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Virginia Administrative Code

Article 2. Neonatal Special Care Services
12VACS5-230-940. Travel time.

Article 2

Neonatal Special Care Services

A. Intermediate level neonatal special care services should be located within 30 minutes
driving time one way

under normal conditions of hospitals providing general level new born services using
mapping software as

determined by the commissioner.

B. Specialty and subspecialty neonatal special care services should be located within 90
minutes driving time

one way under normal conditions of hospitals providing general or intermediate level
newborn services using

mapping software as determined by the commissioner.

Statutory Authority

§ 32.1-102.2 of the Code of Virginia.

Historical Notes

Derived from Virginia Register Volume 25, Issue 9, eff. February 15, 2009.
12VACS5-230-950. Need for new service.

No new level of neonatal service shall be offered by a hospital unless that hospital has first
obtained a COPN

granting approval to provide each such level of service.
Statutory Authority

§ 32.1-102.2 of the Code of Virginia.

Historical Notes

Derived from Virginia Register Volume 25, Issue 9, eff. February 15, 2008.



12VAC5-230-960. Intermediate level newhorn services,

A. Existing intermediate level newborn services as designated in 12VAC5-410-443 should
achieve 85% average

annual occupancy before new intermediate level newborn services can be added to the
health planning region.

B. Intermediate level newborn services as designated in 12VAC5-410-443 should contain a
minimum of six

bassinets.

C. No more than four bassinets for intermediate level newborn services as designated in
12VAC5-410-443 per

1,000 live births should be established in each health planning region.
Statutory Authority

3/5/2026

§ 32.1-102.2 of the Code of Virginia.

Historical Notes

Derived from Virginia Register Volume 25, Issue 9, eff. February 15, 2009.
12VAC5-230-970. Specialty level newborn services.

A. Existing specialty level newborn services as designated in 12VAC5-410-443 should
achieve 85% average

annual occupancy before new specialty level newborn services can be added to the health
planning region.

B. Specialty level newborn services as designated in 12VAC5-410-443 should contain a
minimum of 18

bassinets .

C. No more than four bassinets for specialty level newborn services as designated in
12VACS5-410-443 per 1,000

live births shoutd be established in each health planning region.

D. Proposals to establish specialty level services as designated in 12VAC5-410-443 shall
demonstrate that



service volumes of existing specialty level newborn service providers located within the
travel time listed in

12VAC5-230-940 will not be significantly reduced.

Statutory Authority

§ 32.1-102.2 of the Code of Virginia.

Historical Notes

Derived from Virginia Register Volume 25, Issue 9, eff. February 15, 2009.
12VACS5-230-980. Subspecialty level newborn services.

A. Existing subspecialty level newborn services as designated in 12VAC5-410-443 should
achieve 85% average

annual occupancy before new subspecialty level newborn services can be added to the
health planning region.

B. Subspecialty tevel newborn services as designated in 12VAC5-410-443 should contain a
minimum of 18

bassinets.

C. No more than four bassinets for subspecialty level newborn services as designated in
12VAC5-410-443 per

1,000 live births should be established in each health planning region.

D. Proposals to establish subspecialty level newborn services as designated in 12VAC5-
410-443 shall

demonstrate that service volumes of existing subspecialty level newborn providers located
within the travel time

listed in 12VAC5-230-940 will not be significantly reduced.

Statutory Authority

§ 32.1-102.2 of the Code of Virginia.

Historical Notes

Derived from Virginia Register Volume 25, Issue 9, eff. February 15, 2009,

12VAC5-230-990. Neonatal services.



The application shall identify the service area and the levels of service of all the hospitals
to be served by the

proposed service.

Statutory Authority

§ 32.1-102.2 of the Code of Virginia.

Historical Notes

Derived from Virginia Register Volume 25, |ssue 9, eff. February 15, 2009.
12VAC5-230-1000. Staffing.

All levels of neonatal special care services should be under the direction or supervision of
cne or more qualified

physicians as described in 12VAC5-410-443.

Statutory Authority

§32.1-102.2 of the Code of Virginia.

Historical Notes

Derived from Virginia Register Volume 25, Issue 9, eff. February 15, 2009.

Website addresses provided in the Virginia Administrative Code to documents
incorporated by reference are for

the reader's convenience only, may not necessarily be active or current, and should not be
relied upon. To ensure

the information incorporated by reference is accurate, the reader is encouraged to use the
source document

described in the regulation.

As a service to the public, the Virginia Administrative Code is provided online by the Virginia
General

Assembly. We are unable to answer legal questions or respond to requests for legal advice,
including apptlication

of law to specific fact. To understand and protect your legal rights, you should consult an
attorney.



Virginia Administrative Code

Title 12, Health

Agency 5. Department of Health

Chapter 230. State Medical Facilities Plan

Part I. Definitions and General Information

12VAC5-230-10. Definitions.

The following words and terms when used in this chapter shall have the following meanings
unless the context clearly indicates otherwise:

“Acute psychiatric services” means hospital-based inpatient psychiatric services provided in
distinct inpatient units in general hospitals or freestanding psychiatric hospitals.

“Acute substance abuse disorder treatment services” means short-term hospital-based inpatient
treatment services with access to the resources of (i) a general hospital, (ii} a psychiatric unitin a
general hospital, (iii) an acute care addiction treatment unit in a general hospital licensed by the
Department of Health, or (iv) a chemical dependency specialty hospital with acute care medical
and nursing staff and life support equipment licensed by the Department of Behavioral Health
and Developmental Services.

"Bassinet” means an infant care station, including warming stations and isolettes.

“Bed” means that unit, within the complement of a medical care facility, subject to COPN review
as required by Article 1.1 (§ 32.1-102.1 et seq.) of the Code of Virginia and designated for use by
patients of the facility or service. For the purposes of this chapter, bed does include cribs and
bassinets used for pediatric patients but does not include cribs and bassinets in the newborn
nursery or neonatal special care setting.

"Cardiac catheterization” means an invasive procedure where a flexible tube is inserted into the
patient through an extremity blood vessel and advanced under fluoroscopic guidance into the
heart chambers or coronary arteries. A cardiac catheterization may be conducted for diagnostic
or therapeutic purposes but does not include a simple right heart catheterization for monitoring
purposes as might be performed in an electrophysiology laboratory, pulmonary angiography as
an isolated procedure, or cardiac pacing through a right electrode catheter.

"Commissioner" means the State Health Commissioner.

"Competing applications” means applications for the same or similar services and facilities that
are proposed for the same health planning district, or same health planning region for projects
reviewed on a regional basis, and are in the same batch review cycle.

“Complex therapeutic cardiac catheterization” means the performance of cardiac catheterization
for the purpose of correcting or improving certain conditions that have been determined to exist
in the heart or great arteries or veins of the heart, specifically catheter-based procedures for
structural treatment to correct congenital or acquired structural or valvular abnormalities.



"Computed tomography" or "CT" means a noninvasive diagnostic technology that uses computer
analysis of a series of cross-sectional scans made along a single axis of a bodily structure or tissue
to construct an image of that structure,

"Continuing care retirement community” or "“CCRC" means a retirement community consistent
with the requirements of Chapter 49 (§ 38.2-4900 et seq.) of Title 38.2 of the Code of Virginia.

"COPN" means a Medical Care Facilities Certificate of Public Need for a project as required in
Article 1.1 (§ 32.1-102.1 et seq.) of Chapter 4 of Title 32.1 of the Code of Virginia.

"COPN program” means the Medical Care Facilities Certificate of Public Need Program
implementing Article 1.1 (§ 32.1-102.1 et seq.) of Chapter 4 of Title 32.1 of the Code of Virginia.

"DEP" means diagnostic equivalent procedure, a method for weighing the relative value of
various cardiac catheterization procedures as follows: a diagnostic cardiac catheterization equals
1 DEP, a simple therapeutic cardiac catheterization equals 2 DEPs, a same session procedure
(diagnostic and simple therapeutic) equals 3 DEPs, and a complex therapeutic cardiac
catheterization equals 5 DEPs. A multiplier of 2 will be applied for a pediatric procedure (i.e., a
pediatric diagnostic cardiac catheterization equals 2 DEPs, a pediatric simple therapeutic cardiac
catheterization equals 4 DEPs, and a pediatric complex therapeutic cardiac catheterization
equals 10 DEPs.)

"Diagnostic cardiac catheterization” means the performance of cardiac catheterization for the
purpose of detecting and identifying defects in the great arteries or veins of the heart or
abnormalities in the heart structure, whether congenital or acquired.

"Direction” means guidance, supervision, or management of a function or activity.
"Gamma knife®" means the name of a specific instrument used in stereotactic radiosurgery.

"Health planning district” means the same contiguous areas designated as planning districts by
the Virginia Department of Housing and Community Development or its successor.

"Health planning region” means a contiguous geographic area of the Commonwealth as
designated by the State Board of Health with a population base of at least 500,000 persons,
characterized by the availability of multiple levels of medical care services, reasonable travel
time for tertiary care, and congruence with planning districts.

"Health system” means an organization of two or more medical care facilities, including
hospitals, that are under common ownership or control and are located within the same health
planning district, or health planning region for projects reviewed on a regional basis.

"Hospital” means a medical care facility licensed as an inpatient hospital or outpatient surgical
center by the Department of Health or as a psychiatric hospital by the Department of Behavioral
Health, and Developmental Services.

"ICF/MR" means an intermediate care facility for the mentally retarded.

"Indigent” means any person whose gross family income is equal to or less than 200% of the
federal Nonfarm Poverty Level or income levels A through E of 12VAC5-200-10 and who is



uninsured.

“Inpatient” means a patient who is hospitalized longer than 24 hours for health or health related
services.

"Intensive care beds” or "ICU" means inpatient beds located in the following units or categories:

1. General intensive care units are those units where patients are concentrated by reason of
serious illness or injury regardless of diagnosis. Special lifesaving techniques and equipment
are immediately available and patients are under continuous observation by nursing staff;

2. Cardiac care units, also known as Coronary Care Units or CCUs, are units staffed and
equipped solely for the intensive care of cardiac patients; and

3. Specialized intensive care units are any units with specialized staff and equipment for the
purpose of providing care to seriously ill or injured patients based on age selected categories of
diagnoses, including units established for burn care, trauma care, neurological care, pediatric
care, and cardiac surgery recovery but does not include bassinets in neonatal special care units.

"Lithotripsy” means a noninvasive therapeutic procedure to (i) crush renal and biliary stones
using shock waves (i.e., renal lithotripsy) or (ii) treat certain musculoskeletal conditions and
relieve the pain associated with tendonitis (i.e., orthopedic lithotripsy).

"Long-term acute care hospital" or "LTACH" means an inpatient hospital that provides care for
patients who require a length of stay greater than 25 days and is, or proposes to be, certified by
the Centers for Medicare and Medicaid Services as a long-term care inpatient hospital pursuant
to 42 CFR Part 412. An LTACH may be either a freestanding facility or located within an existing
or host hospital.

"Magnetic resonance imaging” or "MRI" means a noninvasive diagnostic technology using a
nuclear spectrometer to produce electronic images of specific atoms and molecular structures in
solids, especially human cells, tissues and organs.

"Medical rehabilitation” means those services provided consistent with 42 CFR 412.23 nd 412.24.

"Medical/surgical” means those services available for the care and treatment of patients not
requiring specialized services.

"Minimum survival rates” means the base percentage of transplant recipients who survive at least
one year or for such other period of time as specified by the United Network for Organ Sharing
(UNOS).

"Neonatal special care” means care for infants in one or more of the higher service levels
designated in 12VAC5-410-443 .

"Nursing facility” means those facilities or components thereof licensed to provide long-term
nursing care.

"Obstetrical services” means the distinct organized program, equipment and care related to
pregnancy and the delivery of newborns in inpatient facilities.



"Off-site replacement” means the relocation of existing beds or services from an existing medical
care facility site to another location within the same health planning district.

"Open heart surgery” means a surgical procedure requiring the use or immediate availability of a
heart-lung bypass machine or "pump.” The use of the pump during the procedure distinguishes
"open heart” from "closed heart” surgery.

"Operating room" means a room used solely or principally for the provision of surgical
procedures involving the administration of anesthesia, multiple personnel, recovery room access,
and a fully controlled environment.

"Operating room use” means the amount of time a patient occupies an operating room and
includes room preparation and cleanup time.

"Operating room visit" means one session in one operating room in an inpatient hospital or
outpatient surgical center, which may involve several procedures. Operating room visit may be
used interchangeably with "operation” or “case.”

"Qutpatient™ means a patient who visits a hospital, clinic, or associated medical care facility for
diagnosis or treatment, but is not hospitalized 24 hours or longer.

"Pediatric” means patients younger than 18 years of age. Newborns in nurseries are excluded
from this definition.

"Perinatal services” means those resources and capabilities that all hospitals offering general
level newborn services as described in 12VAC5-410-443 must provide routinely to newborns.

"PET/CT scanner” means a single machine capable of producing a PET image with a concurrently
produced CT image overlay to provide anatomic definition to the PET image. For the purpose of
granting a COPN, the State Board of Health pursuant to § 32.1-102.2 A 6 of the Code of Virginia
has designated PET/CT as a specialty clinical service. A PET/CT scanner shall be reviewed under
the PET criteria as an enhanced PET scanner unless the CT unit will be used independently. In
such cases, a PET/CT scanner that will be used to take independent PET and CT images will be
reviewed under the applicable PET and CT services criteria.

"Planning horizon year" means the particular year for which bed or service needs are projected.

"Population” means the census figures shown in the most current series of projections published
by a demographic entity as determined by the commissioner.

"Positron emission tomography” or "PET" means a noninvasive diagnostic or imaging modality
using the computer-generated image of local metabolic and physiological functions in tissues
produced through the detection of gamma rays emitted when introduced radionuclides decay and
release positrons. A PET device or scanner may include an integrated CT to provide anatomic
structure definition.

"Primary service area” means the geographic territory from which 75% of the patients of an
existing medical care facility originate with respect to a particular service being sought in an
application.



"Procedure” means a study or treatment or a combination of studies and treatments identified by
a distinct ICD-10 or CPT code performed in a single session on a single patient.

"Qualified” means meeting current legal requirements of licensure, registration, or certification
in Virginia or having appropriate training, including competency testing, and experience
commensurate with assigned responsibilities.

"Radiation therapy” means treatment using ionizing radiation to destroy diseased cells and for
the relief of symptoms. Radiation therapy may be used alone or in combination with surgery or
chemotherapy.

"Relevant reporting period” means the most recent 12-month period, prior to the beginning of
the applicable batch review cycle, for which data is available from VHI or a demographic entity as
determined by the commissioner.

"Rural” means territory, population, and housing units that are classified as "rural” by the Bureau
of the Census of the U.S. Department of Commerce, Economic and Statistics Administration.

"Simple therapeutic cardiac catheterization” means the performance of cardiac catheterization
for the purpose of correcting or improving certain conditions that have been determined to exist
in the heart, specifically catheter-based treatment procedures for relieving coronary artery
narrowing.

"SMFP" means the state medical facilities plan as contained in Article 1.1 (§ 32.1-102.1 et seq.) of
Chapter 4 of Title 32.1 of the Code of Virginia used to make medical care facilities and services
needs decisions.

"Stereotactic radiosurgery” or "SRS" means the use of external radiation in conjunction with a
stereotactic guidance device to very precisely deliver a therapeutic dose to a tissue volume. SRS
may be delivered in a single session or in a fractionated course of treatment up to five sessions.

"Stereotactic radiotherapy” or "SRT" means more than one session of stereotactic radiosurgery.

"Substance abuse disorder treatment services” means services provided to individuals for the
prevention, diagnosis, treatment, or palliation of chemical dependency, which may include
attendant medical and psychiatric complications of chemical dependency. Substance abuse
disorder treatment services are licensed by the Department of Behavioral Health, and
Developmental Services.

"Supervision” means to direct and watch over the work and performance of others.

"Use rate” means the rate at which an age cohort or the population uses medical facilities and
services. The rates are determined from periodic patient origin surveys conducted for the
department by the regional health planning agencies or other health statistical reports
authorized by Chapter 7.2 (§ 32.1-276.2 et seq.) of Title 32.1 of the Code of Virginia.

"VHI" means the health data organization defined in § 32.1-276.4 of the Code of Virginia and
under contract with the Virginia Department of Health.

Statutory Authority



§8§32.1-12 and 32.1-102.2 of the Code of Virginia.

