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Pediatric Outpatient & Hospitalization Records				Case #: ________________

Pediatric Outpatient and Hospitalization Records from 0-6 Months

	Case Number: ______________________

	Abstraction Completion Date: ___/___/___                       Date of Infant’s Birth ___/____/_____



1) This form collects information relating to the medical care the infant received. Please indicate the sources used to complete this form (check all that apply):
 Pediatric Outpatient Care record
 HIV Care Record
 Pediatric Hospitalization Record
   Other (specify): ______________________
   Other (specify): ______________________

Introductory Information
2) Did the infant receive care through six months of age?
 Yes
 No 
 Not documented 

3) What was the payor source for care? (check all that apply)

	
	Pediatric Care
	HIV Care

	Private Insurance
	
	

	Traditional Medicaid
	
	

	Medicaid Managed Care Organization (MCO) or Health Maintenance Organization (HMO)
	
	

	MCO or HMO, private payor
	
	

	Medicaid, type unknown
	
	

	Medicare
	
	

	Ryan White
	
	

	CHAMPUS/Military insurance
	
	

	Self pay
	
	

	Self pay but eligible for Medicaid
	
	

	Other (specify):

















4) For each type of care, indicate where the services were received and the provider type. (check all that apply)

	
	Pediatric Care
	HIV Care
	Pre-existing 
Dx Follow-Up
	Other care
(specify)

	Care not received
	
	
	
	

	Facility Type

	Private Practice
	
	
	
	

	Internal Medicine/Family Practice Private Practice
	
	
	
	

	Pediatric HIV specialty clinic
	
	
	
	

	County/Local Health Department
	
	
	
	

	MCO or HMO
	
	
	
	

	Community Health Center
	
	
	
	

	Correctional facility
	
	
	
	

	Clinic in a hospital
	
	
	
	

	Indian health services/ Tribal/Urban
	
	
	
	

	Unknown/Not Documented
	
	
	
	

	Other (specify): __________
	
	
	
	

	Other (specify): __________
	
	
	
	

	Provider Type

	General pediatric care provider (pediatrician, pediatric nurse practitioner, pediatric physician assistant)
	
	
	
	



	Family medicine care provider (family physician, family nurse practitioner, family physician assistant)
	
	
	
	

	HIV specialist provider (HIV physician, HIV nurse practitioner, HIV physician assistant)
	
	
	
	

	Other (specify): __________
	
	
	
	



4a) Was the pediatric care provider also a HIV specialist?
 Yes
 No


5) Date of birth (used to calculate age at events, not stored in the data system)
	
	
	
	
	
	

	Month
	Day
	Year



6) Infant’s race/ethnicity? 
Ethnicity
 Hispanic or Latino
 Not Hispanic or Latino

Race (select one or more)
 American Indian or Alaska Native 
 Asian
 Black or African American
 Native Hawaiian or Other Pacific Islander 
 White


7) Who is the infant’s primary care giver? 
 Birth Parents
[bookmark: _Hlk109905808] Childbearing Biological Parents
 Single Childbearing Biological Parent
 Non-childbearing Biological Parent 
 Partner of Childbearing Biological Parent
 Foster Parents
 (specify):	______________________________________________________
 Adoptive Parents
 (specify):	______________________________________________________
 Other (specify):	
 Unknown/Not documented

8) What were the infant feeding practices? (Check all that apply)
 Exclusive Breastfeeding (specify the duration of breastfeeding: 
_______weeks or ______months)
 Mixed feeding (breast milk and formula or solid)
 Formula
 Unknown/Not documented


Additional comments: Please note any other comments about the introductory information.

	
	


HIV Testing and Care
9) Was the mother or birthing person’s HIV status noted in the pediatric record?
 Yes
 No 
 Unknown/Not documented

10) Was the infant prescribed antiretroviral medications during the first six weeks of life?
 Yes 
 No (skip to #10b)
 Unknown (skip to #10b)

10a) Please list antiretroviral medications the infant was prescribed during the first six weeks of life.

