could get worse if the oral antibiotic does not kill the bacteria inside of it. They 
planned to use the antibiotic amoxicillin with clavulanic acid. Katie’s parents replied that she gets very bad 
diarrhea from the bacteria clostridium difficile (c. diff) when taking that antibiotic. The diarrhea causes her to 
get dehydrated and she sometimes needs to be hospitalized for IV fluids. Her parents also remembered that 
Katie’s seizures tend to get worse when she is sick and they were concerned that she might have a seizure in the 
hospital or after discharge.

The team wrote the factors that might influence Katie’s health after discharge on the whiteboard: 1) she could 
experience severe diarrhea from taking the oral antibiotic after discharge; 2) she could have a seizure while 
recovering from her abscess.
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Textbox 2

Developing Hospital Discharge Plans and Monitoring Discharge Progress 
in Katie, an 18-month-old Girl with a Retropharyngeal Abscess

Developing Katie’s Discharge Plans

On hospital day 2, Katie’s inpatient care team and family huddled to think about what plans she would need to 
achieve her discharge goals, meet her discharge needs, and address the factors that could influence her health 
after discharge. They prioritized the development of two plans:

Oral Antibiotic Plan. Choosing the oral antibiotic, in particular, was something Katie’s care team wanted to get 
right. They wanted to choose an antibiotic that would likely kill the bacteria in her abscess without putting her 
at risk for c. diff-related diarrhea. The team decided they needed help from a hospital pharmacist and an 
otolaryngology surgeon who was familiar with treatment of retropharyngeal abscess. They also decided to 
review the evidence behind the treatment and prevention of recurrent c. diff in children.

Plans for Diarrhea and Seizure. Both the team and the family felt it important to develop plans for what to do 
and whom to call for help should Katie develop diarrhea or seizures after leaving the hospital. They thought 
that Katie’s pediatrician and neurologist could also help develop these plans with them. In speaking more with 
the family about this, they learned that Katie was not followed by a gastroenterologist for her recurrent c. diff 
infections. They decided to refer her to a gastroenterologist for help managing that problem.

Monitoring Katie’s Discharge Progress

On hospital day 3, Katie’s inpatient care team collaborated with a pharmacist, an otolaryngologist, a 
gastroenterologist, and Katie’s neurologist to solidify her discharge plans. They discussed and confirmed the 
plans with Katie’s parents.

Oral Antibiotic Plan. Katie’s oral antibiotic will be clindamycin instead of amoxicillin with clavulanic acid. Per 
otolarlyngology, clindamycin should effectively treat her abscess. Although clindamycin has been associated 
with c. diff infection, Katie’s records – confirmed by her parents and primary care pediatrician – report that she 
has received clindamycin twice in the past for treatment of aspiration pneumonia without experiencing c. diff 
diarrhea.

Plans for Diarrhea and Seizures. For the diarrhea plan, Katie will be started on the medication, lactobacillus, a 
probiotic that has been shown to decrease the risk of recurrent c. diff diarrhea. Should she develop diarrhea, the 
family will 1) collect a stool sample (a kit to collect the sample was sent to them) and bring it to the hospital 
laboratory for c. diff testing (the family was given the laboratory paperwork for this); 2) they will call the 
gastroenterologist on call to decide whether to give her an additional antibiotic to treat the suspected c. diff 
while the test is pending; and 3) they will change Katie’s regular diet to one with pedialyte and toast to keep her 
hydrated. For the seizures, Katie’s neurologist called in refills for her seizure medication to her local pharmacy. 
Aside from giving Katie diazepam for a seizure lasting longer than 5 minutes – a plan already in place for her – 
the neurologist did not have further recommendations on what do to should she have a seizure.

By the end of hospital day 4, Katie was feeling great. She was moving her neck around and she was smiling 
and talking. Her IV fluids were discontinued and she was eating and drinking well. Her family and inpatient 
care team decided together that if she continued to do well overnight, then the next morning they would 
discontinue her IV antibiotics, give her a dose of her oral antibiotic, and get everything ready for her go home 
from the hospital. The family was thrilled to hear this news. In anticipation of Katie’s hospital discharge, the 
inpatient team started to work on the discharge summary that they would share with all of her post-discharge 
providers and the after hospital care plan that they would share with Katie and her family before leaving the 
hospital.
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Textbox 3

Finalizing Hospital Discharge Care for Katie, an 18-month-old Girl with a 
Retropharyngeal Abscess

Finalizing Katie’s Hospital Discharge

During rounds, mid-morning of hospital day 5, Katie’s inpatient team and family took time out to review 
Katie’s hospital course and to make sure that it was safe to proceed with her hospital discharge.

Together, they confirmed that Katie had achieved her discharge goals. Katie no longer needed IV antibiotics. 
She was able to eat and drink enough to stay hydrated and nourished. She took her oral antibiotic this morning 
without difficulty.

Next, they confirmed plans to meet Katie’s discharge needs. The team confirmed that they had called in the 
prescription for her oral antibiotic, that her neurologist had called in refills for her seizure medication, and that 
the family had scheduled an appointment for Katie to be seen by her pediatrician two days later.

After that, they confirmed that they had addressed the factors that might influence Katie’s discharge success. 
They were glad that they had thought about Katie’s history of recurrent c. diff infections. Although they were 
hopeful that the oral antibiotic would not lead to another infection, they were reassured that a post-discharge 
plan to manage diarrhea and dehydration was in place. The family wished that a stronger plan could be made to 
mitigate the risk of Katie having a seizure, but they were reassured that no seizures had occurred thus far during 
her acute illness.

The team exchanged a family-centered, discharge document with Katie’s family. The family read through the 
document carefully. Katie’s health information was checked to see if any of it needed to be reconciled. The 
information on her diagnoses, past medical history, medications, and contact information was accurate and 
complete.

The team then asked Katie’s family to describe the discharge care plan in their own words. During this teach-
back process, the family described the plan perfectly aside from one perception. They family forgot that they 
were to change Katie’s diet should she develop diarrhea. The team went through this part of the plan with them 
again and it was clear that the family understood how to do it.

Finally, the team asked the family how ready and prepared they were to leave the hospital. Both parents 
responded that they were very ready and felt very prepared. Katie’s inpatient care team agreed that the Katie 
and her family were ready to go.
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Figure. A Framework of Pediatric Hospital Discharge Care
The figure portrays the steps to complete when preparing a child and family for a successful 

hospital discharge.
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