






   
 

 
Isolated PDA ligation is coded using item 39d. If PDA ligation is 
performed as an isolated procedure for PDA, do not enter a surgery code 
in Item 43 (only check ‘Yes” to Item 39d). If the PDA is ligated as a 
component of the repair or palliation of congenital heart disease, use code 
S504. 
  

b. The section labeled “Abdomen” on the surgery code list is renamed as 
“Abdominal and Gastro-Intestinal”. 

 
c. For infants born in 2008, the Surgery Codes list is modified as shown in 
Appendix C of 2008 CPQCC EDS Specifications document (enter hyperlink) and 
as indicated below.     

 
Note:  If the infant had NEC Surgery (Item 40b), answer Yes to Item 43 and record 
the applicable surgery code(s) from Appendix E in the spaces provided.  This 
includes other abnominal procedures performed under general or spinal anesthesia. 
Note:  If an infant ONLY had either PDA Ligation (Item 39c) or ROP Surgery (Item 
42c), answer No to Item 43. 
 
Check No if a surgical procedure included in Appendix E was not performed for the 
infant. Answer No to Item 43 if the infant only had PDA Ligation (Item 39c) or ROP 
Surgery (Item 42c). 
    
The following Surgery Codes in Appendix E require a description in the space 
provided for Item 43 on the Discharge Form. If the infant had one or more of the 
surgical procedures listed below, record the applicable code(s) in the spaces 
provided and describe the surgery in the space labeled ‘Description’.  Only provide a 
description for Item 43 if one or more of the codes below is reported.  

Code Description  
S100 Other head and neck surgery requiring general or spinal anesthesia  
S200 Other thoracic surgery requiring general or spinal anesthesia  
S300 Other abdominal surgery requiring general or spinal anesthesia  
S400 Other genitourinary surgery requiring general or spinal anesthesia  
S500 Other open heart or vascular surgery requiring general or spinal anesthesia  
S600 Other interventional catheterization requiring general or spinal anesthesia  
S700 Skin or soft tissue surgery requiring general or spinal anesthesia  
S800 Other musculoskeletal surgery requiring general or spinal anesthesia  
S900 Other central nervous system surgery requiring general or spinal anesthesia  
S1000 Fetal surgery at your hospital  
S1001 Fetal surgery at another hospital  
 
Check all surgeries that apply.  Multiple surgeries in a specific surgery category 
should be checked if more than one surgery was required for a condition or its 
complications.  This includes both unplanned and planned repeat surgeries.  
  
 
Item 44.  Surgical Complications  



   
 

Surgical complications are recorded for purposes of CCS reporting and the definition 
below is provided by CCS.    
  
Check N/A if infant did not have surgery.  
  
Check Yes if any of the following surgical complications occurred.  Specify which 
complication occurred in the space provided.  

• Post-operative infection  
• Unplanned return to surgery  
• Intra- or peri-operative Cardio pulmonary resuscitation 
• Intra- or post-operative transfusion greater than 20 ml/kg * 

* (Excluding surgery done on circulatory by-pass) 
  
Check No if no complications arose in the peri-operative period.  
  
Check Unk if this information cannot be obtained.  
 
Item  45.   Intracranial Hemorrhage  
(a) Neural Imaging Done on or before Day 28  
 
Note:  In 2006, Peri-Intraventricular Hemorrage has been changed to Intracranial 
Hemorrage.  Also “cranial ultrasound” has been changed to “neural imaging.” 
 
Note:  For purposes of this question, neural imaging is defined as any modality used 
to image the brain, including CT scans, cranial ultrasound and MRI.  
  
 
Check Yes if at least one neural imaging was performed on or before day 28.     
  
Check No if no neural imaging was performed on or before day 28.  If No skip items 
45b-45d.  
  
Check Unk if this information cannot be obtained.    
  
Use the date from the Patient Identification Worksheet, Item W6, (Date of Day 28) 
when completing this question.   
 
(b)  If Yes to (a) enter Worst Grade (0-5)  
If a neural imaging was performed on or before day 28, enter grade based on criteria 
below.  Do not answer Worst Grade if the answer to Neural Imaging Done on or 
Before Day 28 is “No.” 
  

Grade 0: No subependymal or intraventricular hemorrhage  
Grade 1: Subependymal germinal matrix hemorrhage only   
Grade 2: Intraventricular blood, no ventricular dilation  
Grade 3: Intraventricular blood, ventricular dilation  
Grade 4: Intraparenchymal hemorrhage   
Grade 5: Total retinal detachment 



   
 

  
Note:  If multiple neural imaging were done on or before day 28, record the most 
severe grade. 
  
(c)  Shunt Placed for Bleed  
Check Yes if a shunt was placed for an acquired post-hemorrhagic hydrocephalus.   
  
Check  No if no shunt was placed, there was no hemorrhage present, or neural 
imaging was not performed.    
  
Note: A shunt placed for congenital hydrocephalus, not due to cranial hemorrhage, 
should be coded No.  
  
Check Unk if this information cannot be obtained.     
 
(d)  Other Intracranial Hemorrhage (on or before Day 28)  
Check Yes if neural imaging (either ultrasound, CT scan, MRI scan) showed 
evidence of intracranial hemorrhage other than P/IVH grades 1–4.  Includes 
subdural, epidural, subarachnoid bleeds and parenchymal hemorrhage not related to 
P/IVH.  Do not include extracranial bleeds such as subgaleal hemorrhages or 
cephalhematomas. Specify the type of intracranial hemorrhage in the given space.   
  
Check No if no other evidence of hemorrhage was found or no imaging was 
performed.  
  
Check Unk if this information cannot be obtained.   
  
 
Item 46.  Cystic Periventricular Leukomalacia  
(a) Neural Imaging Performed   
Check Yes if neural imaging (either ultrasound, CT scan, MRI scan) was performed 
at any time.    
  
Check No if no neural imaging (either ultrasound, CT scan, MRI scan) was 
performed at any time.   
  
Check Unk if this information cannot be obtained.    
  
(b) If Yes to 46a), was there evidence of CPVL  
Check Yes if the infant has evidence of cystic periventricular leukomalacia (CPVL) 
on a Cranial Ultrasound, CT, or MRI scan obtained at any time. 
  
Check No if there was no evidence of CPVL on any Cranial Ultrasound, CT, or MRI 
and at least one cranial imaging study (ultrasound, CT, or MRI) was done.   
  
Check N/A if no cranial image study (Ultrasound, CT, or MRI) was ever done.  
  
Check Unk if this information cannot be obtained.    
  



   
 

Note: To be considered cystic periventricular leukomalacia there must be multiple 
small periventricular cysts identified. Periventricular echogenicity without cysts 
should not be coded as cystic periventricular leukomalacia. A porencephalic cyst in 
the area of previously identified intraparenchymal hemorrhage should not be coded 
as cystic periventricular leukomalacia. Periventricular abnormalities on CT or MI 
should not be coded as cystic periventricular leukomalacia unless multiple 
small periventricular cysts are identified. 
 