Historical Notes

Derived from VR355-30-100 § 1, eff. July 1, 1993; amended, Virginia Register Volume 19, Issue 8,
eff. February 3, 2003; Volume 25, Issue 9, eff. February 15, 2009; Errata, 25:11 VA.R. 2018
February 2, 2009; amended, Virginia Register Volume 37, Issue 14, eff. March 31, 2021.
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Standards for Levels of Neonatal Care:
I1, III, and IV

Ann R, Stark, MD, FAAR DeWayne M. Pursley, MD, MPH, FAAP, Lu-Ann Papile, MD, FAAP, Eric C Eichenwald, MD, FAAP,
Charles T. Hankins, MD, MBA, FAAP, Rosanne K. Buck, RN, MS, NNP-BC, C-ONQS, Tamara J. Wallace, DNP, APRN, NNP-BC,
Patricia 6. Bondurant, DNP, RN, Nicole E. Faster, MSN, RN, RNC-NIC

OVERVIEW

Establishment of risk-appropriate care was first proposed in 1976
when leaders in perinatal health proposed a model system of
regionalized care for obstetrical and neonatal patients, including
definitions of graded levels of hospital care.! Risk-appropriate care,
in which infants with mild to complex critical illness or physiologic
immaturity are cared for in a facility with the personnel and
resources appropriate for their needs and condition, results in
improved outcomes. This concept is supported by the American
Academy of Pediatrics (AAP) policy statement “Levels of Neonatal
Care,” which provides a review of data supporting a tiered provision
of neonatal care and reaffirms the need for nationally consistent
standards of care to improve neonatal outcomes.?

The work of the AAP NICU Verification Program began in 2013 when This document is copyrighted and is property of the American

syags s Academy of Pediatrics and its Board of Directors. All authors have
the state of Tex.as mandated that all Texas facilities caring for filed conflict of interest statements with the American Academy of
newborns required a neonatal level of care designation to receive Pediatrics Any conflicts have been resolved through a process
I A approved by the Board of Directors, The American Academy of
Medicaid payment for neonatal services and announced a plan to Pediatrics has neither solicited nor accepted any commercial
engage survey agencies to verify levels of neonatal care. The AAP involvement in the development of the content of this publication.
was identified as 1 of 2 Texas-approved survey agencies to pilot the The cantent of this publication may be cited in academic
. s . : : publications, as well as downloaded and printed for individual use
verification survesf process in 201!.3, and the NICU Venficat_lon ‘ only, These materials may not be distributed, resold, nor used to
Program was officially launched. Since 2016, the NICU Verification create revenue generating content, software, or programs by any
Program has provided third-party surveys by experienced and entity other than the American Academy of Pediatrics without the

. X express written permission of the American Acaderny of Padiatrics.
credentialed neonatologists, neonatal nurses, and pediatric surgeons

to assess compliance with state-specific risk-appropriate neonatal
care standards.

DO https:{fdoi.org/ 10 1542/peds 2023081957

Address correspondence to Ann R Stark, MD, FAAP Email: astark@
bidme.harvard.edu

PEDIATRICS {ISSN Numbers: Print, 0031-4005; Online. 1098-4275).

Since then, discussions were initiated with the Georgia Department )
Copyright @ 2023 by the American Academy of Pediatrics

of Public Health in 2019 to provide NICU verification surveys in

Georgia. Additionally, the AAP NICU Verification Program is named

as the approved neonatal survey agency for neonatal care services in Yo clts: Stark AR, Pursiey DWM, Papile LA, et al. Standards for
. o . . = Levels of Neonatal Care: l, I, and . Pediatrics. 2023,151(6}:

Missouri’s code of state regulations for neonatal care designation. e2023061957

The AAP continues to be approached by additional states and

PEDIATRICS Volume 151, number 6, June 2023.e2023061957 FROM THE AMERICAN ACADEMY OF PEDIATRICS

bDawnloadad from http://publications.aap .org/pediatrics/articie-pdi/151/6/e20230619571565825/peds_2023061857
vV Guest




independent facilities for
verification services outside Texas,
Georgia, and Missouri,

Although all states regulate health
care facilities, specifications for
levels of neonatal care and
adherence to requirements vary
widely.>* Data indicate that
facilities often assess themselves at
a higher level than an independent
observer, yet only a few states
require verification by a third-
party surveying agency or health
department official. Recognizing
that a national neonatal
verification program is vital to
high-quality and equitable care, the
AAP NICU Verification Program has
developed the "Standards for Levels of
Neonatal Care: 11, 1I[, and 1V,” which
have the potential to improve the
quality and consistency of risk-
appropriate neonatal care and is
critical to the future growth of the
AAP NICU Verification Program.

The AAP Standards for Levels of
Neonatal Care are considered a
complementary implementation
tool as they are based on existing
AAP policy; evidence-based
literature; standards of
professional practice from national
neonatal, perinatal, and surgical
organizations; published data; and,
when no data existed, expert
opinion. Developed by the AAP
NICU Verification Program
Leadership Team with the support
of AAP staff, the Standards codify
the minimum components of care
expected for each level of neonatal
care from Special Care Nursery
{Level 11), to complex subspecialty
care including surgery (Level IV
NICU). The NICU Verification

2

Program also convened a virtual
stakeholder meeting in September
2020, which included national
leaders in neonatal intensive care,
neurodevelopmental follow-up
care, pediatric surgery, and quality
and patient safety. The Section on
Neonatal-Perinatal Medicine
(SONPM] Clinical Leaders Group
(CLG) and Follow-up Group
provided additional input to the
Standards, and published standards
from nursing, pediatric surgery, and
therapist organizations have been
integrated as well.

The lack of standardized or state-
specific risk-appropriate neonatal
care policies is a barrier to the
delivery of regulated and high-
quality neonatal care. By
establishing and implementing
risk-appropriate neonatal care
standards, the NICU Verification
Program believes that the AAP will
improve neonatal outcomes by
ensuring that every infant receives
care in a facility with the personnel
and resources appropriate for the
newborn’s needs and condition.
Although the Standards are
identified as minimum
requirements for each level of
neonatal care, the AAP NICU
Verification Program encourages
facilities to go beyond the
minimum. The AAP NICU
Verification Program upholds the
AAP Equity Agenda and is
committed to supporting efforts to
improve health outcomes by
encouraging facilities to further
assess the health disparities of
their patients, families, and
community. The AAP values equity,
diversity, and inclusivity and
recognizes that family-centered

Duwnlo?ded from htip:fipublications.aap.org/pediatrics/article-pdfi151/8/02023061957/1565825/pads_2023081857.pdf

care is essential for best outcomes
and encourages facilities to
amplify their focus on family
members and staff to elevate the
quality of neonatal care and
improve the health outcomes of
the nation’s most vulnerable
population.*

The AAP “Standards for Levels of
Neonatal Care I1, 111, and V" (the
“Standards”) were developed
through the cooperative efforts of
the AAP NICU Verification Program
Leadership Team and the
Committee on Fetus and Newborn
(COFN}), the SONPM, and the
SONPM CLG. The Standards
delineate the components of care
expected for each level of neonatal
care from Special Care Nursery
(Level II), to complex subspecialty
care including surgery {(Level IV
NICU) by setting forth standards
for institutional commitment,
neonatal programing, personnel,
ancillary services, patient and
family care resources, and
equipment required for each level
of neonatal care. Compliance with
the Standards will not guarantee
that a particular neonatal program
is in compliance with applicable
state law or other requirements. In
addition, the Standards are not
designed to be an educational
resource for clinicians related to
treatment decisions or standards
of patient care. Rather, the
Standards set forth the minimum
components to be included in

any neonatal program desiring

to be recognized as providing

a particular level of neonatal

care.

FROM THE AMERICAN ACADEMY OF PEDIATRICS



STANDARD I: INSTITUTIONAL
COMMITMENT

(a) The facility's organized medical staff and institutional governing body must demanstrate an institutional commitment to the neonatal program and wilk:
1. include a commitment of the facility's governing body supporting the level-specific provisions of neonatal services as described in the neonatal program
deseription;
2. inciude allocation of sufficient persennel and resources to attain optimal neonatal care,
3. reaffirm the negnatal program at least every 3 years; and
4 venfy the neonatal program description is current at the time of neonatal verification.

STANDARD II: NEONATAL PROGRAM
DESCRIPTION

{a) The facility will provide a detailed description of the neonatal services provided that includes a comprehensive explanation of the scope of services
available to all neonatal and obstetrical patients that is consistent with accepted professional standards of practice and clinical care; defines the
neonatal population served; and supports the health, safety, and optimal care of all patients.

1. The comprehensive description of neonatal services will include, at a minimum:
i identification of the resources vsed to develop the facility's neonatal policies and pracedures for the neonatal services it provides;
ii. description of the review and revision schedule for all neonatal medical practice guidelines, neonatal nursing pelicies, and ancillary care
team policies that does not exceed 3 years;
iii. written guidelines for consultation, tmage, stabilization, and transfer of newborns and/or pregnant or antepartum persons who receive care at
the facility,
iv. provisions to facilitate continuity of care for high-risk neonatal patients from delivery to discharge;
. delineation of roles, responsibilities, and authority of the medical, nursing, and ancillary patient care directors
vi. physician, advanced practice nurse, andfor other medical care provider staffing plan for neonatal coverage;

-

vil. plan for nurse staffing including provisions for flexibility and change in ¢ensus and acuity;
viii. completion of an annual educational needs assessment to evaluate the ongoing educational needs of all staff participating in the care of
newborns;
ix. annual educational plan for ail staff participating in the care of newborns that includes didactic education, simulation, competency, and skills
validation;
x. appropriate allocations for family-centered care including providing parents with reasonable access to their infants and encouraging advocacy,
shared decision-making, and participation in their child's care;
Xi. assurance of equitable care for all neonatal patients and families and previsions for promoting an environment of cultural humility;

xii. capability of neonatal care team members to have the knowledge and skills to provide lactation support;

xiii. a process to assess and establish appropriate on-going care for all newborns after discharge;

xiv. a description of the Neonatal Patient Safety and Quality Improvement Program (NPSQIP); and

xv. established evacuation palicies and procedures to guarantee that obstetrical and neonatal patients receive, or are transferred to, the
appropriate level(s) of care.

=
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STANDARD 1i: NEONATAL PATIENT
SAFETY AND QUALITY IMPROVEMENT
PROGRAM (NPSQIP)

NPSQIP Core Components:
(a) The facility will have a system for identification and review of significant events that could indicate threats to patient safety, with a goal of learning
from identified events and mitigating future risk of recurrence, including:
1. a list of specific triggers or safety indicators that warrant a record review, with the goal of identifying significant safety events such as errors,
adverse events. near misses, complications, and mortalities;
2 a process for systeratic multidisciplinary review of selected cases or safety events, using acceptable failure mode and effect analys:s tools with
a goal of identifying interventions to improve systems and reduce future safety risks; and
3 a process for monitering the implementation of identified interventions.
(b) The facility will have a dashboard or equiva'ent that is used to summarize and track quality indicators relevant to newborn care, including;
1. a list of selected quaiity measures relevant to the facility with a process for obtaining data needed for each selected neonatal quality measure;
2. a platform to display performance on the selected quality measures, including a process for updating data with a frequency that allows for
appropmate identification of performance concerns;
3. benchmarking of performance, when possible, with internal or external benchmarks; and
4. a multidisciphnary forum for review of the dashboard or equivalent.
{c) The facility will have a structured appreach to quality improvement (Ql} that seeks to improve care quality and outcomes® Quality outcomes include
care that 15 safe, efficient, effective, timely, equitable, and patient centered® Approaches will include:
1 a clear process for determining current QI initiatives, with a goal that the unit is engaged in at least 1 to 2 such initiatives at any given time,
2. identification of a muitidisciplinary (1 team for each initiative, with a designated team lead;
3. use of structured improvement methods or framework to guide improvement efforts; and
4. a multidisciplinary quality committee that meets regularly to identify and review QI initiatives.
(d) The facility will maximize efforts to standardize and improve care through the use of guidelines and policies that align with research-driven and
gvidence-based best practices, including:
1. a process for identifying topics for guideline or policy development;
2. a process for developing guidelines and policies that incorporate evidence-based recommendations;
3 a platform for making guidelines and policies readily available to clinical providers; and
4 a process for periodic review of guidelines and policies te guarantee they remain updated, and evidence based
(e} The facility will have multidisciplinary involvement in quality and safety activities, including:
1. Involvement of all disciplines represented in the neonatal quality and safety activities as appropriate and as described above; and
2. for level IV facilities, involvement of subspecialty services with significant presence in the neonatal unit.
{f} The neonatal-specific unit will coordinate with hospital quality and safety activities, including;
1. structured cofaboration with the obstetrics and pediatric surgery departments, if applicable, to identify and implement opportunities for shared quality and
safety efforts;
2. participation in hospital4evel quality and safety activities to confirm alignment of neonatal quality goals with hospital priorities;
3. alignment with hospital activities and reporting of quality measures to national organizations; and
4, participation in efforts to guarantee everyday readiness for external assessments by regulatory organizations.
(@) The facility will participate in larger communities of perinatal safety and quality. including:
1. collaboration between transferring and receiving hospitals to examine and improve population-level quality and safety through structured
activities such as transport review and sharing of clinical protocols; and
2. for level Il and WV facilities, participation in regional, state, or national databases that allows benchmarking of performance.
KPEQIP Additional Best Practices:
(h) Encourage and support the integration of family intc guality improvement and patient safety initiatives.
(i} Explicit efforts to identify inequities and target equity in quality measures.
(j) A process for random chart audits and peer review.
(k) Neonatal team training for safety and Just Culture.

STANDARD 1V: GENERAL PROGRAM
REQUIREMENTS

Famity-Centered Care Core Components:
(8} The facility will:
1. allow all parents to have reasonable access to their infants at all times;
2 have access to the services, personnel, and equipment needed to provide the appropriate level of care for all infants;
3. support the physiologic, developmental, and psychosocial needs of infants and their families;
4. have a process 1o screen every family for social determinants, depression, and cultural needs; and
5. refer patients and families to appropriate resources as needed.
Famlly-Centered Care Additional Best Practices:
(b) Implement the utilization of primary nursing.
(c) Involve family in daily and muitidisciplinary patient care rounds.
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{d) Implement and support a family advisory council,
{e) Establish a process to evaluate potential health disparities of the patient population served
(f) Implement a coordinated process to assess and address the emotional needs of families.
{g) Engage in shared decision-making by involving family in discharge planning, including transport discussions.
(h) Provider and staif training on shared decision-making and how to engage in difficult and inclusive conversations.
(i} Explicit efforts to support lactation and the needs of breastfeeding® individuals.
Lactation and Neonatal Nutrition
() The faciity will:
1. have personnel with the knowledge and skills te support lactation available at all times;
2. have pumping equipment and secure human milk storage facilities available;
3. have policies and procedures in place to support:

i. the initiation and maintenance of lactation;

ii. early initiation of milk expression;

iii. safety. preparation, storage, and use of human milk and formula;

iv. long-term pumping and transition to breastfeeding; and

v. the utilization of donor human milk. if available.

4. provide annual education to all direct care providers on the importance of, and support of lactation (ie, pumping, mixing, safe storage,
misappropriation, and proper identification); and

i. all direct care providers have didactic education, gkills verification, and competency en the proper mixing of human milk and formula;

5. establish a program for breastfeeding and lactation support, including data collection.

Neonatal Resuscitation

(i} The facility must have written policies and procedures specific to the resuscitation and stabilization of newborns based on current standards of
professional practice.”
1. At least 1 person with the skills to perform a complete neonatal resuscitation including endotracheal intubation, establishment of vascular access,

and administration of medications must be immediately available on-site 24/7.7

2. A full range of neonatal resuscitative equipment, supplies, and medications must be immediately available at all times.”
3. If the facility provides obstetrical delivery services:

i. Each birth will be attended by at least 1 AAP Neonatal Resuscitation Program (NRP) trained provider whase only responsibility is the
management of the newborn and initiating resuscitation.”

ii. In the event of identified antepartum and intrapartum risk factors, at least 2 NAP trained providers should be present at birth and be
responsible solely for the management and resuscitation of the newborn.” Additiona! qualified providers should be available depending on the
anticipated risk, number of newborns, and the obstetrical setting.”

iii. If advanced resuscitation measures are anticipated, s fully qualified neonatal resuscitation team should be present at the time of birth.”

Radlology
(i) When obtaining imaging in neonatal and obstetrical patients, radiology services will incorporate the “as low as reasonably achievable” principle.”
Policles and Procodures
(k) The facility will have written:
1. neonatal, medical, and ancillary care guidelines, policies, and procedures that are established on evidence-based literature. and best-practice
standards, that are monitored and tracked for adherence, reviewed at least every 3 years, and revised as needed;
2. a policy that mandates the escalation of concern and the urgent presence of a privileged care provider at the bedside, including a method to track
adherence;
3. policies and procedures that define the criteria for neonatal team presence at a delivery and identify a2 method to track adherence, if applicable;
4. policies and procedures for the triage, stabilization, and transfer of obstetrical patients to the appropriate level of care, if applicable;
5, policies and procedures for consultation by telehealth and telephone, if applicable;
6. policies and procedures for intrafacility and interfacility neonatal transport;
7. policies and procedures for transfer to a higher level of neonatal care or for services not available at the facility, if applicable;
8. policies and procedures for car seat safety observation before discharge; and
9. policies and procedures for disaster response, including evacuation of obstetrical and neonatal patients to the appropriate level(s) of care,
Staff Privileges
(I} The facility will have:

1. specified requirements for all privileged care providers participating in the care of necnatal patients, and have a credentialing process for
delineation of privileges;

2. a process to verify that all ancillary care services, clinical staff, and support staff have relevant neonatal training and expertise; and

3. a mechanism in place for medical, nursing, and ancillary care leadership to review and approve these credentials ang track adherence.