	Drug Name
(Use drug list)

	Date Drug Started
(mm/dd/yyyy)
	Regimen Completed
	Reason Drug Stopped

	
	__ __/__ __/__ __ __ __
	Y N Unk
	

	
	__ __/__ __/__ __ __ __
	Y N Unk
	

	
	__ __/__ __/__ __ __ __
	Y N Unk
	

	
	__ __/__ __/__ __ __ __
	Y N Unk
	

	
	__ __/__ __/__ __ __ __
	Y N Unk
	

	
	__ __/__ __/__ __ __ __
	Y N Unk
	

	
	__ __/__ __/__ __ __ __
	Y N Unk
	




10b) If no ARVs were prescribed during the first six weeks of age indicate reason (check all that apply):
 No maternal HIV test documented in pregnancy
 Documented negative maternal HIV test during pregnancy
 All ARVs were refused
 Other (specify): 	
 Unknown/Not documented

11) Documented HIV testing of the infant:  
 No testing done 
	Type of Test
	Date of Test
	Test Result

	HIV-1/2 antigen/antibody immunoassay
HIV-1 EIA
HIV-1 EIA or IA
HIV-1 Western blot
HIV-2 Western blot
HIV-1 Immunofluorescence Assay (IFA)
HIV-1 Rapid test
HIV-2 Rapid test
Multispot HIV-1/HIV-2 (differentiation) rapid test
HIV-1 bDNA viral load PCR or NAT or NAAT
HIV-1 RNA viral load PCR or NAT or NAAT
Aptima HIV-1 RNA qualitative assay
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	




12) When was the infant’s HIV status established? 
 Date: ___/___/___
Unknown/Not Documented

13) When was the infant’s caregiver notified of the infant’s HIV status?
 Date: ___/___/____
  Unknown/Not Documented

14) What is the child's current HIV status?
 AIDS (Skip to #15)
 Confirmed HIV infected (not AIDS) (Skip to #15)
 HIV negative (skip to #15)
 Indeterminate as of __ __/__ __/__ __ __ __ 
 Unknown (Skip to #15)

14a) If child's HIV status is indeterminate, indicate why:
 Moved from state
 Provider out of state
 Lost to follow-up
 Died before status determined
 Infant is too young to determine HIV status (specify age in months):	
 Unknown/Not documented


15) Were CD4 counts obtained for the infant?
[bookmark: OLE_LINK5] Yes
 No (skip to #16)
 Unknown/Not documented (skip to #16)

15a) If yes, list below (if more than three in record, prioritize the most recent CD4 counts).

	CD4 Results
	Units
	Date of Test
	CD4 Results
	Units
	Date of Test

	__ __ __ __
	
Count
	____/____/____
	__ __ __ __
	
Count
	____/____/____

	__ __ __ __%
	
Percent
	____/____/____
	__ __ __ __%
	
Percent
	____/____/____

	__ __ __ __
	
Count
	____/____/____
	__ __ __ __
	
Count
	____/____/____

	__ __ __ __%
	
Percent
	____/____/____
	__ __ __ __%
	
Percent
	____/____/____



16) Did the infant have viral quantification tests performed (i.e., viral load)?
 Yes
 No (skip to #17)
 Unknown/Not documented (skip to #17)

16a) If yes, list below (include those tests indicated above in question 11)
	Result in copies/mL #
	Result in logs
	Date Blood Drawn

	 Undetectable
Level of detection:  ___ ___ ___

___, ___ ___ ___, ___ ___ ___

	
	_____/_____/_____

	 Undetectable
Level of detection:  ___ ___ ___

___, ___ ___ ___, ___ ___ ___

	
	_____/_____/_____

	 Undetectable
Level of detection:  ___ ___ ___

___, ___ ___ ___, ___ ___ ___

	
	_____/_____/_____



17) Did the infant develop any of the following opportunistic infections or complications during the first 6 months of age? (Check all that apply)
 No documentation of opportunistic infections or complications.