Item 47.  Seizures, EEG or Clinical   
Check Yes if there is compelling clinical evidence of seizures, or of focal or 
multifocal clonic or tonic seizures.  Also check Yes if there is EEG evidence of 
seizures regardless of clinical status.   
  
Check No if there is no evidence of seizures.  
  
Check Unk if this information cannot be obtained.    
  
 
Item 48.  Hypoxic Ischemic Encephalopathy  
Check Severe if the infant was diagnosed with Hypoxic-Ischemic Encephalopathy 
(HIE) as defined below, and the worst stage observed during the 168 hours (7 days) 
following birth is that the infant is in deep stupor or coma.  Infants in this category are 
not arousable in response to arousal maneuvers.  
  
Check Moderate if the infant was diagnosed with Hypoxic-Ischemic Encephalopathy 
(HIE) as defined below, and the worst stage observed during the 168 hours (7 days) 
following birth is that the infant is lethargic or in mild stupor.  Infants in this category 
are arousable but have a diminished response to arousal maneuvers.  
  
Check Mild if the infant was diagnosed with Hypoxic-Ischemic Encephalopathy (HIE) 
as defined below, and the worst stage observed during the 168 hours (7 days) 
following birth is that the infant is alert or hyperalert, with either a normal or 
exaggerated response to arousal.  
  
Check None if the infant was not diagnosed with Hypoxic-Ischemic Encephalopathy.   
  
Check N/A if the infant has a gestational age at birth of less than 36 weeks.  
  
Check Unk if this information cannot be obtained.    
  
HIE Diagnosis. The diagnosis of Hypoxic-Ischemic Encephalopathy requires the 
presence of all three of the following criteria:   
 

1.  The presence of a clinically recognized encephalopathy within 72 hours of 
birth.  Encephalopathy is defined as the presence of 3 or more of the 
following findings within the first 72 hours after birth.  
a.) abnormal level of consciousness: hyperalertness, lethargy, stupor or 

coma 



   
 

b.) abnormal muscle tone: hypertonia, hypotonia or flaccidity  
c.) abnormal deep tendon reflexes: increased, depressed or absent  
d.) seizures: subtle, multifocal or focal clonic  
e.) abnormal Moro reflex: exaggerated, incomplete or absent  
f.) abnormal suck: weak or absent  
g.) abnormal respiratory pattern: periodic, ataxic or apneic 
h.) oculomotor or pupillary abnormalities: skew deviation, absent or 

reduced Doll's eyes or fixed unreactive pupils 
AND 
2.  Three or more supporting findings from the following list: 

a.) arterial cord pH <7.00 
b.) APGAR score at 5 minutes of 5 or less 
c.) evidence of multiorgan system dysfunction (see below)   
d.) evidence of fetal distress on antepartum monitoring: persistent late 

decelerations, reversal of end-diastolic flow on Doppler flow studies of 
the umbilical artery or a biophysical profile of 2 or less  

e.) evidence on CT, MRI, technetium or ultrasound brain scan performed 
within 7 days of birth of diffuse or multifocal ischemia or of cerebral 
edema 

f.) abnormal EEG: low amplitude and frequency, periodic, paroxysmal or 
isoelectric 

AND 
3.  The absence of an infectious cause, a congenital malformation of the brain 

or an inborn error of metabolism, which could explain the encephalopathy. 
 
Multiorgan system dysfunction requires evidence of dysfunction of one or more of 
the following systems within 72 hours of birth:  

a.) Renal: oliguria or acute renal failure   
b.) GI: necrotizing enterocolitis, hepatic dysfunction 
c.) Hematologic: Thrombocytopenia, disseminated intravascular 

coagulopathy    
d.) Endocrine: hypoglycemia, hyperglycemia, hypercalcemia, syndrome of 

inappropriate ADH secretion (SIADH)  
e.) Pulmonary: persistent pulmonary hypertension 
f.) Cardiac: myocardial dysfunction, tricuspid insufficiency 
 

POST-DELIVERY DIAGNOSES AND INTERVENTIONS -- CONGENITAL 
MALFORMATIONS 
Item 49.  Major Birth Defects / Congenital anomalies 
Check Yes if the infant had one or more of the birth defects listed in Appendix D.  In 
the spaces provided, you may enter as many as five 3-digit code numbers of birth 
defects from the list. 
 
Check Yes if the infant had birth defects not listed in Appendix D, which were lethal, 
or life threatening.  In this case, use the defect code of “100” (in addition to any other 
applicable code) and describe the defects in detail in the space provided for 
description.  Be specific.  Do not use general descriptions such as “multiple 



   
 

congenital anomalies” or “complex congenital heart disease”.  To be considered as 
lethal or life threatening a birth defect must either: 1) be the primary cause of death, 
or 2) be treated prior to discharge with specific surgical or medical therapy to correct 
a major anatomic defect or a life threatening physiologic dysfunction.  
 
Check No if an infant was not diagnosed as having one or more of the birth defects 
listed in Appendix D and did not have an unlisted birth defect, which was lethal or life 
threatening.  
 
Check Unk if this information cannot be obtained.  
 
The following Birth Defect Codes require a detailed description in the space provided 
for Item 49 on the Admission / Discharge Form:  
 
Code 504 – Other Chromosomal Anomaly  
Code 601 – Skeletal Dysplasia 
Code 605 – Inborn Error of Metabolism  
Code 150 – Other Lethal or Life Threatening Central Nervous System Defects 
Code 200 – Other Lethal or Life Threatening Cardiac Defects  
Code 300 – Other Lethal or Life Threatening Gastro-Intestinal Defects 
Code 400 – Other Lethal or Life Threatening Genito-Urinary Defects  
Code 800 – Other Lethal or Life Threatening Pulmonary Malformation  
Code 900 – Other Lethal or Life Threatening Vascular or Lymphatic Defects  
Code 100 – Other Lethal or Life Threatening Defects Not Noted in Appendix D 
 
The following conditions should NOT be coded as Major Birth Defects:  
 
1. Cleft Lip without Cleft Palate 
2. Club Feet 
3. Congenital Dislocation of the Hips  
4. Extreme Prematurity  
5. Fetal Alcohol Syndrome  
6. Hypospadias  
7. Hypothyroidism  
8. Intrauterine Growth Retardation 
9. Intrauterine Infection 
10. Limb Abnormalities 
11. Patent Ductus Arteriosus 
12. Persistent Pulmonary Hypertension (PPHN) 
13. Polydactyly 
14. Pulmonary Hypoplasia (use code 401 for bilateral renal agenesis or 604 for 

oligohydramnios sequence, if applicable)  
15. Small Size for Gestational Age  
16. Syndactyly  

INITIAL DISPOSITION  

The Initial Disposition section of the Discharge Form consists of Items 53 through 57.  
These items are completed based on the infant’s status at initial disposition.  For 



   
 

infants who transfer from your center and are readmitted to your center following 
transfer, 

1) Update Items 21, 23-25, and 27-53 based on the status of these items at 
the time of Disposition after Readmission. 