*The word chestfeeding may be used by nonbinary, transgender, and other parents to identify how they feed their infants. R may refer to human milk or human milk substitute
feeding, from & person who lactates or not. Because of this broad and variable definition, chestfeeding and breastfeeding are not always synonymous, and the words are not in.

terchangeable. Published literature findings on breastfeeding may not hold the same outcomes for chestieeding. Throughout this documnent, the words breastfeeding and human
milk will be used.
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STANDARD V: LEVEL il SPECIAL CARE
NURSERY (SCN) REQUIREMENTS

Level Il SCN Reguirements
{a) The Leve! Il SCN will provide comprehensive care of infants born =32 wk or with birth wt =1500 ¢ who®
1. are mild to moderately ill with physiologic immaturity or who have conditions that are expected to resoive quickly”;
2. are not anticipated to require subspecialty services on an urgent basis®:
3. require continuous positive airway pressure (CPAP) or short-term (less than 24 h) conventional mechanical ventilation for a condition expected to
resolve rapidly or until transfer to a higher-level facility is achieved?, or
4. are back transferred from a higher-level facility for convalescent care?
Neonatal Medical Birector
(b) The neonatal medical director (NMD} will:
1. be a beard eligible or certified neonatologist or a board-certified pediatrician with sufficient training and expertise to assume responsibility of
care for infants who require level Il care, including endotracheal intubation, assisted ventitation, and CPAP management, or equivalent®;
i. if the neonatologist or pediatrician is certified by The American Board of Pediatrics, they will meet maintenance of certification (MOC)
requirements;
2. complete annual continuing medical education (CME) specific to neonatology: and
3 demonstrate a current status of NRP completion.

Neonatologists

(c} If the NMD and/or on-site provider is not a neonatologist, the privileged care provider must maintain a consultative relationship with a board
certified or eligible neonatologist at a higher-level neonatal facility: and
1. the facility must have a written policy or guideline that defines the criteria for neonatologist consultation at a higher-level neonatal facility.

Privileged Care Providers

(d) Privileged care providers with pediatric- or neonatal-specific training qualified to manage the care of infants with mild to moderate critical
conditions, including emergencies, will®:

1. be continuously available on-site, or on-calt and available to arrive on-site within an appropriate time frame as defined by the facility’s policies and
procedures;
. if the on-site or on-call provider is not a physician, a written policy will be in place that defines the criteria for notification and time frame for
on-site physician presence, and a tracking mechanism for compliance is required;
ii. if an infant is maintained on a ventilator, a pediatric- or neonatal-specific privileged care provider who can manage respiratory emergencies
will be immediately availabie on-site;
2 demonstrate a current status of NRP completion,
3. complete annual continuing education requirements specific te neonatology, and
4. have credentials reviewed at least every 2 years by the NMD,

(e} At least 1 person with the skills to perform a complete neonatal resusciation including endotracheal intubation, establishment of vascular access,
and administration of medications must be immediately available on-site 24/7; and
1. demonstrate a current status of NRP completion.

(f) The facility will establish a written policy for backup privileged care provider coverage that establishes fiexibility for variable census and acuity. This
policy will docurnent the criteria for ngtification and time frame for on-site presence, be based on allocating the appropriate number of competent
medical providers to a care situation, attend to a safe and high-quality work environment, and be operationally reviewed annually for adequacy and
adherence?

Nursing Leadershlp

(g} The level Il SEN nurse leader will:

1. be a registered nurse (RN} with experience and traiming in perinatal nursing and neonatal conditions, with nursing certification preferred®;

2. have at least a Bachelor of Science in Nursing, Master’s preferred;

3. demonstrate a current status of NRP completion;

4. have sufficient experience and expertise to create, and/or support, a program that provides care to infants who require level Il SCN care;

3 be responsible for inpatient activities in the level I 3CN and, as appropriate, obstetrical, well newborn, andfor pediatric units;

6. coordinate with respective neonatal, pediatric, and obstetric care services, as appropriate,

7. provide oversight of annual neonatal-specific education, which includes low-volume, high-risk procedures consistent with the care provided in the
leve! Ii SCN; and

8. foster collaborative relationships with multidisciplinary team members, facility leadership, and higher-level facilities to create a diverse, equitable,
and inclusive environment focused on the quality of care and patient care outcomes.®

Clinical Nurse Staffing

{h} A written nurse stafiing plan is in place that establishes flexibility for variable census and acuity. This plan and actual staffing will be based on
allocating the appropriate number of competent RNs to a care situation, attend to a safe and high-quality work environment, and be operationally
reviewed annuaily for adequacy and adherence’®'”

Clinical Murse 8taff

{i) Each clinical nurse will:

1. be an RN, with nursing certification specific to the care environment preferred;

2. demonstrate a current status of NRP complation;

3. participate in annual simulation and skil's verification, which includes low-volume, high-risk procedures consistent with the types of care provided
in the leve! Il SCN; and
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4, promote a family-centered approach to care, including but not limited to skin-to-skin care, appropriate developmental positioning based on
gestational age, lactation and breastfeeding support, and engagement of families in their infant’s care.
() If the facility utilizes licensed practical nurses (LPNs) or nonlicensed direct care providers to support the clinical nursing staff, the facility must
1. have written criteria that define the LPNs’ or nonficensed direct care providers’ scope of neonatal care;
2. provide annual education specific to the care of the neenatal population served; and
3. have a written staffing plan that establishes collaborative work assignments in accordance with the facility’s policies and procedures.
Nursing Orlentation and Education
{k} Level Il SCN nursing orientation will incorporate didactic education, simulation, skilts verification, and competency and will be tailored to the
individual needs of the nurse based on ctinical experience.’
{I) The facility will document an annual educational needs assessment to determine the educational needs of the clinical nursing staff and ancillary
team members.
{m) Annual nursing education will address the annual needs assessment and incorporate simulation and skills verification of low-volume, high-risk
procedures consistent with the types of care provided in the level Il SCN and include education related to serious safety events.
Glinical Nurse Educator
{n) The level Il SCN clinical nurse educator or perinatal nurse educator will:
1. be an RN, with nursing certification specific to the care environment preferred;
2, have at least a Bachelor of Science in Nursing, Master’s preferred;
3. demonstrate a current status of NRP completion;
4, cultivate collaberative relationships with the neonatal nurse leader and facility leadership to imprave the quality of care and patient care
outcomes®; and
5. have experience and expertise to evaluate the educational needs of the clinical staff, develop didactic and skill-based educational 1ools, oversee
education and skills verification, and evaluate retention of content, critical thinking skills, and competency relevant to level Il neonatal care®
(0} The facility will have a dedicated individual with sufficient time allocated to perform the roles and responsibilities of the clinical nurse educator
Neonatal Transport
{p} The facility will have policies and procedures in place to identify a local neonatal transport program to facilitate neonatal transport to a higher-level
neonatal facility.
Padiatric Medical Subspecialists and Pedlatric Surgical Speclalists
{q) Policies and procedures will be in place for referral to a higher level of neonatal care when pediatric medical subspecialty or pediatric surgical
specialty censultation andfor intervention is needed.
Lahoratory Services
{r) Laboratory services will have:
1. laboratory personnel on-site 24/7,
2. the ability to determine blood type, crossmatch, and perform antibody testing;
3. a blood bank capable of providing blood component therapy and irradiated, leukoreduced or cytomegalovirus {CMV)-negative blood;
4. the ability to perform neonatal blood gas monitoring; and
§. the ability to perform analysis on small volume samples.
{s) Low-volume specialty laboratory services may be provided by an outside laboratory, but the facility will have policies and procedures in place to
verify timely and direct communication of all critical value results,
Pharmacy
(t) The facility will have at least 1 registered pharmacist with experience in neonatal and/or pediateic pharmacology who will:
1. be available for consultation on-site, or by telehealth or telephone, 24/7;
2. complete continuing education requirements specific to pediatric and neonatal pharmacology; and
3. participate in multidisciplinary care, as needed.
(u} The pharmacy will have policies and procedures in place to address drug shortages and to verify medications are appropriately allocated to the
level Il SCN; and
1. have policies and procedures in place to verify neonatal competency for pharmacy staff supporting and preparing medications for neonatal
patients.
Diagnostic imaging
{v) Radiology services will have:
1. appropriately trained radiology personnel continugusly available on-site to meet routine diagnostic imaging needs and to address emergencies;
2. personnel appropriately trained in vitrasonography, including cranial ultrasonography, on-call andfor available on-site to perform advanced imaging
as requested; and
3. the ability to provide timely imaging interpretation by radiologists with pediatric expertise as requested.
Respiratory Therapy
{w} The respiratory care leader will:
1. be a full-time respiratory care practitioner, with neonatal and pediatric respiratory care certification preferred;
2. have sufficient time allocated to oversee the respiratory therapists {RTs) who provide care in the level Il SCN;
3. provide oversight of annual simulation and skills verification, which includes neonatal respiratory care modalities and low-volume, high-risk
neonatal respiratory procedures;
4. develop a written RT staffing plan that establishes flexibility for variable census and acuity. This plan and actua! staffing will be based on allocating
the appropriate number of competent RTs to a care situation, attend to a safe and high-quality work environment, and be operationally reviewed
annually for adherence and to verify respiratory therapy staffing is adequate for patient care needs®; and
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5. maintain appropnate staffing ratios for infants receiving supplemental oxygen and positive pressure ventilation.
(x) Respiratory care practitioners assigned to the SCN will:
1. be a respiratory care practitioner with documented experience and training in the respiratory support of newborns and infants, with neonatal or
pediatric respiratory care certification preferred;
2 be en-site 24/7 and immediately available when an infant is supported by assisted ventilation or CPAP;
3. be able to attend deliveries and assist with resuscitation as requested:
4 demonstrate a current status of NRP completion;
5. participate in annual simulation and respiratory skills verification, which includes low-volume, high-risk procedures consistent with the types of
respiratory care provided in the SCN; and
6. have thewr credentials reviewed by the respiratory care leader annually for adequacy and adherence.
Dietitian
{y} The facihty must have, or have the ability to consult with, at least 1 registered dietitian or nutritionist who has specialized training in neonatal
nutrition, wha will®:
1. collaborate with the medical team to establish feeding protocols, develop patient-specific feeding plans, and help determine nutritional needs at
discharge;
2. establish policies and procedures to verify proper preparation and storage of human milk and formula; and
3. have policies and procedures for dietary consultation for patients in the SCN,
Neonatal Nutrition
{2) The facility will:
1. prov;de a specialized area or room, with limited access and away from the bedside, to accommedate mixing of formula or additives to human
milk?,
2. develop standardized feeding protecols for the advancement of feedings based on the availability of, and family preference for human milk, donor
human milk, fortification of human milk and formula; and
3. have policies and procedures in place for accurate verification and administration of human mitk and formula, and to aveid misappropriation
Lactation and Breastfeeding Support
(aa} The facility will:
1. have personnel with the knowledge and skills to support lactation available at all times;
2. have a certified {actation counselor (CLC), international board-certified lactation consultant (IBCLC) preferred, available for on-site consultation
on weekdays and accessible by telehealth or telephone 24/7; and
3. operationally review CLC and/or IBCLC personnel on an annual basis to establish adequately trained lactation coverage based on the specific need
and volume of the neonatal population served."'
Neoonatal Therapists
(bb} ¥ the facility does not have in-house access to neonatal therapy expertise, the facility will have a formal process in place for providing on-site
consultative services by qualified neonatal therapists to address the 6 core practice domains {environment, family or psychosocial support, sensory
system, neurobehavioral system, neuromotor and musculoskeletal systems, and oral feeding and swallowing) and to provide the appropriate care
for the neonatal population served. The facility will have on-site access to the following as needed'”:
1. an occupational or physical therapist with neonatal expertise, and neonatal therapy certification preferred”; and
2. at least 1 individual skilled in the evaluation and management of neonatal feeding and swallowing concerns, with neonatal therapy certification
preferred
(cc) The facility will operationally review neonatal therapist personnel on an annual basis to maintain adequate multidisciplinary neonatal therapist
coverage based on the specific need and volume of the necnatal population served.'?
Soclal Worker
{dd) The SCN social worker will:
1. be a Master's prepared medical social worker with perinatal and/or pediatric experience.”
{ee) The facility wil:
1. provide 1 social worker for every 30 beds providing level Il neonatal care andfor specialty and subspecialty perinatal care™:
2. have a written description that clearly identifies the responsibilities and functions of the SCN social worker; and
3. have social services available for each family with an infant in the SCN as needed.
Pastoral Care
(ff) Personnel skilled in pastoral care will be available as needed and by family request, and will represent, or have the ability 1o consuli, multiple
religious affiliations representative of the population served®
Retinopathy of Prematurity
(gg) If the facility back transfers infants for convalescent care, the facility must have a process in place to appropriately identify infants at risk for
relingpathy of prematurity to guarantee timely examination and treatment by having"™:
1. documented policies and procedures for the monitoring, treatment, and follow-up of retinopathy of prematurity™'*; and
2. the ability te perform on-site retinal examinations, or off-site interpretation of digital photographic retinal images, by a pediatric ophthalmologist
oF retinal specialist with expertise in retinopathy of prematurity, if needed **>
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Discharge and Follow-up
(hh) Systerns will be in place to establish preparation for SCN discharge, including postdischarge follow-up by general and subspecialty pediatric care
providers, heme care arrangements and community service resources, and enrollment in a developmental follow-up program as needed.
1. The facility will:
i. have written medical, neurodevelopmental, and psychosocial criteria that automatically warrant high-risk neonatal follow-up with appropriate
developmental follow-up services; and
ii. have a written referral agreement with a developmental follow-up clinic or practice, when possible, to provide neurodevelopmental services for
the neonatal population served.

