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March 13, 2016

Date of Visit: February 24, 2016
Dear Dr.
We recently had the opportunity to see - when he returned for follow-up consultation accompanied by
his mother,_ and his sister. Concerns brought to this visit included continuing with his cleft
related care and a stitch in his palate observed by his dentist.
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ur interdisciplinary team at this visit included:
Prosthodontist/ Program Director
gram Coordinator/ Speech-Language Pathologist
Nurse Coordinator
Pediatric Nurse Practitioner
Plastic and Reconstructive Surgeon
and Maxillofacial Surgeon
tolaryngologist
I Pediatric Dentist - Genetics
Dental Hygienist
/ Resident Pediatric Dentistry
Orthodontist
Resident Orthodontics
! Audiologist
peech-Language Pathologist
/ Clinical Fellow Speech-Language Pathologist
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Speech-Language Pathologist

HISTORY
Referral: - was originally seen in this Clinic at the request of Dr.
reconstructive surgeon, for interdisciplinary evaluation and treatment planning.
Clinic was on 2-25-2015.

plastic and
His last visit to this
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CRANIOFACIAL SURGERY
- has a complicated medical history as described above. He was hospitalized again for the H. influenza last
month. Exam today shows an infant with significant scaphocephaly with sagittal synostosis. This was confirmed
by a head CT scan today. Cranial measurements are: 92 mm transverse and 144 anterior-posterior with cranial
index of 0.64. Bilateral craniotomies are recommended in late July or August and will be coordinated with
Dr.
and me. The risks associated with this procedure were discussed, as well as the perioperative and
post-operative course. Risks include bleeding, transfusion, infection, and need for revision surgery. There are cases
of death reported in the literature as well. I answered all parents' questions today to the best to my ability. My
office will contact-'s parents to arrange surgery. They can contact us if they have any additional questions
prior to surgery.
NEUROSURGERY
- was born 8 weeks premature. He has a complicated medical history as described above. He was recently
hospitalized again for the H. influenza, discharged 4/13. He is eating well every 3 to 4 hours per mother, but is
noisy. He has reflux but no vomiting. He is sleeping well. He wakes on his own to eat. Lethargy is denied by his
mother. He had a head CT today confirming sagittal craniosynostosis. Physical exam shows an alert and smiley
infant. He has frontal bossing with symmetric facies. Ears are well aligned. Extraocular movements are intact,
and movement of extremities is normal. Cranial measurements include: 141 mm AP, 94 mm transverse, 131 mm
right bli ue, l�ue. Cranial index is 0.67. We discussed surgical repair of his sagittal synostosis with
and
ometime this summer.
Drs.
1.

CARE PLAN
- should continue follow-up monitoring of growth and development with his primary care physician
and his specialists, including cardiology for his ASD. He needs close follow-up of problems related to his
prematurity.

2.

- is scheduled for bilateral craniotomies to repair his sagittal craniosynostosis with Dr.
craniofacial lastic surgeon, and Dr.
neurosurgeon, on August 18, 2015 at the
Dr.
s nurse will contact -•s parents with preoperative instructions.

3.

Prior to surgery, - will need a complete pre-operative ophthalmological examinatio
coordinated locally if possible. Results can be faxed to the attention of Neurosurgery at

4.

- needs follow-up pediatric ENT and feeding assessment for oropharyngeal dysphagia and stridor in
the near future. He should continue treatment of his GERD. Consideration may need to be �ed
feeds, positioning, and repeat imaging. He can be seen for follow-up in this Clinic with
on
July 23, 2015if there are persisting concerns (

5.

A genetics evaluation is recomme
at the
p.m. with Dr.

6.

- should continue receiving Early Childhood Special Education Services.

ld be

15at 12:45
.

We will plan to see-for a post-operative visit on September 1, 2015at 2:00 p.m. Thank you for allowing us
to share in his care. Please do not hesitate to contact us with any questions or concerns (
,

Encounter Date: 03/08/2017
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Enophthalmos and congenital ptosis, LE
ptosis of upper lid associated with enophthalmos, but doesn't block visual axis
- monitor for now, consider oculoplastics in future
Esotropia, Strabismic amblyopia, LE
- begin patching right eye 2 hours daily
Hypermetropia, bilateral
mild, observe
NLDO, congenital, Left
Exam consistent with total obstruction, may have bony hypoplasia on L.
- massage, polytrim as needed, probing needed - attempt to combine with Dr.
s
procedure
- I recommend bilat�ral □robing & irrigation with possible stent placement and inferior turbinate
: :· her Mom, I reviewed the indications, risks. benefits, and alternatives of bilateral probing &
in-fracture. Today with;·
irrigation of the nasolacrim\o, :,pi.e,,,$ """ possible stent placement and possible inferior turbinate infracture including, but not limited
to, failure to resolve tearing and need for additional surgery, creation of a false passage, and changes in eyelid position. We also
discussed the risks of surgical injury, bleeding, and infection which may necessitate further medical or surgical treatment and which
may result in diplopia, loss of vision, blindness, or loss of the eye(s) in less than 1 % of cases and the remote possibility of permanent
damage to any organ system or death with the use of general anesthesia. I explained that we would hide visible scars as much as
possible In natural creases but that every patient heals and pigments differently resulting in a variable degree of scarring to the eyes
or surrounding facial structures after surger y. I provided multiple opportunities for questions, answered all questions to the best of
my ability, and confirmed that my answers and my discussion were understood.

Return for surgery.

Patient Instructions

Patch the RIGHT eye 2 hours while awake EVERY day.
PATCH THERAPY FOR AMBLYOPIA
Your child is being treated for a condition called amblyopia (visual developmental delay). In
nonmedical terms, this is sometimes referred to as "lazy eye." Proper motivation and
compliance with the patching schedule is of great importance to the success of the treatment.
The following are commonly asked questions about patching.
What type of patch should be used?
We recommend the Opticlude, Coverlet, or Ortopad brands of patches. These fit securely on the
face and prevent light from entering the patched eye, as well as reducing the likelihood of
peeking over or around the patch. Your pharmacist may order these patches if they are not in
stock. They come in junior size for infants and regular size for older children. A patch should
not be used more than once. They are usually packaged in boxes of 20. You can make your
own patch with a gauze pad and tape, but this is a bit more time consuming and not quite as
attractive. The black eye patch that ties around the head is not recommended since it may be
easily displaced, and the child may peek around the patch.
When should the patch be applied?