Do not update Items 54 through 57 based on events following transfer. 
 

POST-DELIVERY DIAGNOSES AND INTERVENTIONS -- HYPERBILIRUBINEMIA 
Note: The following questions (50-52) pertain to ANY infant that was previously 
discharged home and readmitted on or before day 28 of life. 
 
Item  50.   The maximum level of Bilirubin (<25, 25-<30, ≥30 mg/dL)  
Enter the level of Bilirubin [BHD] (mg/dL) found on THIS Readmission. 
 
 
Item 51. Infant received an Exchange Transfusion during THIS 
Readmission 
Check Yes if infant received an Exchange Transfusion during THIS readmission. 
 
Check No if infant did NOT receive an Exchange Transfusion during THIS 
readmission.  
 
 
Item  52.   Hospital that discharged the infant to home (prior to 
THIS readmission) 
Enter the OSHPD code of the hospital that discharged the infant to home (prior to 
THIS readmission).  
 
Note: Please check Appendix F for OSHPD codes.  
 
 
Item 53.  Enteral Feeding at Discharge  
Note:  When completing this item, “Discharge” refers to initial disposition in most 
cases.  If an infant is transferred from your center to another hospital and readmitted 
to your center following transfer, update this item based on the infant’s enteral 
feeding status at the time of discharge after readmission 
  
Note:  If by the June 1st close-out date, an infant is Still in the Hospital at Initial 
Disposition (Item 54), leave items 35, 53-57 blank. 
 
Check None if the infant was not receiving any enteral feedings with either formula 
milk or human milk at discharge. 
  
Check Human Milk Only if the infant was discharged receiving human milk as their 
only enteral feeding, either by being breastfed and/or by receiving pumped human 
milk.  
  



   
 

Check Formula Only if the infant was discharged receiving formula milk as their 
only enteral feeding.  
 
Check Human Milk in Combination With Either Fortifier or Formula if the infant 
was discharged receiving human milk, plus human milk fortifier and/or formula milk.  
  
Check Unk if this information cannot be obtained.    
 
Enteral feedings may be given by any method including breast, bottle, gavage tube, 
gastrostomy tube, feeding cup, etc.  Formula milk includes all standard newborn 
formulas, premature formulas, and special formulas.  Please answer this question 
based only on the enteral feedings at discharge.  Do not consider parenteral 
feedings when answering this item.  For example, if an infant was discharged on IV 
TPN as well as human milk, the correct response would be Human Milk Only since 
human milk was the only enteral feeding.  If an infant was discharged on IV TPN 
alone, the correct response would be None since the infant was not receiving any 
enteral feedings. 
  
If an infant was discharged only on sterile water or glucose water, the correct 
response would be None since the infant was not receiving either formula milk or 
human milk.  
 
Complete the item, Enteral Feeding at Discharge, based on enteral feedings 
received during the 24 hour period prior to discharge, transfer, or death.  For infants 
who remained in your hospital on their first birthday, complete the item, Enteral 
Feeding at Discharge, based on enteral feedings received on that day. 
  
 
Item 54.  Initial Disposition from Your Hospital 
Item 54 refers to the first discharge or transfer from your hospital.  Discharge occurs 
when an infant leaves your Center, not when he or she leaves the NICU.   Do not 
change this item based on later dispositions following transfer or readmission.  
 
Check the appropriate category that reflects the infant’s initial disposition at 
discharge from your hospital.  Initial Disposition refers to the first time an infant was 
discharged from your hospital.  
 
Check Home if the infant was discharged to home on or before his/her first birthday 
from your hospital without ever transferring to another hospital.  Complete Items 55, 
56 and 57; data collection stops at this point. Do not complete the Transfer/ Post-
Transfer Form. 
 
Check Died if the infant died on or before his/her first birthday at your hospital prior 
to being discharged home or transferred.  Complete Items 55, 56 and 57; data 
collection stops at this point. Do not complete the Transfer/ Post-Transfer Form. 
 
Check Transferred to Another Hospital if the infant was transferred to another 
hospital or chronic care facility on or before his/her first birthday and before going 
home.  Complete Items 55, 56 and 57 on this form.  Complete the Transfer Log and 



   
 

the Transfer/ Post-Transfer Form for infants who transfer (see Appendix B).  Enter 
the Infant’s Name, Network ID Number, Date of Transfer, and the Transfer Hospital 
Name in the appropriate spaces on the Transfer Log.  See instructions for the 
Transfer/ Post-transfer Form below.  
 
Note: Infants transferred from one unit to another within your hospital are not 
considered transfers.   Continue collecting data until the first birthday for all eligible 
infants who have not been discharged and who remain anywhere within your 
hospital. 
 
Check Still Hospitalized as of First Birthday if the infant was still at your center on 
the date of the infant’s first birthday.  Complete Items 55, 56 and 57; data collection 
stops at this point.  Do not complete the Transfer/ Post-Transfer Form. 
 
Check Unk if this information cannot be obtained.  
 
Note:  If by the June 1st close-out date, an infant is Still In the Hospital at Initial 
Disposition (Item 54), leave items 35, 53-57 blank. 
 
 
Item 55.  Weight at Initial Disposition  
Item 55 refers to the first discharge or transfer from your hospital.  Do not change 
this item based on later dispositions following transfer or readmission.  
  
Enter the weight in grams obtained on the Date of Initial Discharge, Transfer or 
Death (Item W8 on the Patient Identification Worksheet). 
 
If the answer to Initial Disposition from Your Hospital (Item 54) is Still Hospitalized 
as of First Birthday, enter the infant’s weight in grams on the infant’s first birthday.  
If the infant was not weighed on the date of his/her first birthday, enter the weight in 
grams from the previous day. 
  
Check Unk if this information cannot be obtained. 
 
Note:  If by the June 1st close-out date, an infant is Still In the Hospital at Initial 
Disposition (Item 54), leave items 35, 53-57 blank. 
 
 
Item 56.  Head Circumference at Initial Disposition    
Enter the head circumference as recorded in the chart or clinical flow sheets on the 
Date of Initial Disposition (Item W8 on the Patient Identification Worksheet).  If the 
head circumference is not recorded on the Date of Initial Disposition, record the most 
recent head circumference measured on the day prior to discharge.   
 