STANDARD VI: LEVEL Il NICU
REQUIREMENTS

Leve! Il NICU Requirements
{a} The Level Il neonatal facility will:
1. provide comprehensive care for infants born at all gestational ages and birth weights, with mild to complex critical conditions or medical
problems requiring sustained life support, hemodynamic support, and/or conventional mechanical ventilation?;
2. have the ability 1o provide high-frequency ventilation, inhaled nitric oxide (INO) delivery, andfor therapeutic hypothermia or have policies and
procedures in place to facilitate neonatal transfer to a higher level of care’.
3. provide care for infants who are back transferred for convalescent care®; and
4. have sufficient experience based on patient volume and a systematic process to assess the quality of care provided to each very low birth weight
infant, including a method to track specific quality indicators including obstetrical and necnatal transfers, review aggregate data using accepted
methodology, and develep action plans as needed to improve patient outcomes L
Neonatal Medical Directer
(b} The NMD will:
1. be a board eligible or certified neonatologist or equivalent;
1. if the neonatologist is certified by The American Board of Pediatrics, they will meet MOC requirements in neonatal-perinatal medicine;
2 complete annual continuing CME specific to neonatology, and
3. demonstrate a current status of NRP completion,
Neonatologists
(¢} The NICU neonatologists will
1. be a board eligible or certified neonatologist or equivalent;
i. if the neonatologist is certified by The American Board of Pediatrics, they will meet MOC requirements in neonatal-perinatal medicine:
. complete annual CME specific to neonatology;
. demonstrate a current status of NRP completion;
. have credentiais that are reviewed by the NMD at least every 2 years; and
. preferably be on-site and immediately available 24/7 or on-call and available to arrive on-site within an appropriate time frame, as defined by the
facility’s policies and procedures.
i, If a neonatologist is not on-site 24/7. a written policy will be in place that defines the criteria for notification and time frame for on-site
presence, and a tracking mechanism for compliance is required.
Privileged Care Providers
{d} Privileged care providers with neonatal-specific training qualified to manage the care of infants with mild to complex critical conditiens, including
emergencies, will be on-site 24/7 and®.
1. demonstrate a current status of NRP completion;
2. complete annual continuing education requirements specific te neonatology; and
3. have their credentials reviewed at least every 2 years by the NMD.
(e} At least 1 person with the skills to perform a complete neonatal resuscitation, including endotracheal intubation, establishment of vascular access,
and administration of medications must be immediately available on-site 24/77; and
1. demonstrate a current status of NRP completion
{f) The facility will establish a written policy for backup privileged care provider coverage that establishes flexibility for variable census and acuity. This policy will
document the criteria for notification and time frame for on-site presence, be based on allocating the appropriate number of competent medical providers to
a care situation, attend to a safe and high-quality work environment, and be operationally reviewed annually for adequacy and adherence?
Nursing Leadership
(g) The tevel Il NICU nurse leader will:
1. be an RN with experience and training in neonatal nursing and conditions, with nursing certification preferred®:
2. have at least a Bachelor of Science in Murging, Master’s preferred;
3. demonstrate a current status of NRP completion;
4. have sufficient experience and expertise to create, and/or support, a program that provides care to infants who require level Nl NICU care;
5. be responsible for inpatient activities in the NICU(s} and, as apprepriate, obstetrical, well newhorn, and/or pediatric units;
6. coordinate with respective neonata’, pediatric, and obstetric care services, as appropriate;
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7. provide oversight of annual neonatal-specific education which includes low-volume, high-risk procedures consistent with the care provided in the
level Il NICU; and
8. foster collaborative relationships with muRtidisciplinary team members, facility leadership, and higher-leve! facilities to create a diverse, equitable,
and inclusive environment to improve the quality of care and patient care outcomes?
Clinica) Nurse Staffing
(h) A written nurse staffing plan is in place that establishes flexibility for variable census and acuity. This plan and actual staffing will be based on
allocating the appropriate number of competent RNs to a care situation, attend to a safe and high-quality work environment, and be operationally
reviewed annually for adequacy and adherence '
Clinical Nurse Staff
(i} Each clinical nurse will:
1. be an RN, with nursing certification specific to the care environment preferred;
2. demonstrate a current status of NRP completion;
3. participate in annual simulation and skills verification, which includes low-volume, high-risk procedures consistent with the types of care provided
in the level Il NICU; and
4. promote a family-centered approach to care, including but not limited to skin-to-skin care, appropriate developmental positioning based on
gestational age, lactation and breastfeeding support, and engagement of families in their infant's care,
{j) If the facility utilizes LPNs or nonlicensed direct care providers to support the clinical nursing staff, the facility must:
1. have written criteria that define the EPNs’ or nonlicensed direct care providers’ scope of neonatal care;
2. provide annual education specific to the care of the necnatal population served; and
3. have a written staffing plan that establishes collaborative work assignments in accordance with the facility’s policies and procedures.
Nursing Orlentation and Education
(k) Level ill NICU nursing orientation will incorporate didactic education, simulation, skills verification, and competency and will be tailored to the
individual needs of the nurse based on clinical experience.®
() The facility will document an annual educational needs assessment to determine the educational needs of the clinical nursing staff and ancillary
team members.
{m) Annual nursing education will address the annual needs assessment and incorporate simulation and skill verification of low-volume, high-risk
procedures consistent with the types of care provided in the level Il NIGU and include education related to serious safety events
Clinlcal Nurse Speclalist
(n) The clinical nurse specialist will:
. be an RN, with neonatal nursing certification and clinical nurse specialist certification preferreds.
. have at least a Bachelor of Science in Nursing, Master’s or Doctorate preferred®;
. demonstrate a current status of NRP completion®;
. foster continuous quality improvement in nursing care®;
. develop and educate staff to provide evidence-based nursing care®;
. be responsible for mentoring new staff and developing team building skills®;
. provide leadership to multidisciplinary teams®;
. facilitate case management of high-risk neonatal patients®; and
. cultivate collaborative relationships with multidisciplinary team members and facility leadership to improve the quality of care and patient care
outcormes.’
{0} The roles and responsibilities of the NICU clinical nurse specialist can be allocated to multiple individuals to perform this role.
Clinical Nurse Educator
{p) The NICU clinical nurse educator will:
1. be an RN, with nursing certification specific to the care environment preferred;
2. have at least a Bachelor of Science in Nursing, Master's preferred;
3. demonstrate a current status of NRP completion;
4. cultivate collaborative relationships with the neonatal nurse leader and facility leadership to improve the quality of care and patient care
outcomes®; and
5. have experience and expertise to evaluate the educational needs of the clinical staff, develop didactic and skill-based educational tools, oversee
education and skills verification, and evaluate retention of content, critical thinking skills, and competency relevant to level Il neonatal care®
{q) The facility will have a dedicated individual with sufficient time allocated to perform the roles and responsibilities of the NISU clinical nurse
educator.
Neonatal Transport
(r) I the facility has a neonatal critical care transport program, it will have an identified director of neonatal transport services ® The director of
negnatal transpert services can be the necnatal medical director or another physician who is a pediatrician, board eligible or certified
neonatologist, pediatric hospitalist, or pediatric medical subspecialist with expertise and experience in neonatal and infant transport.®
1. If the facility does not have its own transport program, the facility must have policies and procedures in place to identify a loca! neonata
transport program to facilitate transport.”
(s) Responsibilities of the director of neonatal transport services include the following:
1. train and supervise staff;
2. provide appropriate review of all transport records®:

—
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3. develop and implement policies and procedures for patient care during transports;
4. develop guidelines for determining transport team composition and medical control and establish a mechanism to track adherence®.
5 establish policies and procedures to provide transport updates and outreach education®:
8. establish a program for evaluating performance by tracking data, identifying trends, and implementing quality improvement initiatives to address
transport performance in a coordinated systematic approach within a culture of safety. equity, and prevention®, and
7 report neonatal transport data and necnatal-specific reviews back to the NPSQIP.
8. The director of necnatal transport services may delegate specific requirements to other person(s) or group(s} but retains the responsibility of
certifying that these functions are addressed appropriately®
{t) The facility will.
1. establish minimum education, experience, and training requirements for all transport team members's:
2. select transport team members based on their experience and competence in the care of necnates and the transport team must collectively have
the ability to provide a leve! of care that is similar to that of the admitting unit'S; and
3. provide annual transport education to all transport team members that incorporates equipment training, didactic education, simuiation, and skills
verification of low-volume, high-risk procedures consistent with the types of care provided during neonatal transport.'®
Neonatal Outreach
(u) The ievel Il facility will provide multidisciplinary outreach education to referring facilities by assessing educational needs and evaluating clinical care
and outcomes, including transport data, as part of collaboration with lower-level neonatal facilities, if applicable.’
Pedlatric Medical Subspeclalists
(v} The facility must have the ability to cbtain pediatric medical subspecialist advice or formal consultation either on-site or by prearranged consultative
agreement using telehealth technology and/or telephone consultation from a distant location from a broad range of pediatric medical subspecialists
including, but not limited to*
1 cardiology, pulmonology, infectious disease, neurology, ophthalmology, endocrinology, hematology, gastroenterology, nephrology, and genetics or
metabolism,
{w} If the pediatric medical subspecialist i3 available for on-site consultation, they will:
1. have credentials to consult at the facility including documented training, certification, competencies, and CME specific to their subspecialty; and
2. document consultations in the medical record within an appropriate time frame and as defined by the facility's policies and procedures
Neonstal Surgleat Program — Optlonal for Level (Il
Pedlatric Surgeons
(x) Pediatric surgeons and pediatric surgical specialists will be available on-site or at another closely related NICU facility®
1. If pediatric surgery is not offered on-site at the facility, policies and procedures will be in place with a facility that provides surgical care to
facilitate transfer of an infant when needed.
i. Infants requiring cardiovascular surgery or extracorporeal membrane oxygenation (ECMO) will be transferred to a facility that provides these
services.
2. If pediatric surgery is accessible on-site, the surgeons will:
i. be available at the bedside within 1 hour of request or identified need'®;
ii. have credentials to provide care at the facility, including documented training, certification, competencies, and continuing education specific to
their pediatric surgery specialty'®;
iii. establish a program for evauvating surgical performance by accurately tracking data, identifying trends, and implementing quality improvement
initiatives to address surgical performance in a coordinated systematic approach within a culture of safety, equity, and prevention'; and
iv. report neonatal surgical and anesthes:a care back to the NPSQIP.
Anesthesiologists
{y) If pediatric surgery is performed on-site, anesthesia providers with pediatric expertise must'®:
1. be on the medical staff and promptly available 24/7 to respond to the bedside within 1 hour of request or identified need";
2. serve as the primary responsible anesthesia provider for all infants <24 mo of age and should serve as the primary anesthesiologist for children
=5 y of age based on the American Society of Anesthesiologists (ASA) physical status classification's, and
3. be physically present for all neonatal surgical procedures for which they serve as the primary responsible anesthes:a provider.'
Latoratory Services
(2) Laboratory services will have:
1. laboratory personnel on-site 24/7;
2. the ability to determine blood type, crossmatch, and perform antibody testing;
3. a blood bank capable of providing bleod component therapy and irradiated, leukoreduced or CMV-negative blood;
i. policies and procedures will be in place to facilitate emergent access to blood and blood component therapy so that the NICU can provide
hematotogic interventions, if applicable;
4, the ability to perform neonatal blood gas monitoring,
5. the ability to perform analysis on small velume samples; and
6. access to perinatal pathology services, if applicable.
{aa) Low-volume specialty laboratory services may be provided by an outside laboratory, but the facility will have policies and procedures in place to
maintain timely and direct communication of all critical value resulls.
Pharmacy
{bb) The facility will have at least 1 registered pharmacist with experience in neonatal andfor pediatric pharmacology wha will:
1. be available for consultation on-gite, or by telehealth or telephone, 24/7:
2. complete continuing education requirements specific to pediatric and neonatal pharmacology; and
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3. participate in muttidisciplinary care, including participation in patient care rounds.

{cc} The facility will have neonatal appropriate total parenteral nutrition {TPN) available 24/7, and:

1. the facility will have a written policy and procedure for the proper preparation and delivery of TPN.

{dd) The pharmacy will have policies and procedures in place to address drug shortages and to verify medications are appropriately allocated to the
level I NICU, and:

1. have policies and procedures in place to verify neonatal competency for pharmacy staff supporting and preparing medications for neonatal
patients.

Diagnostic Imaging
(ee} Radiology services will have:

1. appropriately trained radiology personnel continuously available on-site to meet routine diagnostic imaging needs and to address emergencies;

2. fiuproscopy available on-call 24/7,

i. if fluoroscopy is not offered on-site at the facility, policies and procedures will be in place to facilitate transfer of an infant to a higher level of
care;

3. personnel appropriately trained in the following techniques will be on-call and/or available on-site to perform advanced imaging as requested:
i. ultrasonography, including cranial ultrasonography:

ii. computed tomography (CT); and
iii. magnetic resonance imaging (MR, and

4. the ability to provide timely imaging interpretation by radiologists with pediatric expertise as requested.

(ff) The facility will provide pediatric echocardiography and have the ability to consult with a pediatric cardiologist for timely echocardiography
interpretation as requested.

Respliratory Therapy

(gg) The respiratory care leader will:

1. be a full-time respiratory care practitioner, with neonatal and pediatric respiratory care certification preferred;

2. have sufficient time allocated to oversee the RTs who provide care in the level (Il NIGU;

3. provide aversight of annual simulation and skills verification which includes neonatal respiratory care modalities and low-volume, high-risk
neonatal respiratory procedures;

4. develop a written RT staffing plan that establishes flexibility for variable census and acuity. This plan and actual staffing will be based on
allocating the appropriate number of competent RTs to a care situation, attend to a safe and high-quality work environment, and be operationally
reviewed annually for adherence and to verify respiratory therapy staffing is adequate for patient care needs®; and

5. maintain appropriate staffing ratios for infants receiving supplemental oxygen and positive pressure ventilation.

(hh} Respiratory care practitioners assigned 1o the MICU will:
1. be a respiratory care practitioner with documented experience and training in the respiratory support of newborns and infants, with neonatal
and pediatric respiratory care certification preferred;

2 be on-site 24/7 and immediately available to supervise assisted ventilation, assist in resuscitation, and attend deliveries;

3. demonstrate a current status of NRP completion;

4 participate in annual simulation and respiratory skills verification. which includes low-volume, high-risk procedures consistent with the types of
respiratory care provided in the NICU; and

5. have their credentials reviewed by the respiratory care leader annually for adequacy and adherence

Dietitlan
{ii) At least 1 registered dietitian or nutritionist who has specialized training in neonatal nutrition will have dedicated time allotted to serve the NICU
and will®:
1. collaborate with the medical team to establish feeding protocols, develop patient-specific feeding plans, and help determine nutritional needs at
discharge;

2. establish policies and procedures to verify proper preparation and storage of human milk and formula;
3. participate in multidisciplinary care, including participation in patient care rounds; and
4, have policies and procedures for dietary consultation for infants in the NICU
Neonatal Nutrition
{ji} The facility will:
1. pru\gde a specialized area or room, with limited access and away from the bedside, to accommaodate mixing of formula or additives to human
milk”;
2 develop standardized feeding protocals for the advancement of feedings based on the availability of, and family preference for human milk, donor
human milk, fortification of human mitk and formu'a; and
3. have policies and procedures in place for accurate verification and administration of human milk and formula, and to aveid misappropriation
Lactation and Breastfeeding Support
(kk} The facility will:
1. have personnel with the knowiedge and skills to support lactation available at all times;
2 have an IBCLG available for on-site consultation on weekdays and accessible by teleheaith or telephone 24/7, and

3. operationally review IBCLC personnel on an annual basis 1o establish adequately trained lactation coverage based on the specific need and
volume of the neonatal population served.''
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Neonatal Therapists

(I) The facility will provide on-site consultative services by qualified neonatal therapists to address the 6 core practice domains {environment, family
and psychosocial support, sensory system, neurobehavioral system, neuromotor and musculoskeletal systems, and oral feeding and swallowing} and
to provide the appropriate care for the neonatal population served.'

{mm} The facility will have on-site access to the foliowing necnatal therapists who have dedicated time allocated to serve the NICU:
1. an occupational and/or physical therapist with neonatal expertise. and neonatal therapy certification preferred®; and
2 a speech language pathologist with neonatal expertise, skilled in the evaluation and management of neonatal feeding and swallowing concerns,
and neonatal therapy certification preferred.’

I If swallow studies are not offered on-site at the facility, policies and procedures will be in place to facilitate neonatal transfer to a higher level
of care
(nn) The facility will operationally review neonatal therapist personnel on an annual basis to maintain adequate multidisciplinary neonatal therapist
coverage based on the specific need and volume of the neonatal poputation served.'?
Soclal Worker
{00} The NICU social worker will:
1. be a Master's prepared medical social worker with perinatal and/or pediatric experience.’
{pp} The facility will:

1, provide 1 sotial worker for every 30 beds providing level Ill neonatal care and/or specialty and subspecialty perinatal care®;
2. have a written description that clearly identifies the respensibilities and functions of the NICU social worker: and
3. have social services available for each family with an infant in the NICU as needed.

Pastoral Care

{ag} Personnel skilled in pastoral care will be available as needed and by family request, and will represent, or have the ability to consult, muitiple
religious affiliations representative of the population served®

Retinopathy of Prematurity

(rr) The facility must have a process in place te appropriately identify infants at misk for retinopathy of prematurity to guarantee timely examination and
treatment by having'®:
1. documented policies and procedures for the monitoring, treatment, and follow-up af retinopathy of prematurity™'>; and
2. the ability to perform on-site retinal examinations, or off-site interpretation of digital photographic retinal images, by a pediatric aphthalmalogist

or retinal specialist with expertise in retinopathy of prematurity™'*

Discharge and Follow-up

(ss) Systems will be in place to establish preparation for NICU discharge, including postdischarge follow-up by general and subspecialty pediatric care
providers, home care arrangements and community service resources, and enroliment in a developmental follow-up program as needed.
1. The facility will:

1. have written medical, neurodevelopmental, and psychosocial criteria that automatically warrant high-risk neonatal follow-up with appropriate
developmental follow-up services; and

ii. provide developmental follow-up services or have a written referral agreement with a developmental follow-up clinic or practice, when possible,
to provide neurodevelopmental services for the neonatal population served
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STANDARD ViI: LEVEL IV NICU
REQUIREMENTS

Level I¥ NICU Requirements
{a) The level IV neonatal facility will:

1. provide comprehensive care for infants born at all gestational ages and birth weights, with mild to complex critical conditions or medical
problems requiring sustained life support, hemodynamic support, conventional and high frequency mechanical ventilation, iNO delivery, andfor
therapeutic hypothermia®:

2. have the capability to provide surgical repair of complex congenital or acquired conditions?

3. have the ability to provide ECMO or policies and procedures in place to facilitate neonatal transfer te another unit or facility that provides ECMO?

4. maintain a broad range of pediatric medical subspecialists, pediatric surgical specialists, and pediatric anesthesiologists®;

5. facilitate transport and provide outreach education to lower-level facilities®; and

B. have sufficient experience based on patient volume and a systematic process to assess the quality of care provided, including a method to track
specific quality indicators and clinical diagnoses, review aggregate data using accepted methodology, and develop actich plans as needed to improve
patient outcomes.>'*

Neonatal Medical Director
(b} The NMD wibl:
1. be a board-certified neonatologist or equivalent;
i. if the neonatologist is certified by The American Board of Pediatrics, they will meet MOC requirements in neonatal-perinatal medicine;
2. complete annual CME specific to neonatology; and
3. demonstrate a current status of NRP complation
Neonatologists
(c) The NICU neonatologists will:
1. be a board eligible or certified neonatotogist or equivalent;
i. if the neonatologist is certified The American Board of Pediatrics, they will meet MOC requirements in neonatal-perinatal medicine;
. complete annual CME specific to neonatology,
. demonstrate a current status of NRP completion;
. have credentials that are reviewed by the NMD at least every 2 years; and
preferably be on-site and immediately available 24/7, or on-call and avaiable to arrive on-site within an appropriate time frame, as defined by the
facility's paolicies and procedures.
i. If a neonatologist is not on-site 24/7, a written policy will be in place that defines the criteria for notification and time frame for on-site
presence, and a tracking mechanism for compliance is required,
Privileged Care Providers
(d) Privileged care providers with neonatal-specific training qualified to manage the care of infants with mild to complex critical conditions, including
emergencies, will be on-site 24/7 and®;

1. demonstrate a current status of NRP completion;

2 eomplete annual continuing education requirements specific to neonatology; and

3. have their credentials reviewed at least every 2 years by the NMD.

