Vitamin K deficiency bleeding (VKDB))

BPSU surveillance – case notification form

Office use only



date received



date entered 

BPSU ref:

          Our ref: 

          Paediatrician:


We will store this page separately from the rest of the form in order to separate clinical information from patient identifiers and demographic information. 

Please ring, tick or supply details as appropriate


A - REPORTING CLINICIAN

1. Reporting Hospital / Clinic                                ________________________________________

2. Name of the clinician completing the

questionnaire if not reporting clinician

__________________________________ 

Grade





Contact details Tel/Email                                         

Consultant in charge (if different from above):  ….…………………….…………………         

Date questionnaire completed   

  /         /        /
B - Infant’s details

Please enter times if events (eg birth to presentation, test to test, etc) were separated by less than 48 hr


   

1. Birth date  

____/____/________

Time __________
2. Gender


( M    ( F  


3. Hospital Number 
_______________________________

4
Hospital/Trust of birth
_______________________________
( born at home

5   Ethnic origin 
( white  
( black
( Asian
( Oriental  ( other   

      (if mixed race, tick all that apply)
C
Pregnancy

During pregnancy did mother take anticonvulsant, anti-tuberculous or anti-coagulant drugs?     Yes  /  No  /  Don’t Know
If YES, please specify ..........................................................................................................................................

Delivery:   Normal  /  Abnormal  /  Don’t Know  If abnormal please specify …………………………………….

Gestation at birth - was it in range 37-41 weeks? Yes / No / Don't Know   If no please specify …………………

Birth weight - was it in range 2.5 - 4.0 Kg?  Yes / No / Don't Know        If no please specify ……………………

D
Vitamin K Prophylaxis

Please complete one line for EACH Vit K dose given as PREVENTION (even if 2 doses on Day 1) 

If no Vit K was given, please write NONE 
	Date
	Vitamin K Brand Name

(eg Konakion(, Konakion MM, Orakay)
	Dose

(mg)
	Route of Administration

(circle one)
	Was dose given.......

(circle one)

(Definitely = recorded)

	      /         /
	
	
	oral  /  IV  /  IM
	Definitely  /  Probably  /  Possibly

	      /         /
	
	
	oral  /  IV  /  IM
	Definitely  /  Probably  /  Possibly

	      /         /
	
	
	oral  /  IV  /  IM
	Definitely  /  Probably  /  Possibly

	      /         /
	
	
	oral  /  IV  /  IM
	Definitely  /  Probably  /  Possibly


      
Birth unit’s Vit K policy for THIS BABY?  (Preparation, route, dose and timing of doses intended)
………………………………………………………………………………………………………………………………..

In this baby’s case was the unit Vit K policy followed exactly?
Yes (Each intended dose confirmed as given)
No  /  Don’t know or uncertain

If  not “Yes” please give brief details / reasons (include alternatives offered if reason was parental refusal): 

........................................................................................................................................................................................

……………………………………………………………………………………………………………………………….

          
Was parental consent was withheld?        Yes  /  No  /  Don’t Know
E
Presentation of VKDB
First sign of bleeding/bruising:    
on (date)  .    …. /…    ../…           at (time)   . . : . . 

Presentation to a professional: 
on (date)  .     …./…  ../…             at (time)   . . : . . 

Presentation to a hospital:

on (date)      .…./…  ../….              at (time)   . . : . . 


Sites of haemorrhage:   
Skin bruising
Yes/No/Don’t Know
If yes onset on (date)  .…./…../…. Time  . . : . .

   


Umbilical 
Yes/No/Don’t Know  
If yes onset on (date)  .…./…../…. Time  . . : . .



Gastro-intestinal
Yes/No/Don’t Know   
If yes onset on (date)  .…./…../…. Time  . . : . .



Intra-cranial 
Yes/No/Don’t Know   
If yes onset on (date)  .…./…../…. Time  . . : . .



Nose 

Yes/No/Don’t Know   
If yes onset on (date)  .…./…../…. Time  . . : . .