	Opportunistic Infections/Complications
	Developed
	Comments

	Bacterial infections, multiple recurrent
	 Yes
	

	Candidiasis, bronchi, trachea, or lungs
	 Yes
	

	Candidiasis, esophageal
	 Yes
	

	Coccidioidomycosis, dissem. or extrapulmonary
	 Yes
	

	Cryptococcosis, extrapulmonary
	 Yes
	

	Cryptosporidiosis, chronic intestinal
	 Yes
	

	Cytomegalovirus retinitis 
	 Yes
	

	Cytomegalovirus disease, other
	 Yes
	

	HIV encephalopathy
	 Yes
	

	Herpes simplex genital or oral
	 Yes
	

	Histoplasmosis, dissem. or extrapulmonary
	 Yes
	

	Cystoisosporiasis, chronic intestinal
	 Yes
	

	Kaposi's sarcoma
	 Yes
	

	Lymphoid interstitial pneumonia
	 Yes
	

	Lymphoma, Burkitt's
	 Yes
	

	Lymphoma, immunoblastic
	 Yes
	

	Lymphoma, primary in brain
	 Yes
	

	Mycobacterium avium complex
	 Yes
	

	M. tuberculosis, pulmonary
	 Yes
	

	Mycobacterium, dissem. or extrapulmonary
	 Yes
	

	M. tuberculosis, dissem. or extrapulmonary
	 Yes
	

	Pneumocystis jiroveci
	 Yes
	

	Progressive multifocal leukoencephalopathy
	 Yes
	

	Toxoplasmosis of brain
	 Yes
	

	Wasting syndrome due to HIV
	 Yes
	

	Failure to thrive
	 Yes
	



18) Was the infant prescribed antiretroviral medications after the first six weeks of age?
 Yes 	
 No (skip to #19)
 Unknown (skip to #19)

18a) Please list the antiretroviral medications the infant was prescribed after the first six weeks of life.

	
Drug Name
	
Date Drug Started
	
Date Stopped
	
Reason Drug Stopped

	I.
	____/____/____
	____/____/____
	

	II.
	____/____/____
	____/____/____
	

	III.
	____/____/____
	____/____/____
	

	IV.
	____/____/____
	____/____/____
	

	V.
	____/____/____
	____/____/____
	



19) Antiretroviral resistance testing performed:
 Unknown/Not documented (skip to 20)

	
	Test 
	Date of Test
	Clinician notes about results

	ARV resistance test #1 
	 Genotypic
 Phenotypic

	__ __/__ __/__ __ __ __


Infant age: ___ ___ months
	 _____________________________ 

 _____________________________ 

 ______________________________ 


	ARV resistance test #2
	 Genotypic
 Phenotypic

	__ __/__ __/__ __ __ __


Infant age: ___ ___ months
	 _____________________________ 

 _____________________________ 

 ______________________________ 




20) Is there documentation that the infant received Bactrim or Septra for PCP prophylaxis in the first year after delivery?
 Yes
 No (Skip to #21)

20a) Date PCP prophylaxis initiated
	
	
	
	
	
	

	Month
	Day
	Year


 Unknown/Not documented

20b) Date PCP prophylaxis discontinued
	
	
	
	
	
	

	Month
	Day
	Year


 Unknown/Not documented

Additional comments: Please note any other comments about the HIV care received.

	
	


Emergency Department Visits and Hospitalizations
21) Were pediatric hospitalization records reviewed?
 Yes
 No, record not available (skip to Infant Care section)
 No, all care received out of the jurisdiction (skip to Infant Care section)
 No, infant was not seen at a hospital from 0-6 months (skip to Infant Care Section)
 No (specify)	(skip to Infant Care section)

22) List hospital visits or emergency department visits.
 No documented hospital or ED visits.

	Visit
	Date of Admission
	Date of discharge
	Type of hospital visit
	Admission Diagnosis 
	 
Discharge Diagnoses 
	
HIV status was documented?
	Treatment

	1
	/      /
	/      /
	 ED Only
 Hospital Admission
	
	
	 Yes 

	

	2
	/      /
	/      /
	 ED Only
 Hospital Admission
	
	
	 Yes 

	

	3
	/      /
	/      /
	 ED Only
 Hospital Admission
	
	
	 Yes 

	



22a) Is there documentation that the infant was subsequently referred to another provider? 
 Yes (specify for what diagnosis and to whom)	_________________
________________________________________________________________________
 No

22b) List significant outcomes of hospitalizations and/or ED visits:  
_____________________________________________________________
_____________________________________________________________
_____________________________________________________________

Additional comments: Please note any additional/clarifying comments related to hospitalizations.