{e) At least 1 person with the skills to perform a complete neonatal resuscitation, including endotracheal intubation, estabiishment of vascular access
and administration of medications must be immediately available on-site 24/77, and

1. demonstrate a current status of NRP completion

{f) The facility will establish a written policy for backup privileged care provider coverage that establishes flexibility for variable census and acuity
This policy will document the criteria for notification and time frame for on-site presence, be based on allocating the appropriate number of
competent medical providers to a care situation, attend to a safe and high-quality work envirgnment, and be operationally reviewed annually for
adequacy and adherence.’
Rursing Leadership
(g) The level IV NICU nurse leader will:
. be an RN with experience and training in neonatal nursing and conditions, with nursing certification preferred®;
. have at least a Bachelor of Science in Nursing, Master's preferred;
. demonstrate a current status of NRP completion;
. have sufficient experience and expertise to create, andfor support, a program that provides care to infants who require level IV NICU care;
be responsible for inpatient activities in the NICU{s) and, as appropriate, obstetrical. well newborn, and/or pediatric units;
coordinate with respective neonatal, pediatric, and obstetric care services, as appropriate;
provide oversight of annual neonatal-specific education, which includes low-volume, high-risk procedures consistent with the care provided in the
level IV NIGU; and

§. foster collaborative relationships with multidisciplinary team members and facility leadership to create a diverse, equitable, and inclusive
environment to improve the quality of care and patient care outcomes.’

Clinlcal Nurse Staffing

{h) A written nurse staffing plan is in place that establishes flexibility for variable census and acuity. This plan and actual staffing will be based on
allocating the appropriate number of competent RNs to a care situation. attend to a safe and high-quality work environment, and be operationally
reviewed annually for adequacy and adherence ™'
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Clinlcal Nurse Staff
(i} Each clinical nurse will:
1. be an RN, with nursing certification specific to the care environment preferred;
2. demonstrate a current status of NRP completion;
3. participate in annual simulation and skills verification, which includes low-volume, high-risk procedures consistent with the types of care provided
in the level IV NICU; and
4. promote a family-centered approach to care, including but not limited to skin-to-skin care, appropriate developmental positioning based on
gestational age, lactation and breastfeeding support, and engagement of families in their infant's care.
{i) I the facility utilizes LPNs or nonlicensed direct care providers to support the clinical nursing staff, the facility must:
1. have written criteria that define the LPNs’ or nonlicensed direct care providers’ scope of neonatal care;
2. provide annual education specific to the care of the neonatal population served; and
3. have a written staffing plan that establishes collaborative work assignments in accordance with the facility's policies and procedures.
Nursing Orlentation and Education
(k) Level IV NICU nursing orientation will incorporate didactic education, simulation, skills verification, and competency and will be tailored to the
individual needs of the nurse based on clinical experience.®
() The facility will document an annua! educational needs assessment to determine the educational needs of the clinical nursing staff and ancillary
team members.
{m) Annual nursing education will address the annual needs assessment and incorporate simulation and skill verification of low-volume, high-risk
procedures consistent with the types of care provided in the level IV NICU and include education related to serious safety events.
Clinical Nurse Specialist
(n} The clinical nurse specialist will;
1. be an RN, with neonatal nursing certification and clinical nurse specialist certification preferred®;
. have at least a Master of Science in Nursing, Doctorate preferred®;
. demonstrate a current status of NRP completion®;
. foster continuous quality improvement in nursing care®;
. develop and educate staff to provide evidence-based nursing care®;
. be responsible for mentoring new staff and devefoping team building skills®;
. provide leadership to multidisciplinary teams®;
_ facilitate case management of high-risk neonatal patients®; and
. cultivate collaborative relationships with multidisciplinary team members and facility leadership to improve the quality of care and patient care
outcomes ®
(0) The facility will have a dedicated full-time equivalent (FTE} allocated to perform the roles and respongibilities of the NICU clinical nurse specialist
Clinlcal Nurss Edupator
(p) The NICU clinical nurse educator will:
1. be an RN, with nursing certification specific to the care environment preferred;
2. have at least a Bachelor of Science in Nursing, Master’s preferred;
3. demonsirate a current status of NRP completion;
4. cultivate collaborative relationships with the neonatal nurse leader and facility leadership to improve the quality of care and patient care
outcomes®; and
5. have experience and expertise to evaluate the educational needs of the clinical staff, develop didactic and skill-based educational tools, oversee
education and skills verification, and evaluate retention of content, criticai thinking skills, and competency relevant to level IV neonatal care?
{q) The facility will have at least 1 dedicated FTE allocated to perform the roles and respongibilities of the NICU clinical nurse educator.
Additional Neonatal Support Personnel
(r} The facility will foster collaborative and consultative relationships with additional neonatal support personnel to facilitate comprehensive
multidisciplinary care consistent with the types of care provided in the level ¥ NICU.
Neonatal Transport
(s} if the facility has a neanatal critical care transport program, it will have an identified director of neonatal transport services.® The director of
neonatal transport services can be the neonatal medical director or another physician who is a pediatrician, board eligible or certified
neonatologist, pediatrie hospitalist, or pediatric medical subspecialist with expertise and experience in neonatal and infant transport®
1. If the facility does not have its own transport program, the facility must have policies and procedures in place to identify a local neonatal
transport program to facilitate transport®
{t) Responsibilities of the director of neonatal transport services include the following:
1. train and supervise staff®;
2. provide appropriate review of all transport records®;
3. develop and implement policies and procedures for patient care during transport®;
4. develop guidelines for determining transport team composition and medical control and establish a mechanism to track adherence®:
5. establish policies and procedures to provide transport updates and outreach education®;
6. establish a program for evaluating performance by tracking data, identifying trends, and implementing quality improvement initiatives to address
transport performance in a coordinated systematic approach within a culture of safety, equity, and prevention®; and
7. report neonatal transport data and neonatal-specific reviews back to the NPSQIP.
8. The director of neanatal transport services may delegate specific requirements to other person(s) or group(s} but retains the responsibility of
certifying that these functions are addressed appropriatety®
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{u) The facility will:
1. establish minimum education, experience, and training requirements for all transport team members's;
2 select transport feam members based on their experience and competence in the care of neonates and the transport team must collectively have
the ability to provide a level of care that is similar to that of the admitting unit'>: and
3. provide annual transport education to all transport team members that incorporates equipment training, didactic education, simulation, and skills
verification of low-volume, high-risk procedures consistent with the types of care provided during neonatal transport.’®
Neonatal Outreach
{v) The level IV facility will provide multidisciplinary outreach education to referring facilities by assessing educational needs and evaluating clinical
care and outcomes, including transport data, as part of collaboration with lower-level neonatal facilities.
Pedlatric Medical Subspeclalists
{w) The facility must have on-site access to a broad range of pediatric medical subspecialties including, but not limited ta®
1. cardiology, puimonology, infectious disease, neurology. ophthalmology, endocrinology, hematology, gastroenterology, nephrology, and genetics or
metabolism; and
2. the pediatric medical subspecialists must:
i. be readily accessible for in-person consultation,
i. have credentials to consult at the faciity, including documented training, certification, competencies, and continuing education specific to their
subspeciality; and
iii. document consultations in the medical record within an appropriate time frame and as defined by the facility's policies and procedures.
Neconatal Surgical Program — Required for Levael IV
Pedlatric Surgeons
(x) Pediatric surgeons and pediatric surgical specialists will:
1. be available at the bedside within 1 hour of request or identified need and be capable of performing major pediatric surgery, including surgery
for complex conditions'®;
i_if transplant or cardiac surgery is not offered on-site at the facility, policies and procedures will be in place to facilitate neonatal transport to a
facility that provides appropriate surgical care:
2. provide consultation 1o a broad range of pediatric surgical specialists including, but not limited to
i. general pediatric surgery, neurosurgery, urclogy. ophthalmology, otolaryngology, orthopedics, and plastic surgery;
3. have credentials te provide care at the facility, including documented training, certification, competencies, and continuing education specific to
their pediatric surgery specialty'®:
4. establish a program for evaluating surgical performance by accurately tracking data, identifying trends, and impiementing quality improvement
initiatives to address surgical performance in a coordinated systematic approach within a culture of safety, equity, and prevention'®; and
5. report neonatal surgical and anesthesia care back to the NPSQIP.
Anesthesiologists
(y} Pediatric anesthesiologists must:
. be on the medical staff and promptly available 24/7 to respond to the bedside within 1 hour of request or identified need';
2. serve as the primary responsible anesthesia provider for all infants <24 mo of age and should serve as the primary anesthesiologist for children
=5 y of age or based on the ASA physical status classification’®; and
3. be physically present for all neonatal surgical procedures for which they serve as the primary responsible anesthesia provider.'®
Laboratory Services
{(z) Laboratory services will have:
1. laboratory personnet on-site 24/7;
2. the ability to determine blood type, trossmatch, and perform antibody testing;
3. a blood bank capable of providing blood component therapy and irradiated, leukoreduced or CMY-negative blood;
i. policies and procedures will be in place to facilitate emergent access to blood and blood component therapy so that the NICU can provide a full
range of hematologic interventions;
4. the ability to perform neonatal blood gas monitoring;
5. the ability to perform analysis on small volume samples;
6. the capability to process biopsies and perform autopsies; and
7. access to perinatal pathology services, if applicable
(aa) Low-volume specialty laboratory services may be provided by an outside laboratory, but the facility will have policies and procedures in place to
maintain timely and direct communication of all gritical value results,
Pharmacy
{bb) The facility will have at least 1 registered pharmacist with experience in neonatal and/or pediatric pharmacology who will:
1. be available for consultation on-site, or by telehealth or telephone, 24/7:
2. complete continuing education reguirements specific to pediatric and neonatal pharmacology, and
3. participate in muitidisciplinary care, including participation in patient care rounds
{ce) The facility will have neonatal appropriate TPN available 24/7; and
1. the facility will have a written policy and procedure for the proper preparation and delivery of TPN.
{dd) The pharmacy will have policies and procedures in place to address drug shortages and to verify medications are appropriately allgcated to the
level IV NICU; and
1. have policies and procedures in place to verify neonatal competency for pharmacy staff supporting and preparing medications for neonatal
patients.
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Diagnostic Imaging
(ee} Radiology services will have:

1. appropriately trained radiology personnel continuously available on-site to meet routine diagnostic imaging needs and to address emergencies,

2. fluoroscopy available on-call 24/7;

3 personne! appropriately trained in the folowing techniques will be on-call and/or available on-site to perform advanced imaging as requested:

I. ultrasonography, including cranial ultrasonography;
I GT,
lii. MiRL, and

4. the ability to provide timely imaging interpretation by radiologists with pediatric expertise as requested.

(ff} The facility will provide pediatric echocardiography and have the ability to consuit with a pediatric cardiotogist for timely echocardiography
interpretation as requested.

Respiratory Therapy

(gg) The respiratory care leader will:

1. be a full-time respiratory care practitioner, with neonatal and pediatric respiratory care certification preferred;

2. have sufficient time allocated to oversee the RTs who provide care in the level IV NICU;

3. provide oversight of annual simulation and skills venification, mcluding neonatal respiratory care modalities and low-volume, high-risk neonatal

respiratory procedures;

4. develop a written RT staffing plan that establishes flexibility for vanable census and acuity. This plan and actual staffing will be based on
allocating the appropriate number of competent RTs to a care situation, attend to a safe and high-quality work environment, and be operationally
reviewed annually for adherence and to verify respiratory therapy staffing is adequate for patient care needs’; and
maintain appropriate staffing ratios for infants receiving supplemental oxygen and positive pressure ventilation.

(hh) Respiratory care practitioners assigned to the NICU will:

1. be a respiratory care practitioner with documented experience and training in the respiratory support of newborns and infants, with neonatal

and pediatric respiratory care certification preferred;

2 be on-site 24/7 and immediately available to supervise assisted ventilation, assist in resuscitation, and attend deliveries, if applicabie;

. demonstrate a current status of NRP completion;

4. participate in annual simufation and respiratory skills verification, which includes low-volume, high-risk procedures consistent with the types of

respiratory care provided in the NICU; and

5. have their credentials reviewed by the respiratory care leader annually for adequacy and adherence.

Dietitian
{ii) The NICU will have at least | full-time NICU-dedicated registered dietitian or nutritionist available on-site who has specialized training in neonatal
nutrition and will®:
1. collaborate with the medical team to establish feeding protocols, develop patient-specific feeding ptans, and help determine nutritional needs at
discharge;
2. establish policies and procedures to verify proper preparation and storage of human milk and formulg,
3, participate in multidisciplinary care, including participation in patient care rounds; and
4. have policies and procedures for dietary consullation for infants in the NICU.
Neonatal Nutrition
{ij) The facility will:
1. provside a specialized area or room, with limited access and away from the bedside, to accommodate mixing of formula or additives to human
milk”;
2. develop standardized feeding protocols for the advancement of feedings based on the availability of, and family preference for human milk, donor
human milk, fortification of human milk and formula; and
3. have policies and procedures in place for accurate verification and administration of human milk and formula, and to avoid misappropriation
Lactation and Breastfeading Support
{kk) The facility will:

1. have personnel with the knowledge and skills to support lactation available at all times;

2. have an IBCLC available for on-site consultation on weekdays and accessible by telehealth or telephone 24/7; and

3. operationally review IBCLC personnel on an annual basis to establish adequately trained lactation coverage based on the specific need and

volume of the neonatal population served."
Neonatal Theraplsts
() The facility will provide on-site consultative services by qualified neonatal therapists to address the 6 core practice domains (environment, family or
psychosocial support, sensory system, neurobehavioral system, neuromotor and musculoskeletal systems, and oral feeding and swallowing} and to
provide the appropriate care for the neonatal population served.'
(mm) The facility will have on-site access to the following neonatal therapists who have dedicated time allocated to serve the NIGU:
1. an eccupational andfor physical therapist with sufficient necnatal expertise, and neonatal therapy certification preferred®: and
2. a speech language pathologist with neonatal expertise, skilled in the evaluation and management of neonatal feeding and swallowing concerns,
and neonatal therapy certification praferred.5
{nn) The facility will operationally review neonatal therapist personnel on an annual basis to maintain adequate muitidisciplinary neonatal therapist
coverage based on the specific need and volume of the neonatal population served.’?

cn

(=]

PEDIATRICS Volume 151, number 6, June 2023

Downloaded from hitp:/ipublications.aap.org/pediatrics/article-pdi/151/6/e2023061957/1565825/peds_2023061957.pdf

bv auest

W



Child Life Services
{ag) Child life services, or the equivalent, will be available for on-gite consultation to support patient- and family-centered care by establishing and
maintaining therapeutic relationships between patients, family members, multidisciplinary team members, and community resources.
Social Worker
{pp} The NICU social worker will:
1. be a Master's prepared medical social worker with perinatal and/or pediatric experience.?
{qg) The facility will:
1. provide at least 1 social worker for every 30 beds providing level IV neonatal care and/or specialty and subspecialty perinatal care, if applicable®;
2, have a written descripticn that clearly identifies the responsibilities and functions of the NICU social worker; and
3. have social services avalable for each family with an infant in the NICU as needed
Pastoral Care
{rri Persannel skilled in pastoral care will be available as needed and by family request, and will represent, or have the ability to consult, multiple
religious affiliations representative of the population served®
Retinopathy of Prematurity
{ss} The facility must have a process in place to appropmately identify infants at risk for retinopathy of prematurity to guarantee timely examination
and treatment by having'®
1. documented policies and procedures for the monitoring, treatment, and follow-up of retinopathy of prematurity®'3; and
2. the ability to perform on-site retinal examinations, or off-site interpretation of digital photographic retinal images, by a pediatric ophthalmologist
or retinal specialist with expertise in retinopathy of prematurity™**
Discharge and Follow-up
{tt) Systems will be in place to establish preparation for NICU discharge including postdischarge follow-up by general and subspecialty pediatric care
providers, home care arrangements and community service resources, and enroliment in a developmental follow-up program as needed.
1. The facility will:
i have written medical, neurcdevelopmental, and psychosocial criteria that automatically warrant high-risk neonatal follow-up with appropriate
developmental follow-up services; and
ii. provide developmental follow-up services or have a written referral agreement with a developmental follow-up clinic or practice, when
possible, to provide neurodevelopmental services for the neonatal population served.