Record the head circumference at discharge (transfer, death, home or 1st 
birthday) to the nearest tenth of a centimeter.  Record 31.24 as “31.2”, Record 
31.25 as “31.3”.  You must not leave the tenth of a centimeter box blank.  If the 
medical record states that the head circumference is 32 centimeters, please enter 
“32.0” on the data form.  



   
 

  
Check Unk if this information cannot be obtained or if the head circumference noted 
in the chart is at any other time rather than at discharge.   
 
Note:  If by the June 1st close-out date, an infant is Still In the Hospital at Initial 
Disposition (Item 54), leave items 35, 53-57 blank. 
 
 
Item 57.  Initial Length of Stay 
Item 57 refers to the first discharge or transfer from your hospital.  Do not change 
this item based on later dispositions following transfer or readmission.  
 
Initial Length of Stay is not applicable to infants who meet Delivery Room Death 
Criteria.  For all other infants, enter the Initial Length of Stay, Item L1, from Part A on 
the Length of Stay Calculation Worksheet.  
 
Note: A new calendar feature was added for Initial Length of Stay. This field has 
been replaced by a calendar box. This new feature requires a calendar date 
(mm/dd/yyyy). Please click in the text box and the calendar window will appear. 
Select month, day and year for date of initial discharge. 
 
Once the network ID is submitted, Initial Length of Stay will be automatically 
calculated and visible in the “Report Status” of the current record. 
  
Initial Length of Stay is the number of days from the date the infant was admitted to 
your hospital (Item W5 on the Patient Identification Worksheet) until the Date of 
Initial Discharge, Transfer or Death (Item W8 on the Patient Identification 
Worksheet). Calculate the Initial Length of Stay as ([Date of Initial Discharge, 
Transfer or Death] minus [Date of Admission] plus one).  Infants who die on the Day 
of birth, other than those who meet Delivery Room Death Criteria, will have an Initial 
Length of Stay of 1 day.  The maximum value of Initial Length of Stay is 366 (or 367 
if leap day must be added) because tracking ends on the infant’s first birthday.  
 
Check Unk if this information cannot be obtained.  
 
Note:   For inborn infants, the Date of Admission is the Date of Birth.  For outborn 
infants, the Date of Admission is the date the infant was admitted to your center.  If 
the Date of Initial Discharge, Transfer or Death is “Unknown,” Initial Length of Stay 
will also be “Unknown.”  If an infant is still in your hospital on his or her first birthday, 
and has not transferred or been home, use the date of the infant’s first birthday as 
the Date of Initial Discharge, Transfer or Death.  
 
Note:  If by the June 1st close-out date, an infant is Still In the Hospital at Initial 
Disposition (Item 54), leave items 35, 53-57 blank. 
 
 
 
 
 



   
 

TRANSFER/ POST-TRANSFER FORM 
 
Use the Transfer/ Post-Transfer Form to collect data for infants who transfer from 
your center to another hospital.  The Transfer Log is a useful tool for tracking infants 
who transfer.  See Appendix B.  
 
Note:  Infants who are transferred from one unit to another unit within your hospital 
are not considered transfers.  Do not use the Transfer/ Post-Transfer Form for these 
infants.  The Transfer/ Post-Transfer Form is used only for infants who transfer out of 
your center to another hospital. 
 

TRANSFER INFORMATION  

Instructions for Transfers 
Complete Items 55-57 for infants who were transferred from your center to another 
hospital if all three of the following conditions are true: 

• The infant was not discharged home prior to transfer from your center. 
• The infant was not previously transferred from your center. 
• The infant was less than a year old when transferred from your center. 

 
Note:  If an infant transfers more than once, do not update Items 55-57 based on 
events occurring after the initial transfer. 
 
 
Item 58.  Reason for Transfer Out (Check only one) 
Check only one answer, the primary reason for transferring the infant to another 
facility. 
 
Note:  
Acute:  An infant with medical problems that require acute resolution for survival 
who is transferred in order to obtain medical, diagnostic, or surgical therapy that is 
not provided, or that cannot be effectively provided due to temporary staffing/census 
issues, or that can not be provided due to insurance restrictions at the referring 
hospital is considered acute.  
Non-Acute:  A non-acute transfer is an infant whose initial medical/surgical needs 
have been met, whose condition has been stabilized and who is transferred to a 
facility in order to obtain growth care, discharge planning care, chronic care, and/or 
hospice care.  The medical needs of non-acute transfers may range from extensive 
and extremely complex care (e.g., an infant with lethal anomalies) to minimal care 
for feeding and growth (e.g., “maintenance”). 
 
Growth/Discharge Planning.  Check if an infant is transferred to another hospital 
for continuing care in preparation for eventual discharge home. This category 
includes "back transfers" to a hospital closer to the parents' home.  This may include 
cases where the transfer is to a tertiary care facility, as long as the purpose of the 
transfer is not the provision of surgical, medical or diagnostic services, or of long-
term chronic care, which were unavailable at your hospital. 
 



   
 

Medical/Diagnostic Services.  Check if the infant was transferred to another 
hospital to receive medical care or diagnostic tests, which are not available at your 
Center. If an infant is transferred to have a diagnostic work-up and the work-up 
results in surgery, the reason for transfer is still "Medical/Diagnostic Services". 
  
Surgery.  Check if an infant is transferred to another hospital specifically to have 
surgery even if surgery is not actually performed after the transfer. 
 
Chronic Care.  Check if the infant is transferred to an institution for long term 
chronic care.   For these infants, follow up is required only through age one year.  At 
that time, if status has not changed, the record is considered final. 
  
Insurance.  Check if the infant is transferred primarily because of restrictions or 
contractual arrangements with an insurance plan.  
 
Other.  Check if the reason for transfer does not meet any of the above criteria. 
  
Check Unk if this information cannot be obtained.  
 
 
Item 59.  Hospital Location the Infant was Transferred to 
Starting from 2008, please select the hospital location the infant was transferred to 
from the selection list provided. Enter the OSHPD code of the hospital that 
discharged the infant to home (prior to THIS readmission).  
 
Note: Please check Appendix F for OSHPD codes.  
 
This is item is N/A for infants who were not initially transferred. 
 
Check Unk if this information cannot be obtained.  
 
 
Item 60.  Post-Transfer Disposition 
Check Home if the infant was discharged to home on or before his/her first birthday 
from the hospital to which he/she was transferred.   If this answer is checked, Items 
58-60 on this Form are not applicable; only complete Item 61 of this Form.  
 
Check Transferred Again to Another Hospital if the infant was transferred again to 
another hospital or to a chronic care facility from the hospital to which he/she was 
originally transferred.  If this answer is checked, Items 58-59 of this Form are not 
applicable; complete Items 60-61 of this Form.  
 
Check Died if the infant died on or before his/her first birthday at the hospital to 
which he/she was transferred.  If this answer is checked, Items 58-60 on this Form 
are not applicable; only complete Item 61 of this Form.  
 
