     


	PATIENT INFORMATION
	Prenatal Labs
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Other:
     


	Patient Label
	Referring OB/MFM: 
	

	
	Reason for consult:     
	

	MATERNAL HISTORY
	

	Age:     FORMTEXT 

  
 y.o.     G       P         AB         LC       
	

	EGA:       

 
/7 wks     EDC:  FORMTEXT 

  
      LMP:           EFW:      (gm)     EFW:      (gm)
	

	Active Issues:       
	

	Maternal Medications
+

–
ANS
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#doses:

   
Toco
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GBS PRPHYLX
 FORMCHECKBOX 

 FORMCHECKBOX 

Other Meds:      
Discussion: I discussed with the patient (& spouse/significant other/family) the expected plan of care surrounding the birth of their child/children born at 24-26 weeks gestation (details as noted below).

A review of the literature, which is consistent with our own experiences, confirms that infants born at 24-26 weeks gestation have a high mortality rate ranging from 27%; mortality risk increases with decreasing gestational age primarily resulting from complications of prematurity, usually in the first week of life.  These complications include, but are not limited to:  infection, respiratory failure due to hyaline membrane disease or pneumothorax, cardiac failure and hypotension, and severe intraventricular hemorrhage (IVH).  Among those who survive, intact survival without profound neurologic impairment decreases among those at younger gestational ages. In light of this data, the standard of care at this institution is to recommend resuscitation of infants born at 24-26 weeks gestation. However, among infants at 24 weeks, considered at borderline viability, we offer the parents the option of non-resuscitation.  Our recommendation however, can be influenced by the infant’s birth weight, gender, being a twin or other multiple, and having a history of receiving antenatal steroids.

Among those infants for whom a trial of intervention is decided upon, Neonatology will be present at the delivery to reassess the infant’s viability and extreme prematurity.  Our initial evaluation will include assessing the infant’s response to vigorous stimulation and bag mask ventilation.  In cases where the infant is responsive, we will endotracheally intubate the infant and place on mechanical ventilation and transfer the NICU.  If the infant survives the initial hospital course, they face a 53% risk of developing bronchopulmonary dysplasia (BPD) and chronic lung disease.  They also face a high risk of suffering a grade III or IV IVH,17% with adverse neurological outcomes, and a high risk of severe retinopathy of prematurity (greater than Stage 2) of 21% including the risk of loss of part or all vision (risk of ROP progressing to the point of surgical intervention is 12% .  Finally, we discussed the risk of infectious complications throughout the duration of the infant’s hospital stay, including the possibility of developing necrotizing enterocolitis (NEC) with a risk of 10%. NEC can be a life threatening complication, especially for infants at the threshold of viability.

As mentioned above, a significant number of these infants die in the first week of life, though chances of survival to discharge increases beyond the second week of life.  In certain cases, the initial step, intubation, may sometimes be impossible due to the infant being simply too tiny for even our smallest endotracheal tubes, especially among infants at 24 weeks, resuscitation is considered a “trial of intensive care”, the neonatal staff will be monitoring for signs that this“trial” is failing.  If the infant begins to suffer some of the above serious complications of prematurity, the attending physician will approach the family again, and discuss the appropriateness of withdrawing care.  At the same time, we encourage the family to stay in close contact with the neonatal team, and should feel free to ask whether continuing ICU care is appropriate for their infant.

After discussions with the family regarding the long-term sequelae, it may be more compassionate to provide comfort care only and allow a natural progression of death.  In the event that the infant cannot be intubated at delivery, or in the event that the family requests non-resuscitation or withdrawal of care, all efforts will be made to ensure that the infant remains comfortable and warm, and to minimize stressful or painful procedures.  We strongly encourage the parents and other family members, if they wish, to have the opportunity to hold the baby, to take pictures, and to create memories of their infant before the infant passes away peacefully.  If the family is uncomfortable with being present as the infant passes away, they should feel secure in the knowledge that their infant’s comfort is still our top priority, and that the nursing staff would be willing to hold their child if they wish.

Among surviving infants, long-term complications may also include feeding difficulties, the need for NG tube feedings followed by P.O. trials, phototherapy for jaundice, apnea of prematurity, and medical or surgical intervention for symptomatic PDA. At this institution, we encourage family-centered care with liberal visitation policies, including sibling visitation, lactation support, skin-to-skin contact, as well as an infant developmental care program. Mother verbalized understanding. The parents’ concerns and questions were also addressed. 


	Plan/Recommendations:     

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