APPENDIX: NEONATAL LEVELS OF CARE
COMPARISON: LEVEL (I, Il), AND IV}
REQUIREMENTS

Lavel Il Level 1l Level IV
Level of Necnatal Care Requirements
{a) The Levei Il SCN wilt provide comprehensive  (a) The tevel Nl neonatal facility will: (a) The Level IV neonatal facility will:

care of infants born =32 wk or with birth 1. provide comprehensive care for infants 1. provide comprehensive care for infants born

wt =1500 g who? born at all gestational ages and birth at all gestational ages and birth weights,

1. are mild to moderately ill with physiologic weights, with mild to complex critical with mild to complex critical conditions or
immaturity er who have conditions that conditions or medical problems requiring medical problems requiring sustained life
are expected to resolve quickiy®: sustained life support, hemodynamic support, hemodynamic support, conventional

2. are not anticipated to require support, and/or conventional mechanical and high frequency mechanical ventilation,
subspecialty services on an urgent basis% ventitation”; iNO delivery, and/or therapeutic

3. require CPAP or short term (less than 24 h) 2. have the ability to provide high-frequency hypothermia;
conventional mechanical ventilation for a ventidation, INO delivery, and/or therapeutic 2 have the capability to provide surgical repair
condition expected to resolve rapidly or until hypothermia or have policies and procedures of complex congenital or acquired conditions?,
transfer to a higherlevel facility is achieved™ or in place to faciftate neonatal transfer to 3. have the ability to provide ECMD or have pobicies

4 are back transferred from a higherdevel facility ancther unit or facility that provides and procedures in place to facilitate neonatal
for convalescent care” these services” transfer to ancther unit or faciity that provides

3. provide care for infants who are back ECMO?
transferred for convalescent care® and 4. maintain a broad range of pediatric medical

4. have sufficient experience based on patient subspecialists, pediatric surgical specialists, and
volume and a systematic process to assess the pediatric anesthesiologists’
quality of care provided to each very low birth 5. facilitate trangport and provide outreach
weight infant, including a method to track education to lowerlevel facilities”; and
specific quality indicators including obstetrical 6. have sufficient experience based on patient
and neonatal transfers, review aggregate data volume and a systematic process to assess the
using accepted methodology, and develop quality of care provided, including a method
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Level I

Level Il

Level IV

Neonatal Medlcat Director
{b) The NMD will:

1. be a physician who is a board-gligible or
-certified neonatologist or a board-certified
pediatrician with sufficient training and
expertise to assume responsibility of care
for infants who require level Il care,
including endotracheal intubation, assisted
ventilation, and CPAP management, or
equivalent’;

i. if the neonatofogist or pediatrician is
certified by The American Board of
Pediatrics, they will meet MOC
requirements;

2. complete annual CME specific 1o neonatology,
and

3. demonstrate a current status of NRP
completion,

Neonataloglsts

(c) If the NMD and/or on-site provider is not a
neonatologist, the privileged care provider
must maintain a consultative relationship
with a board-certified or -eligible
neonatologist at a higher-level neonatal
facility, and

1. the facility must have a written policy or
guideline that defines the criteria for
neonatologist consultation at a higher-
level neonatal facility.

Privileged Gare Providers

{d) Privileged care providers with pediatric- or
neonatal-specific training qualified to
manage the care of infants with mild to
moderate critical conditions, including
smergencies will5;

1. be continuously available on-site, or on-
call and available to arrive on-site within
an appropriate time frame, as defined by
the facility’s policies and procedures,

i. if the on-site or on-call provider is not
a physician, a written policy will be in

action ptans as needed to improve patient
outcomes 2™

(b} The NMD will:
1. be a hoard-eligible or -certified
neonatologist or equivalent;

i. if the neonatologist is certified by The
American Board of Pediatrics, they will meet
MOC requirements in neonatal-perinatal
medicine;

2. complete annual CME specific to neonatology,
and

3. demonstrate a current status of NRP
completion,

{c) The NICU neonatologists will:
1. be a board-eligible or -certified
neonatologist or equivalent;

i. if the neonatologist is certified by The
American Board of Pediatrics, they will
meet MOC requirements in neonatal-
perinatal medicine;

2 complete annual CME specific to
neonatology:

3. demonstrate a current status of NRP
completion;

4 have credentials that are reviewed by the

NMD at least every 2 years; and

5 preferably be on-site and immediately
available 24/7, or on-call and available to
arrive on-gite within an appropriate time
frame, as defined by the facility’s policies
and procedures.

i. If a neonatologist is not on-site 24/7, a
written palicy will be in place that
defines the criteria for notification and
time frame for on-site presence, and a
tracking mechanism for compiance is
required

(d} Privileged care providers with neonatal-
specific training qualified to manage the care
of infants with mild to complex critical
conditions, including emergencies, will be on-
site 24/7 and™:

1. demonstrate a current status of NRP
completion;

2 complete annual continuing education
requirements specific to neonatology, and

3. have their credentials reviewed at feast
every 2 years by the NMD.

to track specific quality indicators

and ¢linical diagnoses, review aggregate data
using accepted methodology, and develop
action plans as needed to improve patient

outcomes. >

{b) The NMD will:
1. be a board-certified necnatologist or
equivalent;
i. if the neonatologist i3 certified by The
American Board of Pediatrics, they will meet
MOC requirements in neonatal-perinatal
medicine;
2 complete annual CME specific to neonatology;
and
3. demonstrate a current status of NRP completion

{e) The NICU neonatologists witl:
1. be a board-eligible or -certified neonatologist
or squivalent;

i. if the neonatologist is certified by The
American Board of Pediatrics, they will meet
MOC requirements in neonatal-perinatal
medicine;

2. complete annual CME specific to neanatology;

3. demonstrate a current status of NRP
completion;

4. have credentials that are reviewed by the

NMD at least every 2 years; and

5. preferably be on-site and immediately
available 24/7, or on-call and available to
arrive on-site within an appropriate time
frame as defined by the faciity’s policies and
procedures.

i. If a neonatologist 15 not on-site 24/7, a
written policy will be in place that defines
the criteria for notification and time frame
for on-site presence, and a tracking
mechanism for compliance is required

{d) Privileged care providers with neonatal-specific
training qualified to manage the care of infants
with mild to complex critical conditions
including emergencies, will be on-site 24/7
and®
1. demenstrate a current status of NRP
completion;

2. complete annual continuing education
requirements specific to neonatology, and

3. have their credentia’s reviewed at least every
2 years by the NMD.
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Level I

Level I

Level IV

place that defines the criteria for
notification and time frame for on-site
physician presence, and a tracking
mechanism for compiliance is required;
ii. if an infant is maintained on a
ventilator. a pediatric- or neonatal-
specific privileged care provider who
can manage respiratory emergencies
will be immediately available on-site;

2. demonstrate a current status of NRP

completion;

3. complete annual continuing education

requirements specific to neonatology; and

4. have their credentials reviewed at least

every 2 years by the NMD.

(e} At least 1 person with the skills to perform
a complete neonatal resuscitation including
endotracheal mtubation, establishment of
vascular access, and administration of
medications must be immediately available on-
site 24/7"- and
1. demonstrate a current status of NRP

completion

{fy The faciity will establish a written policy for
backup medical care provider coverage that
establishes flexibility for variable census and
acuity. This policy will document the criteria
for notification and time frame for on-site
presence, be based on allocating the
appropriate number of competent privileged
care providers to a care situation, attend to a
safe and high-quality work environment, and
be operationally reviewed annually for
adequacy and adherence?

Nursing Leadership

(g) The level I SCN nurse leader will:

1. be an RN with experience and training in
perinatal nursing and neonatal conditions,
with nursing certification preferred®

. have at least a Bachelor of Science in
Nursing, Master's preferred;

. demaonstrate a current status of NRP
completion;

. have sufficient experience and expertise to
create, and/or support, a program that
provides care to infants who require
level Il SCN care;

§. be responsible for inpatient activities in the
level I SCN and, as appropriate, obstetrical,
well newbarn, and/or pediatric units;

6. coordinate with respective negnatal,

pediatric, and obstetric care services,
as appropriate;

. provide oversight of annual neonatal-
specific education, which includes low-
volumne, high-risk procedures consistent
with the care provided in the leve! Il SCN;
and

h

2]

-

-

{e) At least 1 person with the skills to perform a
complete negnatal resuscitation, including
endotracheal intubation, establishment of
vascular access, and administration of
medications must be immediately on-site
24477 and
1. demonstrate a current status of NRP
completion.
The facility will establish a written policy for
backup medical care provider coverage that
establishes flexibility for variable census and
acuity. This policy will document the criteria
for notificaticn and time frame for on-site
presence, be based on allocating the
appropriate number of competent privileged
care providers to a care situation, aflend to a
safe and high-quality work environment, and
be operationally reviewed annually for
adequacy and adherence.”

(f)

(g} The level Il NICU nurse leader wili:

1. be an RN with experience and training in
neonatal nursing and conditions, with
nursing certification preferred®;

. have at least a Bachelor of Science in

Nursing, Master’s preferred;

3. demonstrate a current status of NRP
compietion;

4, have sufficient experience and expertise to
create, andfor support, a program that
provides care to infants who require
level HI NICU care;

5. be responsible for inpatient activities in the
NIGU{s} and, as appropriate, obstetrical,
well newborn, and/or pediatric units;

6. coordinate with respective neonatal,
pediatric, ant obstetric care services, as
appropriate;

7. provide oversight of annual necnatal-
specific education, which includes low-
volume, high-risk procedures consistent
with the care provided in the level Nl NICU;
and

N

(e) At least 1 person with the skills to perform a
complete neonatal resuscitation, including
endotracheal intubation, establishment of vascular
access, and administration of medications must be
immediately available on-site 24/7’. and
1. demonsirate a current status of NRP

completion.

{f} The facility will establish a written policy for
backup medical care provider coverage that
establishes flexibility for vanable census and acuity.
This policy will document the criteria for
notification and time frame for on-site presence, be
based on allocating the appropriate number of
competent privileged care providers to a care
situation, attend to a safe and high-quality work
environment, and be operationally reviewed
annually for adequacy and adherence®

{g) The level IV NICU nurse leader will

1. be an RN with experience and training in
neonatal nursing and conditions, with
nursing certification preferred®;

2. have at least a Bachelor of Science in
Nursing, Master’s preferred,

3. demonstrate 3 current status of NRP
completion;

4. have sufficient experience and expertise to
create, andfor support, a program that
provides care to infants who require level IV
NIiCU careg;

5. be responsible for inpatient activities n the
NICU(s) and, as appropriate, cbstetrical. well
newborn, and/or pediatric units;

6. coordinate with respective neonatal,
pediatric, and obstetric care services, as
appropriate;

7. provide oversight of annual neonatal-
specific education, which includes
low-volume, high-risk procedures
consistent with the care provided in the
level IV NICU; and

20
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Level Il

Lavat It

8. foster collaborative relationships with
multidisciplinary team members, facility
leadership, and higher-level facilities to
create a diverse, equitable, and inglusive
environment focused on the quality of care
and patient care outcomes®

Clinlcal Nurse Staffing

{h} A written nurse staffing plan is in place that

establishes flexibility for variable census and

acuity. This plan and actual staffing will be
based on allocating the appropriate number
of competent RNs to a care situation, attend
to a safe and high-quality work environment,
and be operationally reviewed annually for
adequacy and adherence ®"

Clinical Nurse Staff

(i) Each cfinical nurse will:

1. be an RN, with nursing certification

specific
to the care environment preferred;

. demonstrate a current status of NRP
completion;

. participate in annual simulation and skills
verification, which includes low-volume,
high-risk procedures consistent with the
types of care provided in the level Il SCN;
and

. promote a family-centered approach to
care, including but not limited to
skin-to-skin care, appropriate
developmental positroning based on
gestational age, lactation and
breastfeeding support, and engagement of
families in their infant’s care
(}} i the facility utilizes LPNs or nonlicensed

direct care providers to support the clinical

nursing staff, the facility must:

1. have written criteria that define the EPNs'
or nonlicensed direct care providers'
scope of neonatal care,

2. provide annual education specific to the
care of the neonatal population served;
and

3. have a written staffing plan that
establishes collaborative work
assignments in accordance with the
facility’s policies and procedures.

Nursing Orlentation and Education
(k) Level Il SCN nursing orientation will

incorporate didactic education, simulation,

skills verification, and competency and will
be tailored to the individual needs of the
nurse based on clinical experience®

() The facility will document an annual
educational needs assessment to determine
the educaticnal needs of the clinical nursing
staff and ancillary team members.

{m} Annual nursing education will address the

annual needs assessment and incorporate

simulation and skills verification of low-

(-]

o

-

8. foster collaborative relationships with
multidisciplinary team members, facility
leadership, and higher-level facilities to
create a diverse, equitable, and inclusive
environment to improve the quality of care
and patient care outcomes®

(h} A written nurse staffing plan is in place that
establishes flexibility for variable census and
acuity. This plan and actual staffing will be
based on allocating the appropriate number
of competent RNs to a care situation, attend
to a safe and high-guality work environment,
and be operationally reviewed annually for

adequacy and adherence.'®

(i) Each chnical nurse will:

1. be an RN, with nursing certification specific
to the care environment preferred;

2. demonstrate a current status of NRP

completion;

. participate in annual simulation and skills
verification, which includes low-volume,
high-risk precedures consistent with the
types of care provided in the fevel ll NICY; and

4. promote a family-centerad approach to care,
inctuding but not limited to skin-to-skin care,
appropriate devefopmental positioning based
on gestational age, lactation and breastfeeding
support, and engagement of families in their
infants care.

(i} If the facility utilizes LPNs or nonlicensed direct
care providers to support the elinical nursing
staff, the facility must:

1. have written criteria that define the LPNs' or
nonlicensed direct care providers' scope of
neonatal care;

2. provide annual education specific to the care
of the neonatal population served; and

3. have a writien staffing plan that establishes
collaborative work assignments in accordance
with the facility’s policies and procedures.

w~

{k) Level Il NICU nursing onentation will
incorporate didactic education, simulation,
skills verification, and competency and will be
tailored to the individual needs of the nurse
based on cfinical experience.?

() The facility will document an annual
educational needs assessment to determine
the educational needs of the clinical nursing
staff and ancillary team members.

(m) Annual nursing education will address the
annual needs assessment and incorporate
simulatipn and skill verification of low-volume,

Level IV

8. foster collaborative relationships with
multidisciplinary team members and facility
leadership to create a diverse, equitable,
and inclusive environment to improve the
quality of care and patient care outcomes.®

(M) A written nurse staffing plan is in place that
establishes flexibility for variable census and
acuity. This plan and actual staffing will be
based on allocating the appropriate number of
competent RNs to a care situation, attend to a
safe and high-quality work environment, and be
operationally reviewed annually for adequacy

and adherence®'®

{i) Each clinical nurse will:

1. be an RN, with purging certification specific
to the care environment preferred,

. demonstrate a current status of NRP
completion;

. participate in annual simulation and skills
verification, which includes low-volume, high-
risk procedures consistent with the types of
care provided in the level IV NICU; and

. promote a family-centered approach to care,
including but not limited to skin-to-skin care,
appropriate developmental positioning based
on gestational age, tactation and
breastfeeding support, and engagement of
families in their infant’s care.

(j) If the facility utilizes LPNs or nonlicensed direct
care providers to support the clinical nursing
staff, the facility must:

1. have written criteria that define the
LPNs' or nonlicensed direct care
providers' scope of neonatal care;

2, provide annual education specific to the
care of the neonatal population served,
and

3. have a written staffing plan that
establishes collaborative work
assignments in accordance with the
facility's policies and procedures

N

o

3

(k} Level IV NIGU nursing orientation will
incorporate didactic education, simulation,
skills verificaticn, and cempetency and will be
tailored to the individual needs of the nurse
based on clinical experience.

{l) The facility will document an annual
educational needs assessment to determine the
educational needs of the clinical nurging staff
and ancillary team members.

(m) Annual nursing education will address the
annhual needs assessment and incorporate
simulation and skill verification of low-volume,
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Laval N1

Level 1l

Lovel IV

volume, high-risk procedures consistent with
the types of care provided in the level Il SCN
and include education related to serious
safety events.

high-risk procedures consistent with the
types of care provided in the level (Il NICU and
include education related to serious safety
events,

high-risk procedures consistent with the types
of care provided in the level IV NICU and
intlude education related to serious safety
events.