Check Readmitted to Any Location in Your Hospital if an infant is readmitted on 
or before his/her first birthday (before ever having gone home) to any location in your 



   
 

hospital such as the neonatal intensive care unit, a step-down unit, newborn nursery, 
intermediate care, pediatric intensive care unit, pediatric ward, etc.  If this answer is 
checked, continue with item 58 on this form. 
 
Check Still Hospitalized as of First Birthday if infant was still in the “Transferred 
To” hospital on his/her first birthday.   If this answer is checked, Items 58-60 on this 
Form are not applicable; only complete Item 61 of this Form.  
 
Check Unk if this information cannot be obtained. 
 
Note:  If by the June 1st close-out date, an infant is Still In the Hospital where s/he 
was transferred to (item 57), answer up to Item 56, then leave Items 57-61 blank. 
 
Instructions for Readmits 
Complete Items 58-59 if an infant is readmitted to any location in your hospital and 
the infant: 

• Is less than a year old on the date of readmission. 
• Has not been previously discharged home. 
• Has not been previously readmitted to your hospital. 
• Has not transferred to other hospitals more than one. 

 
These include infants who were readmitted on or before Day 28, as well as, infants 
readmitted after Day 28 of life.  For these infants, it is also necessary to update 
Items 21, 23-25, 27-53 with information obtained from the episode of care at the 
hospital the infant was transferred to and the care upon re-admission to your center. 
 
Locations in your hospital to which the infant may be readmitted include the neonatal 
intensive care unit, a step-down unit, newborn nursery, intermediate care area, 
pediatric intensive care unit, pediatric ward, or any other location where care is 
given.  Check these locations as necessary to collect data on all readmissions. 
 
If Items 58 and 59 are applicable to an infant based on the above criteria, continue to 
collect data until Disposition after Readmission occurs (Item 59).  If new events 
occur after transfer from your hospital for infants who are readmitted to your hospital, 
update Items 21, 23-25, 27-53 to reflect events at the “transferred-to” hospital, as 
well as events at your hospital.  Do not change Items 53-57 based on events 
following transfer or readmission.  Items 53-57 should reflect the Status of Initial 
Disposition prior to transfer from your center.  Do not continue to update items on the 
Admission/ Discharge Form if the infant is transferred again following readmission.  
For centers submitting paper forms, please circle or highlight revised data items on 
the forms to indicate revisions to previously submitted data.  
 
Note:  Reassignment of New IDs for infants discharged home then readmitted 
back to your center.  New ID Numbers MUST be assigned if a baby is discharged 
home from your center, AND THEN readmitted back to your center. For the situation 
in which a baby is born at your center, then sent home and then after the home 
discharge is re-admitted to your center, you need to: 1) Fill out a new form and 
assign a new network ID number 2) check the baby as Outborn (Item 7a), 3) check 



   
 

the age in days at the re-admission (Item 7b), and 4) check your own center as the 
location of birth (Item 7c). Refer to XII. Procedures for Completing Forms and XIV. 
Definitions of Data Items for specific instructions. 
 
Item 61.  Weight at Disposition After Readmission 
Enter the weight in grams obtained on the date at which the Disposition after 
Readmission, Item 62, occurred.  If the infant was not weighed on the day of death, 
enter the weight in grams from the previous day.  If the answer to Disposition after 
Readmission (Item 62) is “Still Hospitalized as of First Birthday,” enter the infant’s 
weight on his or her first birthday.  If the infant was not weighed on the date of the 
first birthday, enter the weight in grams from the previous day.  
 
Check Unk if this information cannot be obtained. 
 
Note:  If by the June 1st close-out date, an infant is Still In the Hospital where s/he 
was transferred to (item 57), answer up to Item 56, then leave Items 57-61 blank. 
 
 
Item 62.  Disposition After Readmission  
Check Home if the infant was discharged to home on or before his/her first birthday 
from any location in your hospital after readmission.  If this answer is checked, Item 
59 of this Form is not applicable; complete Item 60 of this Form.  
 
Check Transferred Again to Another Hospital if the infant was transferred again to 
another hospital or to a chronic care facility on or before his/her first birthday after 
readmission.  If this answer is checked, complete Items 59-60 of this Form. 
  
Check Died if the infant died on or before his/her first birthday at any location in your 
hospital after readmission.  If this answer is checked, Item 59 of this Form is not 
applicable; complete Item 60 of this Form. 
  
Check Still Hospitalized as of First Birthday if infant was still in your hospital as of 
his/her first birthday.  If this answer is checked, Item 59 of this Form is not 
applicable; complete Item 60 of this Form. 
  
Check Unk if this information cannot be obtained. 
 
Note:  If by the June 1st close-out date, an infant is Still In the Hospital where s/he 
was transferred to (item 57), answer up to Item 56, then leave Items 57-61 blank. 
 
Note:  If by the June 1st close-out date, an infant is Still In the Hospital after being 
readmitted (Item 59), Items 59-61 should be left blank. 
 
Instructions for Infants Transferred More than Once 
Complete Item 60 for all infants who transfer more than once, i.e., those infants 
whose Post-Transfer Disposition (Item 57) is checked “Transferred Again to Another 
Hospital,” or infants whose Disposition After Readmission (Item 59) is checked 
“Transferred Again to Another Hospital.” 
 



   
 

Periodically check with hospitals to which infants are transferred to determine their 
disposition.  When the Ultimate Disposition (Item 60) is known, Complete Items 60-
61 and submit the Form to Vermont Oxford Network. 
 
Item 63.  Ultimate Disposition  
Check Home if the infant ultimately went home on or before the first birthday.  
 
Check Died if the infant ultimately died on or before the first birthday.  
 
Check Still Hospitalized as of First Birthday if the infant was still hospitalized on 
his/her first birthday, without ever having gone home.  
 
Check Unk if this information cannot be obtained.  
 
Note:  If by the June 1st close-out date, an infant is Still In the Hospital where s/he 
was transferred to (item 57), answer up to Item 56, then leave Items 57-61 blank. 
 
Note:  If by the June 1st close-out date, an infant is Still In the Hospital after being 
readmitted (Item 59), Items 59-61 should be left blank. 
 
 
Item 64.  Total Length of Stay  
Note: A new calendar feature added to Length of Stay. 
 
Use the Length of Stay Calculation Worksheet to calculate the Total Length of Stay 
for infants who transfer from your center, from their first admission to your center 
until discharge home, death or first birthday, whichever occurs first.  
 
Note: A new calendar feature was added for Total Length of Stay. This field has 
been replaced by a calendar box. This new feature requires a calendar date 
(mm/dd/yyyy). Please click in the text box and the calendar window will appear. 
Select month, day and year for date of final discharge. 
 
