


	PATIENT INFORMATION

	Referring OB/MFM: 

	MATERNAL HISTORY

	Prenatal Labs

BT/AB:

     
Rub:

 FORMCHECKBOX 
 I

 FORMCHECKBOX 
 NI

+

–
HBSAg
 FORMCHECKBOX 

 FORMCHECKBOX 

HIV
 FORMCHECKBOX 

 FORMCHECKBOX 

RPR
 FORMCHECKBOX 

 FORMCHECKBOX 

GBS
 FORMCHECKBOX 

 FORMCHECKBOX 

GBS UNK

 FORMCHECKBOX 

GC
 FORMCHECKBOX 

 FORMCHECKBOX 

Chlam
 FORMCHECKBOX 

 FORMCHECKBOX 

Other:
     
Age:     FORMTEXT 

  
 y.o.     G       P         AB         LC           EGA:       

 
/7 wks    EDC:  FORMTEXT 

  
  LMP:           EFW:      (gm)     EFW:      (gm)
Maternal Medications
+

–
ANS
 FORMCHECKBOX 

 FORMCHECKBOX 

#doses:

   
Toco
 FORMCHECKBOX 

 FORMCHECKBOX 

GBS PRPHYLX
 FORMCHECKBOX 

 FORMCHECKBOX 

Other Meds:      
Active Issues:       
Discussion: I discussed with the patient (& spouse/significant other/family) the expected plan of care surrounding the birth of their child/children with obstructive uropathy (details as noted below).

They have/have not met with the following specialists: perinatologist/ fetal surgeon /urologist, who has outlined for them the expected morbidities associated with the specific lesion their child has.  

In our discussion, we briefly reviewed the importance of fetal urine in maintaining adequate amniotic fluid, and its effects on fetal lung growth and development.  We discussed the physiology surrounding the move of an infant from the in utero to ex utero environment, vis-à-vis. the need for adequate lung inflation and fall in pulmonary vascular resistance to allow their child to make this transition effectively. 

I reviewed the usual course of events in the delivery area, as well as upon admission to the NICU, and touched upon topics such as initial resuscitation, possible/likely need for ventilator support (given concerns for pulmonary hypoplasia), insertion of umbilical lines/urinary catheter, various laboratory/investigative studies that would need to be done following admission to the NICU (the main ones being ultrasound/radiographic evaluation of the kidneys/urinary collecting system), infection control issues, breastfeeding support, etc.  

We discussed that occasionally infants with such problems may require long-term ventilatory support due to pulmonary hypoplasia. They might, also, suffer from kidney failure that could result in a life-threatening condition in the short-term or could result in growth failure long-term. I assured them that care for infants with problems such as their child’s mandated a team approach, and we would consult with the appropriate kidney physicians and surgeons after admission to the NICU.  I explained that infants with chronic kidney problems might potentially need dialysis and/or (rarely) a kidney transplant to allow them to live.  I affirmed that no decisions regarding plans of care would be taken without their active consent and participation. 

This condition is typically/often managed at a tertiary care center where a higher level of care is offered due to the availablity of cardiac surgery, pediatric surgery, urology, ECMO, etc. Therefore, after delivery of the infant she/he will be transferred to Texas Children's Hospital by the Kangaroo Crew Transport Team for further management..

Thank you for the opportunity to speak with this family.  We will keep you updated after the infant’s birth

Plan/Recommendations:     

	I spent       minutes with the patient of which more than 50 percent was spent counseling and coordinating care.
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