Clinical Nurse Speciallst
{n) The clinical nurse specialist will:

1. be an RN, with neonatal nursing
certification and clinical nurse specialist
certification preferred®;

. have at least a Bachelor of Science in
Mursing; Master's or Doctorate preferred®;

{n) The clinical nurse specialist will:

. be an RN, with neonatal nursing certification
and clinical nurse specialist certification
preferred®;

. have at least a Master of Science in Nursing;
Doctorate preferred®;

-

(-]
(]

3. demonstrate a current status of NRP 3. demonstrate a current status of NRP
completion®; completion®;
4. foster continuous quality improvement in 4. foster continuous quality impravement in

nursing care®;
. develop and educate staff to provide develop and educate staff to provide
evidence-based nursing care®; evidence-based nursing care®;
. be respensible for mentoring new staff and 6. be responsible for mentoring new staff and
developing team building skills®; developing team building skills®;
. provide leadership to multidisciplinary . provide leadership to muttidisciplinary teams®;
teams®; . faciltate case management of high-risk neonatal
8. facilitate case management of high-risk patients®; and
neonatal patients®; and . cultivate collaborative relationships with
9. cultivate coltaborative relationships with multidisciplinary team members and facility
multidisciplinary team members and leadership to improve the quality of care and
facility leadership to improve the quality of patient care outcomes®
¢are and patient care outcomes.’ (o) The facility will have a dedicated FTE allocated to
{o) The roles and responsibilities of the NICU perform the roles and responsibilities of the NICU
clinical nurse specialist can be allocated to clinical nurse specialist.
multiple individuals to perform this role.

nursing care®;

(=] o
o

=4
-

w

Clinical Nurse Educator
(n} The level Il SCN clinical nurse educator or (p) The NICU clinical nurse educator will
perinatal nurse educator will: 1. be an RN, with nursing certification specific
. be an RN, with nursing certification to the care environment preferred,
specific to the care environment . have at least a Bachelor of Science in
preferred; Nursing; Master's preferred;

(p) The NICU clinical nurse educator wilk:
1. be an RN, with nursing certification specific to
the care envirohment preferred;
2. have at least a Bachelor of Science in
Nursing: Masters preferred;

—
N

2. have at least a Bachelor of Science in 3. demonstrate a current status of NRP 3. demonstrate a current status of NRP
Nursing; Master’s preferred, completion; completion;
3. demonstrate a current status of NRP 4. cultivate collaborative relationships with 4_cultivate collaborative relationships with the

completion; the neonatal nurse leader and facility
4, cultivate collaborative relationships with leadership to improve the quality of care
the neonatal nurse leader and facility and patient care gutcomes®; and
leadership to improve the quality of care 5. have experience and expertise to evaluate
and patient care outcomes®; and the educational needs of the clinical staff,
5. have experience and expertise to evaluate develop didactic and skill-based
the educaticnal needs of the clinical staff, educational tools, oversee education and
develop didactic and skill-based skills verification, and evaluate retention
educational tools, oversee education and of content, critical thinking skills, and contert, critical thinking skills, and
skills verification, and evaluate retention competency relevant to level lll negnatal competency relevant to level ¥ neonatal
of content, critical thinking skills, and care® cara®
competency refevant to level Il neonatal {q) The facility will have a dedicated individual (@) The facility will have at least 1 dedicated FTE
care? with sufficient time allocated to perform the allocated to perform the roles and responsibilities
{0} The facility will have a dedicated individual roles and responsibilities of the NICU clinical of the NICU clinical nurse educator.
with sufficient time allocated to perform the nurse educator.
roles and responsibilities of the clinical
nurse educator.

neonatal nurse leader and facility leadership
to improve the quality of care and patient
care outcomes®; and

5. have experience and expertise to evaluate
the educational needs of the cknical staff,
develop didactic and skitlbased educational
tools, oversee education and skills
verification, and evaluate retention of
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Level 1l Level 1 Level W

Additional Neonatal Support Personnel

(r} The facility will foster collaborative and
consuitative relationships with additional
neonatal support personnel to facilitate
comprehensive multidisciplinary care consistent
with the types of care provided in the level IV

NIGU.
Neonatal Transport

(p} The facility will have palicies and
procedures in place to identify a local
neonatal transport program to facilitate
neonatal transport to a higher-level neonatal
facility.

{r} If the facility has a neonatal critical care
transport program, it will have an identified
director of nasnatal transport services® The
director of neonatal transport services can be
the neonatal medical director or another

(s} If the facility has a neonatal eritical care
transport program, it will have an identified
director of neanatal transport services.® The
director of neonatal transport services can be

physician who is a pediatrician, board-eligible
or -certified neonatologist, pediatric
hospitalist, or pediatric medical subspecialist
with expertise and experience in neonatal and
infant transport.®

1,

If the facility does not have its own
transport program, the facility must have
policies and procedures in place to identify
a local neonatal transport program to
facilitate transport.®

(s) Responsibilities of the director of neonatal
transport services include the following:

—

ol

-

-

- train and supervise staff®;
2.

provide appropriate review of all transport
records®;

develop and implement policies and
procedures for patient care during
transport®;

develop guidelines for determining
transport team composition and medical
control, and establish a mechanism to
track adherence®,

establish policies and procedures to
provide transport updates and outreach
education®:

. astablish a program for evaluating

performance by tracking data, identifying
trends, and implementing quality
improvement initiatives to address
transport performance in a coordinated
systematic approach within a culture of
safety, equity. and prevention®; and

. report neonatal transport data and

neonatal-specific reviews back to the
NPSQIP.

. The director of neonatal transport services

may delegate specific requirements to
other person(s) or group(s) but retains
the responsibility of certifying that these
functions are addressed appropriately®

(t} The facility will:

1

2

establish minimum education, experience,
and training requirements for all transport
team members'™:;

select transport team members based on
their experience and competence in the
care of neonates and the transport team
must collectively have the ability to provide

the neonatal medical director or another

physician who is a pediatrician, board-eligible

or -certified neonatologist, pediatric hospitalist,
or pediatric medical subspecialist with
expertise and experience in neonatal and infant
transport.”

1. If the facility does not have its own transport
program, the facility must have policies and
procedures in place to identify a local
negnatal transpert program te faciitate
transport

{t} Responsibilities of the director of neonatal

transport services include the following:

. train and supervise staff®,

2. provide appropriate review of all transport

records®;

develop and implement policies and

procedures for patient care during transport®,

. develop guidelines for determining transport
team composition and medical control, and
establish a mechanism te track adherence®;

. establish policies and procedures to provide
transport updates and outreach education®:

6. establish a program for evaluating performance

by tracking data, identifying trends, and

Implementing quality improvement initiatives to

address transport performance in a

coordinated systematic approach within a

culture of safety, equity, and prevention®; and

report neonatal transport data and neonatal-

specific reviews back to the NPSQIP.

8. The director of neonatal transport services may
delegate specific requirements to ather
person(s) or group(s) but retains the
responsibility of certifying that these functions
are addressed appropriately®

{u) The facility will:

1. establish minimum education, experience, and
training requirements for all transport team
members'®.
select transport team members based on their
experience and competence in the care of
neonates and the transport team must
collectively have the ability to provide a level of
care that is simdar to that of the admitting
unit’®; and
3. provide annua! transport education to all

transport team members, which incorporates

equipment training, didactic education,

el

FS

o

-~

»
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Level I

Lovel I

Lovel ¥

Neonatal Qutreach

Pedlatric Medical Subspecialists

(g} Policies and procedures will be in place for
referral to a higher lavel of naonatal care
when pediatric medical subspecialty or
pediatric surgical specialty consultation and/
or intervention is needed.

Neonatal 8urglcal Program
Pediatric Surgeons
(Opticna! for fevel lll, but required for level V)

a leve! of care that is similar to that of
the admitting unit'®; and

. provide annual transport education to all
transport team members, which
incorporates equipment traning, didactic
education, simulation, and skills
verification of low-volume, high-risk
procedures consistent with the types of
care provided during neonatal transport.'s

(2]

{u) The level Il facility will provide

multidisciplinary outreach education to
referring facilities by assessing education
needs and evaluating clinical care and
outcomes, including transport data, as part of
collaboration with lower-level neonatal
facilities, if applicable.®

(v} The facility must have the ability to obtain

pediatric medical subspecialist advice or
formal consultation either on-site or by
prearranged consultative agreement using
telehealth technology and/or telephone
consultation from a distant location, from a
broad range of pediatric medical
subspecialists including, but not limited to®:
1. cardiology, putmonology, infectious disease,
neurclogy, ophthalmology, endocrinology,
hematology, gastroenteralpgy, nephrology,
and genetics or metabolism

(w) If the pediatric medical subspecialist is

available for on-site consultation, they will:

i, have credentials to consult at the facility
which includes documented training,
certification, competencies, and continuing
education specific to their subspeciatty: and

2. document consultations in the medical
record within an appropriate time frame
and as defined by the facilitys policies and
procedures.

{x} Pediatric surgeons and pediatric surgical

specialists will be available on-site or at

another closely related NIGU facility®

1. If pediatric surgery is not offered on-site at
the facility, policies and procedures will be
in place with a facility that provides
surgical care to facilitate transfer of an
infant when needed.

i. infants requiring cardiovascular surgery or
ECMO will be transferred to a facility that
provides these services.

2. If pediatric surgery is accessible or-site, the
surgeons will:

simulation, and skills verification of lowwolume,
high-risk procedures consistent with the types of
care provided during neonatal transport ™

{v} The level IV facility will provide multidisciplinary
outreach education to referring facilities by
assessing education needs and evaluating
clinical care and outcomes, including transport
data, as part of collaboration with lower-level
neonatal facilities ®

(w) The faciity must have on-site access to a
broad range of pediatric medical subspecialties
including, but not limited to*

1. cardiglogy, pulmonology, infectious disease,
neurology, ophthalmology. endocrinology,
hematology, gastroenterology, nephrology, and
genetics or metabolism; and

2. the pediatric medical subspecialists must:

1, be readily accessible for in-persen
consultation;

ii. have credentials to consull at the facility,
including documented training, certification,
competencies, and continuing education
specific to their subspeciality; and

jii. document consultations in the medical
record within an appropriate time frame and
as defined by the facility’s policies and
procedures.

(x} Pediatric surgeons and pediatric surgical
specialists will:

1. be available at the bedside within 1 hour of
request or identified need and be capable of
performing major pediatric surgery, including
surgery for complex conditions'®:

i. if transplant or cardiac surgery is not
offered on-site at the facility, policies and
procedures will be in place to facilitate
neonatal fransport to a facility that
provides appropriate surgical care,

2, provide consultation to a broad range of

pediatric surgical specialists including, but

not limited to™'%:

24 FROM THE AMERICAN ACADEMY OF PEDIATRICS

Evown!o?ded from hitp://publications.aap.org/pediatics/articte-pdi/151/6/e2023061957/1565825/peds_2023061957.pdf
oues



Continued

Level Ul

Level I

Anesthesiologists

Laboratory Services
{r) Laboratory services will have:

1. labgratory personnel on-site 24/7;
2. the ability to determine blood type,

¢rossmatch, and perform antibody testing;

3. a blood bank capable of providing blood
component therapy and irradiated,
leukoreduced or CMV-negative blood;

4. the ability to perform neonatal blood gas
monitoring; and

5. the ability to perform analysis on small
volume samples.

(s) Low-volume specialty laboratory services

may be provided by an outside laboratory,
but the facility will have policies and
procedures in place to verify timely and
direct cornmunication of all critical value
results.

i. be available at the bedside within 1 hour of
request or identified need™

ii. have credentials 1o provide care at the
facility, including documented training,
certification, competencies, and continuing

education specific to their pediatric surgery

specialty’®;

iii. establish a program for evaluating surgical
performance by accurately tracking data,
identifying trends, and implementing quality
improvement initiatives to address surgical
perfarmance in a coordinated systematic
approach within a culture of safety, equity,
and prevention'®; and

iv. report negnatal surgical and anesthesia
care back to the NPSQIP

(y)} If pediatrie surgery is performed on-site,

anesthesia providers with pediatric expertise
must'®:

24/7 to respond to the bedside within 1 hour
of request or identified need';

2. serve as the primary responsible anesthesia
provider for all infants <24 mo of age and
should serve as the primary anesthesiologist
for children =5 y of age based on the ASA
physical status classification'®. and

3. be physically present for all neonatal surgical
procedures for which they serve as the
primary responsible anesthesia provider.'

(2) Laboratory services will have:

1. laboratory personnel on-site 24/7;

2. the ability to determine blood type,
crossmatch, and perform antibody testing,

3. a blood bank capable of providing blood
component therapy and irradiated,
leukoreduced or CMV-negative blood;
i. policies and procedures will be in place

to facilitate emergent access to blood

and blood component therapy so that the
NICU can provide hematologic interventions,

if applicable;
4. the ability to perform neonatal blood gas
monitoring
5. the ability to perform analysis on small
volume samples; and
B. access to perinatal pathology services, if
applicable.

(aa) Low-volume specialty taboratory services may

be provided by an outside laboratory, but the
facility will have policies and procedures in
place to maintain timely and direct
communication of all critical value resutts.

. be on the medical staff and promptly available

i. general pediatric surgery, neurosurgery,
urology, ophthalmology, otolaryngology,
orthopedics, and plastic surgery:

3. have credentials to provide care at the
facility, including documented training,
certification, competencies, and continuing
education specific to their pediatric
surgery specialty’®;

4 establish a program for evaluating surgical
performance by accurately tracking data,
identifying trends, and implementing
quality improvement initiatives to address
surgical performance wn a coordinated
systematic approach within a culture of
safety, equity, and prevention'®. and

&. report neonatal surgical and anesthesia
care back to the NPSQIP.

{y) Pediatric anesthesiologists must;

i

be on the medical staff and promptly
available 24/7 to respond to the

bedside within 1 hour of request or
identified need's.

serve as the primary responsible anesthesia
provider for all infants <24 mo of age and
should serve as the primary anesthesiologist
for children =5 y of age or based on the
ASA physical status classification'®: and

. be physically present for all necnatal

surgical procedures for which they serve
as the primary responsible anesthesia
provider. '

(z) Laboratory Services will have:

1.
2.

3

b

o

-

=~

(aa)

laboratory personnel on-site 24/7;

the ability to determine blood type,
crossmatch, and perform antibody testing,

a blood bank capable of providing blood
component therapy and irradiated,
leukoreduced or CMV negative blood,

i. policies and procedures will be in place to
facilitate emergent access to blood and
bloed compenent therapy so that the NICU
can provide a full range of hematologic
interventions;

the ability to perform neonatal blood gas
monitoring,

the ability to perform analysis on small
volume samples,

the capab:lity to process biopsies and
perform autopsies; and

access to perinatal pathology services, if
applicable

Low-volume specialty laboratory services may
be provided by an outside taboratory, but the
facility will have policies and procedures in
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Level Il

Level 11}

Level IV

Pharmacy

(t} The facility will have at {east 1 registered
pharmacist with experience in neonatal and/
or pediatric pharmacology who will;

1. be available for consuitation on-site, or by
telehealth or telephone, 24/7;

2. compiete continuing education
requirements specific to pediatric and
neonatal pharmacology; and

3. participate in multidisciplinary care, as
needed.

(u) The pharmacy will have policies and
procedures in place to address drug
shortages and to verify medications are
appropriately allocated to the level N SCN;
and
1. have policies and procedures in place to

verify neonatal competency for pharmacy
staff supporting and preparing
medications for neonatal patients,

Dlagnostic Imaging
(v} Radiology services will have;

1. appropriately trained radiology
personable available on-site to meet routine
diagnostic iImaging needs and to address
emergencies;

2. personnel appropriately trained in
ultrasonography, including cranial
ultrasonography, will ba on-call and/or
available on-site to perform advanced
imaging as requested; and

3. the ability to provide timely imaging
interpretation by radiologists with
pediatric experbse as requested.

Respiratory Therapy
(w) The respiratory care leader will:

1. be a fulltime respiratory care practitioner,
with neonatal and pediatric respiratory
care certification preferred;

2 have sufficient time allocated to oversee

{bb) The facility will have at least 1 registered
pharmacist with experience in neonatal and/

or pediatric pharmacology who will:

1. be available for consultation on-site, or
by telehealth or telephone, 24/7;

2. complete continuing education
requirements specific to pediatric and
neonatal pharmacology; and

3. participate in multidisciplinary care,
including participation in patient care
rounds.

{cc) The facility will have neonatal appropriate

TPN available 24/7; and

1. the facility will have a written policy and

procedure for the proper preparation and
delivery of TPN.

{dd) The pharmacy will have policies and

procedures in place to address drug
shortages and to verfy medications are
appropriately allocated to the tevel Il NICL:
and

1. have policies and procedures in place to

verify neonatal competency for pharmacy
staff supporting and preparing medications

for neonatal patierts.

(ee) Radiology services will have:

1. appropriately trained radiology personnel
available on-site to meet routine
diagnostic imaging needs and to address
emergencies;

2. fluoroscopy available on-call 24/7,

i. if fluoroscopy is not offered on-site at the
facility, policies and procedures will be in
place to facilitate transfer of an infant to a
higher level of care,

3. personne! appropriately trained in the
following techniques will be on-cali and/for
available on-site to perform advanced
imaging as requested:

i. ultrasonography, including cranial
ultrasonograghy:

ii. CT;

iii. MR, and

4. the ability to provide timely imaging
interpretation by radiologists with pediatric
expertise as requested.

{ff) The facility will provide pediatric

echocardiography and have the ability to
consult with a pediatric cardiologist for timely
echocardiography interpretation as requested.