Once the network ID is submitted, Total Length of Stay will be automatically 
calculated and visible in the “Report Status” of the current record. 
 
The Total Length of Stay is the number of days from the date the infant was first 
admitted to your hospital (Item W5 on the Patient Identification Worksheet) until the 
date of Final Discharge or Death (Item W9 on the Patient Identification Worksheet).  
Calculate the Total Length of Stay as ([Date of Final Discharge or Death] minus 
[Date of Admission] plus one).  The maximum value of Total Length of Stay is 366 
(or 367 if leap day must be added), because tracking ends on the infant’s first 
birthday. 
 
Note:  For inborn infants, the Date of Admission is the Date of Birth.  For outborn 
infants, the Date of Admission is the date the infant was admitted to your center.  If 
the Date of Final Discharge or Death is “Unknown,” Total Length of Stay will also be 
“Unknown.” If an infant who transfers is still hospitalized on his or her first birthday, 



   
 

and has not been home, use the date of the infant’s first birthday as the Date of Final 
Discharge or Death.  
  
Enter Total Length of Stay, Item L2, From Part B on the Length of Stay Calculation 
Worksheet, in days.  
 
Check Unk if this information cannot be obtained.  
 
Note: If by the June 1st close-out date, an infant is Still In the Hospital where s/he 
was transferred to (item 57), answer up to Item 56, then leave Items 57-61 blank. 
 
Note:  If by the June 1st close-out date, an infant is Still In the Hospital after being 
readmitted (Item 59), Items 59-61 should be left blank. 
 

DELIVERY ROOM DEATH FORM  
 
Only complete this form for infants born in your Center who have died prior to 
admission to your NICU.  
 
These may include:   
 

1. Infants born in the Delivery Room who die in the Delivery Room; 
2. Infants born in the Delivery Room who die in other locations prior to 

admission to the NICU (e.g. Resuscitation Room, Mother's Room, Well Baby 
Nursery);  

3. Infants not born in the Delivery Room but in another location in your Center 
(e.g. Emergency Room) who die prior to admission to the NICU.   

 
Note:  Hospital policies vary concerning the physical placement of a non-viable 
infant for the purpose of providing “comfort care”.  These infants may be physically 
cared for in a variety of locations including the delivery room, the OB recovery room, 
the mother’s room or even the Nursery or NICU.  If a hospital policy dictates that this 
type of infant be formally admitted to the NICU for end-of-life care, then an 
Admission/Discharge form must be completed on this infant.  If hospital policy 
dictates that the infant is NOT formally admitted to the NICU for end-of-life care, a 
Delivery Room Death form should be completed. 
 
To complete the Delivery Room Death Form, please refer to the coding instructions 
for the Admission / Discharge Form. For the subset of items, which appear on the 
Delivery Room Death form, questions are numbered identically and the definitions 
are the same.  
 
Note:  To assist you in maintaining patient confidentiality we ask that you write or 
emboss the patient's name, medical record number and any other confidential 
identifying information on the back side of the data form. You will no longer have to 
remove this information when you send us copies of your data form. You will only 
send one-sided copies of the data forms. 
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APPENDIX A - DATA SUBMISSION TIMELINE 
 
January 1, 2008 Start using new online form for infants born in 2008. Centers who  

submit electronically, start following the 2008 format.   

January 1, 2008 2007 CCS Supplemental Form available on-line to participating 
Database Members. 

January 8, 2008 Deadline for submitting data to be included in the Fourth Quarter 
Report for 2007. 

January 10, 2008 Fourth Quarter Report for 2007 available online 
(www.cpqccdata.org). 

January 2008 2007 Membership Survey and 2008 Eligibility verification plan 
mailed to participating Database Members. 

April 1, 2008 Deadline for submitting data to CPQCC for all infants born in 2007 in 
order to be included in the NICU Quality Management Report for 
2007. 

April 1, 2008 Deadline for submitting the 2007 Membership Survey and 2008 
Eligibility verification plan from participating Database Members in 
order to be included in the NICU Quality Management Report for 
2007. 

April 1, 2008 Deadline for submitting 2007 CCS Supplemental Forms. 

April 8, 2008 Deadline for submitting data to be included in the First Quarter 
Report for 2008. 

May 8, 2008 First Quarter Report for 2008 available online (www.cpqccdata.org) 

April 1, 2008 CPQCC Data Center Deadline for completing finalization of all data 
to be included in the NICU Quality Management Report for 2008. 

July 8, 2008 Deadline for submitting data to be included in the Second Quarter 
Report for 2008. 

August 8, 2008 Second Quarter Report for 2008 available online 
(www.cpqccdata.org) 

September 2008 Annual NICU Quality Management Report for 2007 available for 
Centers that completed the 2007 data. 

October 8, 2008 Deadline for submitting data to be included in the Third Quarter 
Report for 2008. 

November 8, 2008 Third Quarter Report for 2008 available online (www.cpqccdata.org) 

January 8, 2009 Deadline for Submitting data to be included in the Fourth Quarter 
Report for 2008. 

  



   
 

APPENDIX B – LOGS AND DATA FORMS



   
 

CPQCC PATIENT LOG 2008 
PATIENT LOGS INCLUDE PROTECTED HEALTH CARE INFORMATION FOR YOUR INTERNAL USE ONLY 

DO NOT SUBMIT TO CPQCC 
 
 

Center Number_________                                         Center Name_______________________________________ 
 

CPQCC 
Network   

ID Number 

Patient’s Name Medical 
Record 
Number 

Birth Date  
(MM/DD/YY) 

DR Death? 
(Yes/No) 

Delivery Room 
Death Form 
Date Sent 

(MM/DD/YY) 

Eligibility:   
A. 401-1500g OR 
B. GA 22/0-29/6 OR 
C. gt 1500 grams and 
one of the ff: Death, 
Surg, Vent >4 hrs, 
Early Sepsis, Acute 
Transfer in/out or 
Previously discharged 
home and readmitted 
for Total Serum 
Bilirubin of 
=>25mg/dL and/or 
exchange transfusion 

 Admission/ 
Discharge 

Form 
Date Sent 

(MM/DD/YY) 

Transfer 
Form 

Required? 
(Yes/No) 

         

         

         

         

         

         

         

         



   
 

         

         

*This form was adapted from a log developed by Vermont Oxford Network*



   
 

CPQCC TRANSFER LOG 2008 
TRANSFER LOGS INCLUDE PROTECTED HEALTH CARE INFORMATION FOR YOUR INTERNAL USE ONLY 

DO NOT SUBMIT TO CPQCC 
 
 
Center Number_________                                         Center Name_________________________________________________ 
 

CPQCC  
Network 

ID 
Number 

Patient’s Name Birth Date 
(MM/DD/YY) 

Transfer Date 
(MM/DD/YY) 

Transfer 
Hospital Name

CPQCC 
Member? 
(Yes/ No) 

Items 55-57 
Sent* 

(MM/DD/YY) 
Required for 
all Transfers 

Items 58-59 
Sent** 

(MM/DD/YY) 
 

Item 60 
Sent*** 

(MM/DD/YY) 

Item 61  
Sent**** 

(MM/DD/YY) 
Required for 
all Transfers 

          

          

          

          

          

          

          

          

          

*This form was adapted from a log developed by Vermont Oxford Network 
*Submit Items 55-57 for all transferred infants when the Post Transfer Disposition is known. 
**Submit Items 58-59 for all readmitted infants when the Disposition After Readmission is known. 
***Submit Items 60 and 61 for all infants who were transferred more than once when the Ultimate Disposition is known. 
****Submit Item 60 for all infants who were transferred when the Date of Final Discharge or Death is known. 