	
	


Infant Care

23) Complete the following table for all well-baby outpatient visits in chronological order starting with the first visit closest to date of birth.

 Information on well-baby outpatient visits unknown/not available.
	
Visit #


	
Infant age (weeks)


	
Missed appointment?

	
Growth NOT Within Normal Limits (mark all that apply)

	
Vaccines 
Given?

	
Dev. 
Assess?


	1
	____ weeks
	 Yes 
 No
	 Ht.  Wt.
 HC
	 Yes
 No
	 Yes
 No

	2
	____ weeks
	 Yes 
 No
	 Ht.  Wt. 
 HC
	 Yes
 No
	 Yes
 No

	3
	____ weeks
	 Yes 
 No
	 Ht.  Wt.  
 HC
	 Yes 
 No
	 Yes
 No

	4
	____ weeks
	 Yes 
 No
	 Ht.  Wt. 
 HC
	 Yes 
 No
	 Yes
 No

	5
	____ weeks
	 Yes 
 No
	 Ht.  Wt. 
 HC
	 Yes 
 No
	 Yes
 No

	6
	____ weeks
	 Yes 
 No
	 Ht.  Wt. 
 HC
	 Yes 
 No
	 Yes
 No

	7
	____ weeks
	 Yes 
 No
	 Ht.  Wt. 
 HC
	 Yes 
 No
	 Yes
 No

	8
	____ weeks
	 Yes 
 No
	 Ht.  Wt. 
 HC
	 Yes 
 No
	 Yes
 No





24) Complete the following table for all sick baby outpatient visits in chronological order starting with the first visit closest to date of birth.

 No sick baby visits documented.
	Visit Date
mm/dd/yyyy
	Site
	Diagnoses
	Comments

	
_____/_____/_____
	 Private physician
Clinic
ER
Other (specify): ________________
	
	

	
_____/_____/_____
	 Private physician
Clinic
ER
Other (specify): ________________
	
	

	
_____/_____/_____
	 Private physician
Clinic
ER
Other (specify): ________________
	
	

	
_____/_____/_____
	 Private physician
Clinic
ER
Other (specify): ________________
	
	



Additional comments: Please note any additional/clarifying comments related to infant care.
	
	

Case management services received 

25) Was there documentation that a social worker or case manager contacted this family during any of the following time periods? (check all that apply)
 Yes, at the time of delivery
 Yes, during ambulatory infant care
 Yes, during an emergency room visit that did not result in admission
 Yes, during infant hospitalization subsequent to discharge after delivery
 No, social worker/case manager did not contact this family

26) Did medical, nursing or social work personnel identify any of the problems listed below? Indicate whether a case management plan was developed for identified problems. (check all that apply)

 Record does not indicate a problem.

	Problem
	Identified? 
	Was a case management plan developed?
	Was this a Ryan White case management resource?

	Disturbed relationship with other child/children
	
	
	

	Depression
	
	
	

	Inadequate support systems
	
	
	

	Housing inadequate/homeless
	
	
	

	Communication difficulties (no phone)
	
	
	

	History of abuse (other children)
	
	
	

	Need for Public Assistance, Medicaid, Food Stamps, WIC, or other financial support
	
	
	

	Physical assault by any partner
	
	
	

	Threats/restriction of movement or from contacting other people by any partner
	
	
	

	Physical/developmental handicap (mother or birthing person/partner)
	
	
	

	Forced sex
	
	
	

	Mother or birthing person abused as child
	
	
	

	Drug/EtOH abuse (mother or birthing person/partner)
	
	
	

	Employment/education needs (mother or birthing person/partner)
	
	
	

	Crime/legal problems (mother or birthing person/partner)
	
	
	