{gg) The respiratory care leader will:

1. be a fullime respiratory care practitioner,
with neonatal and pedatric respiratory care
certification preferred,

2. have sufficient time allocated to oversee the

place to maintain timely and direct
communication of all critical value results

(bb) The facility will have at least 1 registered

pharmacist with experience in neonatal and/

or pediatric pharmacology who will:

1. be available for consultation on-site, or by
telehealth or telephone, 24/7,

2. complete continuing education requirements
specific to pediatric and necnatal
pharmacology; and

3. participate in multidisciplinary care, including
participation in patient care rounds.

{cc) The facility will have neonatal appropriate TPN

available 24/7. and

1. the facility will have a written policy and
procedure for the proper preparation and
delivery of TPN

(dd} The pharmacy will have policies and

procedures in place to address drug

shortages and 1o verify medications are

appropriately allocated to the level IV NIGU:

and

1. have policies and procedures in place to
verify neonatal competency for pharmacy
staff supporting and preparing medications
for neonatal patients.

{ee) Radiology services will have:

1. appropriately trained radiclogy personng!
available on-site to meet routine diagnostic
imaging needs and to address emergencies;

2. fluoroscopy available on-call 24/7:

3. personnel appropriately trained in the
following techniques will be on-call and/or
available on-site to perform advanced
imaging as requested.

i. ultrasonography, including cranial
ultrasonography;

ii. €T,

iti. MR, and

4. the ability to provide timely imaging
interpretation by radiologists with pediatric
expertise as requested.

{ff} The facility will provide pediatric

echocardiography and have the ability to
consult with a pediatric cardiologist for
timely echocardiography interpretation as
requested.

{gg) The respiratory care leader will:

1. be a full-time respiratory care practitioner,
with neonatal and pediatric respiratory care
certification preferred,

2, have sufficient time allocated to oversee the
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Level Il

Level (0

Level IV

the RTs who provide care in the level Il SCN;

. provide oversight of annual simulation and
skills verification, which includes neonatal
respiratory care modalities and low-volume,
high-risk neonatal respiratory procedures;

. develop a written RT staffing plan that
establishes fleabiity for variable census and
acuity. This plan and actual staffing will be
based on allecating the appropriate number
of competent RTs 1o a care situation, attend
to a safe and high-quality work environment,
and be operationally reviewed annually
for adherence and to verify respiratory
therapy staffing is adequate for patient
care needs®, and

5. maintain appropriate staffing ratios for

infants receiving supplemental oxygen and
positive pressure ventilation.

(X} Respiratory care practitioners assigned to
the SCN wilk:

. be a respiratory care practitioner with
documented experience and training in the
respiratory support of newborns and infants,
with neonatal and pediatric respiratory care
certification preferred;

. be on-site 24/7 and immediately available
when an infant is supported by assisted
ventilation or CPAP,

(<]

.

]

=

{hh)

RTs who provide care in the level Il NICU;
provide oversight of annual simulation and
skills verification, which includes neonatal
respiratory care modalities and lowvolume,
high-risk neonatal respiratory procedures;

. develop a written RT staffing plan that

establishes flexibility for variable census

and acufty. This plan and actual staffing will

be based on allpcating the appropriate

number of competent RTs to a care
situation, attend to a safe and high-quality
work environment, and be operationally
reviewed annually for adherence and to
verify respiratory therapy staffing is
adequate for patient care needs; and
maintain appropriate staffing ratios for
infants receiving supplemental oxygen and
positive pressure ventilation.

Respiratory care practitioners assigned to the

NIGU will:

1. be a respiratory care practitioner with
documented experience and training in the
respiratory support of newborns and
infants, with neonata! and pediatric
respiratory care certification preferred;

2. be onsite 24/7 and immediately available to
supervise assisted ventilation, assist in
resuscitation, and attend deliveries,

2

-

o

{hh}

RTs who provide care in the level i NICU;
provide oversight of annual simulation and
skills verification, which includes neonatal
respiratory care modalities and low-volume,
high-risk neonatal respiratory procedures;
deveiop a written RT staffing plan that
establishes flexibility for variable census and
acuity. This plan and actua! staffing will be
based on allocating the appropriate number
of competent RTs to a care situation, attend
to a safe and high-quality work environment,
and be operationally reviewed annually for
adherence and to verify respiratory therapy
staffing is adequate for patient care needs®
and

. maintain appropriate staffing ratios for

infants receiving supplemental oxygen and
positive pressure ventilation

Respiratory care practitioners assigned to the

NIGU will:

. be a respiratory care practitioner with
documented experience and training in the
respiratory support of newborns and infants,
with neonatal and pediatric respiratory care
certification preferred;

2. be on-site 24/7 and immaediately available to

supervise assisted ventilation, assist in
resuscitation, and attend deliveries, if

3. be able to attend deliveries and assist with 3. demonstrate a current status of NRP applicable;
resuscitation as requested; completion; 3. demonstrate a current status of NRP
4, demonstrate a current status of NRP 4, participate in annual simulation and completion;

completion;

. participate in annual simulation and
respiratory slolls verification, which includes
low-volume, high-risk precedures consistent
with the types of respiratory care provided in
the SCN; and

o

respiratory skills verification, which includes
low-volume, high-risk procedures consistent
with the types of respiratory care provided
in the NICU; and

5. have their credentials reviewed by the
respiratory care leader annually for

4. participate in annual simulation and
respiratory skills verification, which includes
low-valume, high-risk procedures consistent
with the types of respiratory care provided in
the NICY; and

. have their credentials reviewed by the

on

6. have their credertials reviewed by the adequaty and adherence respiratory care leader annually for adequacy
respiratory care leader annually for adequacy and adherence.
and adherence.
Dietitian

(y) The facility must have, or have the ability to
consult with, at least 1 registered dietitian

(ii) At least 1 registered dietitian or nutritionist
who has specialized training in neonatal

(i) The NICU will have at least 1 full-time NIGU-
dedicated registered dietitian or nutritionist

or nutritionist who has specialized training
in neonatal nutrition, who will™:

collaborate with the medical team to
establish feeding protecols, develop
patient-specific feeding plans, and help
determine nutritiona’ needs at discharge;

—

e

—

nutrition will have dedicated time allotted to
rve the NICU and witt®:

. collaborate with the medical team to

establish feeding protocols, develop patient
specific feeding plans, and help determine
nutritional needs at discharge;

available on-site who has specialized training in
neonatal nutrition and will™:

1.

collaborate with the medical team to
establish feeding protocols, develop patient-
specific feeding plans, and help determine
nutritional needs at discharge;

2 establish policies and procedures to verify 2. establish policies and procedures to verify 2. establish policies and procedures to verify
proper preparation and storage of human proper preparation and storage of human proper preparation and storage of human
milk and formula; and milk and formula; milk and formuia;

3. have policies and procedures for digtary 3. participate in multidisciplinary care, 3. participate in multidisciplinary care, including
consultation for infants in the SCN. including participation in patient care participation in patient care rounds; and

rounds; and 4. have policies and procedures for dietary

consultation for infants in the NICU.
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Levet Il

Lavel I

Neonatal Nutrition
(2) The facility will:

1. provide a specialized area or room, with
limited access and away from the bedside,
to accommodate mixing of formula or
additives to human milk®;

2. develop standardized feeding protocols for
the advancement of feedings based on the
availability of, and family preference for,
hurnan milk, donor human milk, fortification
of human milk, and formula; and

3. have policies ang procedures in place for
aecurate verification and administration of
human milk and formula and to avoid
misappropriation.

Lactation and Breastfeeding Support
{aa} The facility will:

1. have personnel with the knowledge and
skills to support lactation available at all
times;

2. have a CLC, IBCLC preferred,
available for on-site consultation on
weekdays and accessible by telehealth
or telephone 24/7; and

3. operationally review CLC andfor IBCLC
personnel on an annual basis to establish
adequately trained lactation coverage
based on the specific need and volume of
the neonatal population served."

Neonatal Theraplsts

(bb) If the facility does not have in-house
access {o neonatal therapy expertise, the
facility will have a formal process in place
for providing on-site consultative services
by qualified neonatal therapists to address
the 6 core practice domains (environment,
family or psychosaocial support, sensory
system, neurobehavioral system,
neurgmaotor and musculoskelgtal systems,
and oral feeding and swallowing) and to
provide the appropriate care for the
neonatal population served. The facility
will have on-site access to the following
as needed'®:

1. an gccupational or physical therapist with
neonatal expertise, and neonatal therapy
certification preferred® and

2. at least 1 individua! skilled in the
evaluation and managernent of neonatal
feeding and swallowing concerns, with
neonatal therapy certification preferred®

{cc) The facility will operationally review neonatal
therapist personnel on an annual basis to
maintain adequate multidisciplinary neonatal
therapist coverage based on the specific need
and volume of the neonatal poputation
served.”?

4. have policies and procedures for dietary
consultation for infants in the NICU.

{ij) The facility will:

1. provide a specialized area or room, with
limited access and away from the bedside,
to accommaodate mixing of formula or
additives to human milk®;

2. develop standardized feeding protocols for
the advancement of feedings based on the
availability of, and family preference for,
hurnan milk, donor human milk, fortification
of human milk, and formula; and

3. have policies and procedures in place for
accurate verification and administration of
human milk and formula and to avoid
misapprapriation.

(kk) The facility will:

1. have personnel with the knowledge and
skills to support lactation avaitable at all
times;

. have an IBCLC available for on-site consultation
on weekdays, and accessible by telehealth or
telephone 24/7; and

3. operationally review [BCLC personnel on an

annual basis to establish adequately trained
lactation coverage based on the specific need
and volume of the neonatal population
served."

N

(I} The facility will provide on-site consultative
services by qualified neonatal therapists to
address the 6 core practice domains
(environment, family or psychosocial
support, sensory system, neurobehaviora
system, neuromotor and musculoskeletal
systems, and oral feeding and swallowing)
and to provide the appropriate care for
the neonatal popufation served.'”

following neonatal therapists who have
dedicated time allocated to serve the NICU
1. an occupational andfor physical therapist
with sufficient neonatal expertise, and
neonatal therapy certification preferred®. and
2. a speech language pathologist with
neonatal expertise, skilled in the
evaluation and management of
neonatal feeding and swallowing
concerns, and neonatal therapy
certification preferred.®
i. If swallow studies are not offered
on-site at the facility, policies and
procedures will be in place to
facilitate neonatal transfer to a higher
level of care

{nn) The facility will operationally review neonatal

therapist personne! on an annual basis to
maintain adequate multidisciplinary neonatal

(ij) The facility will:

1. provide a specialized area or room, with
limited access and away from the bedside, to
accommodate mixing of formula or additives
to human milk’;

2. develop standardized feeding protocols for
the advancement of feedings based on the
availability of, and family preference for,
human milk, donor human milk, fortification
of human milk, and formula; and

3. have policies and procedures in place for
accurate verification and administration of
human milk and formula and to avoid
migappropriation.

(kk} The facility will:

1. have personnel with the knowledge and skills
to support lactation available at all times;

2. have an IBCLC available for on-site consuttation
on weekdays, and accessible by telehealth or
telephone 24/7; and

3. aperationally review IBCLC personnel on an
annual basis to establish adequately trained
lactation coverage based on the specific need
and volume of the neonatal population served."

(I} The facility will provide on-site consultative
services by qualified neonatal therapists to
address the 6 core practice domains
{environment, family or psychosacial support,
sensory system, neurobehavioral system,
neuromotor and musculoskeletal systems, and
oral feeding and swallowing) and to provide the
appropriate care for the neonatal population
served.”

{mm) The facility will have on-site access to the {mm) The facility will have on-site access to the

following neonatal therapists who have

dedicated time allocated to serve the NICU:

1. an occupational andfor physical therapist
with sufficient neonatal expertise, and
neonatal therapy certification preferred®; and

. a speech language pathologist with neonatal
expertise, skilled in the evaluation and
management of neonatal feeding and
swallowing concerns, and neonatal therapy
certification preferred®

N

{nn) The facility will pperationally review neonatal

therapist personnel on an annual basis te
maintain adequate multidisciplinary neonatal
therapist coverage based on the spegific need
and volume of the neonatal population
served."”
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Level Il

Child Life Services

Soclal Worker
{dd) The SCN social worker will:

1. be a Master's prepared medical social
worker with perinatal and/or pediatric
experience.”

{ee} The facility will:

1. provide | social worker for every 30 beds
providing level Il neonatal care andfor
specialty and subspecialty perinatal care®,

2. haye a written description that clearly
identifies the responsibilities and functions
of the SCN social worker; and

3. have social services available for each
family with an infant in the SCN as
needed.

Pastoral Care

{ff) Personnel skilled in pastoral care will be
available as needed and by family request
and will represent, or have the ability to
consult, multiple religious affiliations
representative of the population served.?

Retinopathy of Preamaturity

{gg) If the facility back transfers infants for

convalescent care, the facility must have a

process in place to appropriately identify

infants at risk for retinopathy of
prematurity to guarantee timely
examination and treatment by having'>:

1. documented policies and procedures for
the monitoring, trestment, and follow-up of
retinopathy of pnemalur‘ftys‘";

2. the ability to perform on-site retinal
examinations, or off-site interpretation of
digital photographic vetinal images, by a
pediatric ophthalmologist or retinal
specialist with expertise in retinopathy
of prematurity, if needed>"

Discharge and Follow-up

{hh) Systems will be in place to establish
preparation for SCN discharge, including
postdischarge follow-up by general and
subspecialty pediatric care providers, home
care arrangements and community service
resources, and enroliment in a developmental
follow-up program as needed.

1. The facilty will:

i, have written medical, neurpdevelopmental,
and psychosocial criteria that
automatically warrant high-risk

therapist coverage based on the specific need and
volume of the necnatal population served.'

{oo) The NICU social worker will:

1. be a Master’s prepared medical social
worker with perinatal and/or pediatric
experience’

(pp) The facility will;

1. provide 1 social worker for every 30 beds
providing level lll neonatal care andfor
speciatty and subspecialty perinatal care®;

2. have a written description that clearly
identifies the responsibilities and functions
of the NICU social worker; and

3. have social services available for each
family with an infant in the NICU as needed.

(qq) Personnel skilled in pastoral care will be
available as needed and by family request
and will represent, or have the ability to
consult, multiple religious affiliations
representative of the population served®

{rr) The facility must have a process in place to
appropriately identify infants at risk for
retinopathy to guarantee timely examination
and treatment by having'®:

1. decumented policies and procedures for
the monitoring, treatment, and follow-up
of retinopathy of prematurity™'®; and

2. the ability to perform on-site retinal
examinations, or off-site interpretation
of digital photographic retinal images,
by a pediatric ophthalmologist or retinal
specialist with expertise in retinopathy
of prematurity®"

{ss) Systems will be in place to establish
preparation for NICU discharge, including
postdischarge follow-up by general and
subspecialty pediatric care providers, home
care arrangements and community seryice
resources, and enrollment in a
developmental follow-up program as needed
1. The facility will:

i. have written medical, neurodevelopmental,
and psychosocial criteria that automatically
warrant high-risk neonatal follow-up with

{00) Child life services, or equivalent, will be
available for on-site consultation to support
patient- and family-centered care by
establishing and maintaining therapeutic
retationships between patients, family
members, multidisciplinary team members,
and community resources.

{pp) The NICU social worker will:

1. be a Masters prepared medical social worker

with perinatal and/or pediatric experience’
{qq) The facility wiil:

1. provide at least 1 social worker for every 30
beds providing leve! IV neonatal care andfor
specialty and subspecialty perinatal care, if
applicable®;

2_have a written description that clearly
identifies the responsibilities and functions of
the NICU social worker, and

3. have social services available for each family
with an infant in the NICU as needed.

(rr} Personnel skilled in pastoral care will be
available as needed and by family request and
will represent, or have the ability to consult
multiple religious affiliations representative of
the population served.®

{38) The facility must have a process in place to
appropriately identify infants at risk for
retinopathy to guarantee timely examination
and treatment by having'®:

1. documented policies and procedures for
the monitoring, treatment, and follow-up
of retinopathy of prematurity™'>; and

2. the ability to perform on-site retinal
examinations, or off-gite interpretation of
digital photographic retinal images, by a
pediatric ophthalmologist or retinal specialist
with expertise in retinopathy of prematurity™"

{tt) Systems will be in place to establish
preparation for NICU discharge including
postdischarge foliow-up by general and
subspecialty pediatric care providers, home
care arrangements and community service
resources, and enrollment in a developmental
follow-up program as needed.

1. The facility will:
i. have written medical, neurodevelopmental,
and psychosocial criteria that automatically
warrant high-risk neonatal follow-up
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Level 11 Level 11 Level IV
ngonatal follow-up with appropriate appropriate developmental follow-up with appropriate developmenta! follow-up
developmental follow-up services; and services; and services; and

it. have a written referral agreement with a
developmental follow-up clinic or
practice, when possible, to provide
neurcdevelopmental services for the
neonatal population served.

ii. provide developmental follow-up services
or have a written referral agreement
with a developmental follow-up clinic
or practice, when possible, to provide
neurodevelopmental services for the
neonatal population served.

i, provide developmental follow-up services

or have a written referral agreement with

a developmental follow-up clinic or practice,
when possible, to provide neurodevelopmental
services for the neonatal population served.
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