  



   
 

OPTIONAL:  CPQCC PENDING ELIGIBILITY LOG 2008 
ELIGIBILITY LOGS INCLUDE PROTECTED HEALTH CARE INFORMATION FOR YOUR INTERNAL USE ONLY 

DO NOT SUBMIT TO CPQCC 
 

Center Number_________                                         Center Name_________________________________________________ 
 

SELECTION CRITERIA 
To be eligible, infant MUST answer YES to at least one of the 

following criteria prior to infant reaching Day 28 

Patient’s 
Name 

Birth Date 
(MM/DD/YY) 

Admit Date 
(MM/DD/YY) 

Date  
of  

Day 28 

401- 1500 
grams? 
(Yes/No) 

Gestational 
Age  

between  
22/0 and 

29/0? 
(Yes/No) 

Greater than 1500 grams 
 And  

MUST answer YES to at least 
one criteria: 
Acute Transfer in/out, 
Surgery, Death, Vent >4 hrs 
Early Sepsis 

Eligible at 
discharge? 
(Yes/ No) 

If infant 
eligible 

enter date 
below and 
enter the 

infant in the 
Patient Log 
(MM/DD/YY) 

         

         

         

         

         

         

         

         

         

*This form was adapted from a log developed by Vermont Oxford Network.



                                                                                                                                                                       

CPQCC PATIENT DATA FORM



                                                                                                                                                                       

CPQCC PATIENT IDENTIFICATION WORKSHEET 



1 

                                                      

 
              

  
 
 

 
 

PATIENT IDENTIFICATION WORKSHEET FOR INFANTS BORN IN 
2008 

 
 

 
 

  

Admission/Discharge Form 
Transport/Post-Transport Form 

 
Please use the Delivery Room Death forms for infants who meet the Delivery Room Death Criteria.  
Refer to the CPQCC Manual for 2008 when completing worksheets and forms. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
W1. Patient’s Name: _________________________________________  
 
W2. Mother’s Name: _________________________________________ 
 
W3. Patient’s Medical Record Number: ________________________________ 
 
W4. Date of Birth:   _____/_____/_____ 

                MM         DD      YYYY 

 
W5. Date of Admission:  _____/_____/_____      

         MM          DD       YYYY             
                    

 

 
W6. Date of Day 28:  ____/____/____    

 MM      DD     YYYY       
 
W7. Date of Week 36:  ____/____/____    

     MM      DD     YYYY     
 

W8. Date of Initial Discharge, Transfer or Death:  _____/_____/_____   
                              MM           DD        YYYY        

 
W9. Date of Final Discharge or Death:  ____/____/____   
            MM       DD      YYYY     
 

Do Not Submit This Worksheet to CPQCC 
Keep on File at Your Center 

 

Please use this and the Length of Stay Calculation Worksheet (on the following page) to calculate 
data elements reported on your 2008 forms. 

 
 

Network ID Number:  
     

 
 

   

 

 Hospital Number:  
    

 

This form was developed by Vermont Oxford Network (VON)



                                                                                                                                                                       

CPQCC PATIENT LENGTH OF STAY CALCULATION WORKSHEET



         

     Hospital Number:   
    

 
 

Network ID Number:   
     

 
  

 
LENGTH OF STAY CALCULATION WORKSHEET  

FOR INFANTS BORN IN 2008
 

Please use items W5, W8 and W9 from the Patient Identification Worksheet when completing this form. 
 

 
 
  
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
  
  
 
 
 
 
 
 

 
 

 
 
 
 
 
 
 
 
 
 
 

Part A. Initial Length Of Stay 
 
    

Enter Date of Initial Discharge, Transfer or Death (W8):  ____/____/____                                          Day # 
    

Subtract Date of Admission (W5):  ____/____/____                                                   -          Day #         
 
 
 
Add 1:                +   1 
                          

INITIAL LENGTH OF STAY =              Days    
(Enter Initial Length of Stay in Item 54 on the Admission/Discharge Form.) 
 
 
 
 

Part B. Total Length Of Stay 
Only For Infants Transferred From Your Hospital to Another Hospital. 

 

Calculate Total Length of Stay (for transferred infants only) using the Day Number Chart in the CPQCC 2008 
Manual. 

        
 

Enter Date of Final Discharge or Death (W9): ____/____/____                                                         Day # 
 

Subtract  Date of Admission (W5):                ____/____/____                  -          Day # 
 
 
 
Add 1:              +             1 
 

TOTAL LENGTH OF STAY =             Days 
(Enter Total Length of Stay in Item 61 of the Transport/Post-Trans Form.)                                            
 
 

 
 

SAMPLE CALCULATION OF INITIAL LENGTH OF STAY  
   

Enter Date of Initial Discharge, Transfer or Death:  06 / 23 / 2008 
 

Subtract Date of Admission:     04 / 30 / 2008                                                             - 
 
 

Add 1:              +             1 
 

 INITIAL LENGTH OF STAY =                               Days 
 
Explanation: Date of 06/23/2008 is Day Number 174.  Date of 04/30/2008 is Day Number 120.  The numbers for each 
date are found in the Day Number Chart of the CPQCC 2007 Manual.
 

This form was developed by Vermont Oxford Network
 

PLEASE CHECK YOUR MATH! 

1   7   4  Day # 
 

1   2   0  Day # 
 

     5   4      
 
 
 
 

 

 

      5   5 
 
 

Calculate Initial Length of Stay using the Day Number Chart in the CPQCC 2008 Manual. 

 

 

 



                                                                                                                                                                       

2008 CPQCC ADMISSION/DISCHARGE and TRANSPORT FORM



 



2.