	Lack of transportation
	
	
	

	Teen mother or birthing person
	
	
	

	Single mother or birthing person
	
	
	

	Chronic illness of the mother or birthing person or infant requiring continuing medical care (physical or mental) 
(specify): 	
	
	
	

	Other (specify): 	
	
	
	




26a) What treatments were documented for these problems?
1 	
2 	
3 	
4 ______________________________________________________________________
5 ______________________________________________________________________
 None
 Unknown/Not documented

27) Is there documentation of referral(s) for any support services at any of the visits? (Check all that apply)
 No referrals for support services were documented 
	Referral Type
	

	 Financial Planning
	

	 WIC
	

	 Food Stamps
	

	 Housing Authority
	

	 Group Shelter
	

	 Smoking Cessation Program
	

	 Alcohol Treatment Program
	

	 AIDS Drug Assistance Program
	

	 Methadone Maintenance Program
	

	 Other Drug Treatment Program
	

	 Genetic evaluation/counseling
	

	 Medicaid
	

	 Unemployment Office
	

	 Child Protective Services
	

	 GED programs
	

	 Legal aid
	

	 Physically handicapped child program
	

	 Infant/child health program
	

	 Partner services
	

	 Home technology (i.e., photo therapy, etc.)
	

	 Other
	Specify:__________________________

	
	Was this a Ryan White resource?

	 Evidence-based home visiting program
	 Yes
 No
 Unknown/Not documented


	 Homemaker/Home health aide
	 Yes
 No
 Unknown/Not documented


	 Mental Health Services
	 Yes
 No
 Unknown/Not documented


	 Clinical Case Management (e.g. Healthy Start)
	 Yes 
 No
 Unknown/Not documented


	 Ongoing Social Work Case Management
	 Yes
 No
 Unknown/Not documented


	 Family Planning
	 Yes
 No
 Unknown/Not documented


	 Other (specify):
	 Yes
 No
 Unknown/Not documented





Additional comments: Please note any additional/clarifying comments related to case management services.

	
	
	

	Health Education



28) Did the person who brought the infant for care receive health education on any of the following? (check all that apply)

 No discussions related to health education were documented.

	Topic
	Discussed?

	Transmitting HIV or STDs
	 Yes

	Medicines to help protect the baby from getting HIV
	 Yes

	Importance of HIV medicines
	 Yes

	HIV medicines the baby should receive
	 Yes

	Medication adherence
	 Yes

	CD4 and viral load tests
	 Yes

	Pregnancy Interval
	 Yes

	Finding a doctor or nurse practitioner to care for the baby
	 Yes

	How smoking could affect the baby
	 Yes

	Depression
	 Yes

	Domestic Violence
	 Yes

	Breast care
	 Yes

	Safe sleep/SIDS risk reduction activities
	 Yes

	Safe infant feeding/Lactation support
	 Yes

	Signs/Symptoms that warrant medical attention
	 Yes

	Nutrition
	 Yes

	Vaccinations
	 Yes

	Physical Activity/Exercise
	 Yes

	Bath Safety
	 Yes

	Small object avoidance
	 Yes

	Protection from falls
	 Yes

	Use of infant car seat
	 Yes

	Shaken Baby Syndrome
	 Yes

	Use of home smoke detector
	 Yes

	Other Topics Documented (specify)
_____________________________________________________
	 Yes



Additional comments: Please note any additional/clarifying comments related to health education.

	
	
	

	Additional Comments


Use this space to record any other information that might be of interest for this review.
	
	
	
	
	
	

This document was developed through funding and support by the Division of HIV/AIDS Prevention at the Centers for Disease Control and Prevention (CDC) along with its partners the American College of Obstetricians and Gynecologists (the College), CityMatCH, and the National Fetal and Infant Mortality Review Program (NFIMR).

This form was developed by the CityMatCH Perinatal HIV Elimination Task Force and are examples for voluntary use. Collection and storage of personally identifiable and sensitive information should be done in compliance with your organization and funding agency’s data security and confidentiality standards.

Adapted with permission from:  National Fetal and Infant Mortality Review,
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