Other site:  ………………………...Yes/No/Don’t Know  
If yes onset on (date)  .…./…../…. Time  . . : . .

F
Type of Feeding

At time of presentation was the infant:  (Please ring one) 



 (i)   
Thought to have been solely breast fed since birth?

OR
(ii)   
Primarily breast fed but known to have had some formula milk feeds?

OR        (iii)  
Predominantly bottle fed?

OR        (iv)  
Don’t know

If any formula feeds were they:   Standard cow's milk infant formula?   Soy based?   Other? ……………………………
G  
BEFORE presentation did the infant have …


(i)    Any medication since birth other than vitamins?

Yes  /  No  /  Don’t know


If YES, please specify ...........................................................................................

(ii)   Diarrhoea, failure to thrive or other illness?

Yes  /  No  /  Don’t know

If YES, please specify ...........................................................................................

H  
AFTER presentation what TREATMENT was given ?   

Vit K
 
              No / Yes  
Date  .…./…../….  Time . . : . . : . .
Route:……….  Dose:………

Vit K, further dose(s)         No / Yes             Date  .…./…../….  Time . . : . . : . .Route:……….  Dose:………

              Fresh frozen plasma 
No / Yes 
 Date  .…./…../….  Time . . : . . : . .Amount: ……………………

Whole blood

No / Yes  
 Date  .…./…../….  Time . . : . . : . .Amount ………………….…

Other
………………………………………………………………………………

I
Clinical Analysis
	
	BEFORE Treatment
	AFTER Treatment

	
	1st test
	Other test
	1st test
	Other test

	Date and time of test.                                  Date:

                                                                  Time:
	…../…./….

: 
	…../…./….

: 
	…../…./….

: 
	…../…./….

: 

	Prothrombin time (+ control) or INR
	
	
	
	

	Partial thromboplastin time (+ control) or APTR
	
	
	
	

	Fibrin degradation products  or D. Dimer 
	
	
	
	

	Fibrinogen
	
	
	
	

	Platelet count (x 109/mm3)
	
	
	
	

	Haemoglobin (g /100 ml)
	
	
	
	

	Other …………………………………………
	
	
	
	

	Other …………………………………………
	
	
	
	


Liver Disease   

At presentation was the baby jaundiced?

Yes  /  No  /  Don’t know   
Was liver function tested?



Yes  /  No  /  Don’t know
If YES was liver function normal?


Yes  /  No  /  Don’t know

(If jaundiced or abnormal please give results including conjugated bilirubin) ......................................................

.........................................................................................................................................................................

Final diagnosis re. liver:  Normal /  Abnormal (please specify) ...................................................................

Other abnormal results  eg cultures, electrolytes, CT Scan, post-mortem findings

.........................................................................................................................................................................

J
Sequelae

Did Vitamin K Deficiency Bleeding cause or contribute to the baby’s death?
Yes  /  No  /  Don’t know 

If survived, date last seen          ......./......../.......

Do you anticipate any permanent sequelae?
    Yes  /  No  /  Don’t know




THANK YOU FOR YOUR CO-OPERATION AND TIME


Drs Alison Busfield, Andrew McNinch & John Tripp


Dr Alison Busfield, RD&E Hospitals NHSF Trust, Gladstone Road, Exeter, EX1 2ED


Tel: +44(0)1392 411611 bleep 718  Fax:  01392 403158  email: � HYPERLINK "mailto:Alison.Busfield@rdehc-tr.swest.nhs.uk" ��Alison.Busfield@rdehc-tr.swest.nhs.uk�








Please return both pages of the form in the freepost envelope provided to: 

Dr Alison Busfield, RD&E Hospitals NHSF Trust, Gladstone Road, Exeter EX1 2ED. 

Any queries: Tel: +44 1392 plus 411611 bleep 718 Alison or Dr John Tripp 403147/9 Fax: 403158                                
Email: Alison.Busfield@rdehc-tr.swest.nhs.uk

