
trend in emergency room visits where the
discharge diagnosis is ‘no illness’. These
visits were increasing rapidly until imple-
mentation of this process; since then they
have decreased to levels similar to those of
the early nineties. We speculate that such
visits may often represent anxiety in new
parents and that the new criteria and asso-
ciated programs may have led to a decrease
in this anxiety.

DISCUSSION

The program described here is a unique
attempt to involve all the professionals,
institutions and community agencies in a
large metropolitan region in jointly plan-
ning a proactive approach to early obstetric
and newborn discharge. We believe a pro-
gram such as this, which attempts to use a
community-wide collaborative process to
change practice, has the potential to be
used in many Canadian centres.

However, the efficacy of such a program
may vary according to the ability of each
community to involve and ensure buy-in
of the many potential partners in the
process. Thus it is difficult to speculate on
how effective this process would be in larg-
er or smaller communities than the one in
which it was developed.

CONCLUSIONS AND RECOMMEN-
DATIONS

Many problems are predictable follow-
ing early discharge and should be managed
accordingly. For example, babies with con-
ditions or family history predisposing to
jaundice should not be discharged early;
those with elevated unconjugated biliru-
bins must be reliably recognized and treat-
ed. Successful feeding should be observed
before discharge or should be able to be

observed by a professional within 48 hours
of discharge; parents should be educated
before discharge on the signs of feeding
problems and dehydration. Babies should
have early follow-up to ensure continued
weight gain and successful feeding.
Compliance with follow-up should be
ensured and close monitoring provided in
high-risk situations.

We suggest that the important issue is
not when we discharge mother and baby
but rather whether we have in place criteria
and programs to meet their needs. Our
community’s approach ensures a safe stan-
dard of care and supports the option of a
shorter stay in hospital for mother and
baby if the family wishes this, provided
that criteria are met before discharge and
that appropriate follow-up arrangements
ensuring the safety of mother and baby are
available. This prudent but balanced
approach requires thoughtful provision of
services by health care providers, hospitals
and community agencies. A community-
wide process to develop guidelines and
coordinate services, such as that described
for Ottawa-Carleton, will help ensure
choice and safety for families and will be
adaptable to other Canadian communities.
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Correction
In the July-August issue of the Journal, the article “Proposed air quality objectives for fine particulate air pollution”, by T.L.
Guidotti, contains an error. The proposed US EPA standard for fine particles was remanded by the United States Court of Appeals
for the District of Columbia Circuit. EPA is appealing to the Supreme Court.