Delivery and Maternal History

9. Maternal Age

10. Maternal Race / Ethnicity Answer both Parts a and b

a) Is Mother of Hispanic Origin? Yes No Unk

b) Maternal Race   Choose only one Black

White

Native American

Asian or Pacific Islander

Other

Unk

11. Prenatal Care Yes No

12. Group B Strep Positive Yes No
Not Done

13. Antenatal Steroids Yes No

14. Spontaneous Labor Yes No

15.  a) Multiple Births Yes No

b) If Yes, total number of infants
    delivered. (Count live born
    and stillborn infants) Total

N/A

c) Birth Order N/A
Unk

16. Mode of Delivery Choose only one Spont. vag. Op. vag. Cesarean Unk

17. Antenatal Conditions (Mandatory for ALL CPQCC eligible infants)
Select all conditions occuring in this pregnancy.

       If None, select checkbox for "None" in each column.

Maternal
None
Hypertension
Chorioamnionitis
Other Infection
Diabetes
Prev. Cesarean
Other Maternal
Unk

None
IUGR
Distress
Anomaly
Other Fetal
Unk

Obstetrical
None
Premature ROM
Prolonged ROM(>18hr)
Malpresent./Breech
Bleed/Abrupt/Previa
Other Obstetrical
Unk

If Other, specify: If Other, specify: If Other, specify:

Fetal

Years

Unk

Unk

Unk

Unk

Unk

Unk

Unk

2008 ADMISSION/DISCHARGE FORM
FOR INFANTS BORN IN 2008
Network ID Hospital No.

Sections of this form include data elements and definitions developed by Vermont Oxford Network
             This form is for internal use ONLY.  Please DO NOT submit this form to the CPQCC Data Center.  



2008 ADMISSION/DISCHARGE FORM
FOR INFANTS BORN IN 2008
Network ID Hospital No.

3.

19. Apgar Scores

5 min 10 min1 min

Not Done

Unk

20. Delivery Room Resuscitation
a) Oxygen: Yes No Unk d) Endotrachael tube/vent: Yes No Unk

e) Epinephrine: Yes No Unk

f) Cardiac  compression: Yes No Unkc) Bag/Mask: Yes No Unk

b) CPAP: Yes No Unk

23. Respiratory Support  After leaving DR

a) Oxygen Yes No Unk

b) Conventional Vent Yes No Unk

c) HIFI Vent Yes No Unk

21. Surfactant Treatment
a) Surfactant given in Delivery Room Yes No Unk

Yes No Unkb) Surfactant given at Any Time

   c) If Yes, enter Age 
        at First Dose

Hours Minutes  (0-59)

Part b must be Yes if Part a is answered Yes

 Post-Delivery Diagnoses and Interventions--Respiratory

Not Applicable (No C/S)

Malpresentation/Breech

Multiple gestation

Fetal distress

Other (specify)

Elective

Dystocia/Failed to progress

Placental Problems

Hypertension

Unk

18. Indications for Cesarean Section
     (Mandatory for ALL CPQCC eligible infants)
      Select at least one

If Other,
specify:

N/A

Unk

22. a) Temperature Measured Within 1 Hour of NICU Admission Yes No

b) If Yes, enter temperature N/A
Unk

Degrees  C

.

d) High Flow Nasal Cannula Yes No Unk

e) Nasal IMV or SIMV Yes No Unk

Delivery and Maternal History (continued)

Unk Unk

Unk

24. Use of Nasal CPAP
    a) Nasal CPAP
    b)  If Yes, was NCPAP used before ETT Ventilation?

Yes No Unk
Yes No Unk N/A

Sections of this form include data elements and definitions developed by Vermont Oxford Network
             This form is for internal use ONLY.  Please DO NOT submit this form to the CPQCC Data Center.  



25. Use of Assisted Ventilation
 a) Length of Ventilation None <= 4hrs > 4hrs Unk

b) If Vent > 4 hrs, fill in Days and Hours below:

Days

N/A
Unk

Hours (0-23)

26. Infant Death Within 12 Hours of Admission to the NICU Yes No Unk

27. Respiratory Distress Syndrome Yes No Unk

28. Pneumothorax Yes, Here Yes, Elsewhere Yes, Here and Elsewhere No Unk

Yes No Unk29. Meconium Aspiration Syndrome

30. Inhaled Nitric Oxide Yes No Unk

31. ECMO Yes No Unk

32. a) Postnatal Steroids (Were postnatal steroids given?) Yes No Unk

If postnatal steroids were were used, check all reasons that applied

Extubation Blood Pressure Other Unk N/A

33. Supplemental Oxygen on Day 28 Continuous Intermittent None Unk N/A

34. Oxygen at 36 Weeks Adjusted GA Continuous Intermittent None Unk N/A

35. Respiratory Support at Discharge 
 

b) Oxygen
Yes No Unka) Apnea/Cardio-Respiratory Monitor

c) Mechanical Ventilation
d) Other (specify)

 For Other, specify:

b)

 Post-Delivery Diagnoses and Interventions--Respiratory (continued)

2008 ADMISSION/DISCHARGE FORM
FOR INFANTS BORN IN 2008
Network ID Hospital No.

4.

CLD (check location): Given here Given elsewhere Given here and elsewhere

36. Early Bacterial Sepsis and/or Meningitis On or before Day 3

 Post-Delivery Diagnoses and Interventions--Infections

GBS e.Coli Other No Unk
 For Other, specify
Organism:37. Late Sepsis and/ or Meningitis after Day 3

N/A if infant not in your hospital after Day 3

a) Bacterial Pathogen
If GBS, e.Coli, or Other, check location of occurrence:

GBS e.Coli Other No N/A Unk
Here Elsewhere Here and Elsewhere

 For Other, specify
Organism:

Yes No Unk

Yes No Unk
Yes No Unk

b) Coagulase Negative
     Staphylococci

Yes, here Yes, elsewhere Yes, here and elsewhere No N/A Unk

c) Fungal Yes, here Yes, elsewhere Yes, here and elsewhere No N/A Unk

Sections of this form include data elements and definitions developed by Vermont Oxford Network
             This form is for internal use ONLY.  Please DO NOT submit this form to the CPQCC Data Center.  



2008 ADMISSION/DISCHARGE FORM
FOR INFANTS BORN IN 2008 5.
Network ID Hospital No.

 Post-Delivery Diagnoses and Interventions--Infections (continued)

38. Congenital Viral Infection Yes No Unk
If Yes, specify pathogen:

Post-Delivery Diagnoses and Interventions--Other diagnoses, surgeries, and surgical complications

39. a) Patent Ductus Arteriosus Yes No Unk

   b) Indomethacin Yes No Unk

d) PDA Ligation

40.  a) Necrotizing Enterocolitis
b) NEC Surgery

41. Focal GI Perforation
42. Retinopathy of Prematurity

a) Was a Retinal ExamPerformed

b) If Yes to a), enter Worst Stage (0 - 5)

Stage

Unk
N/A

c) ROP Surgery

43. a) Other Surgery Yes No Unk

b) If Yes, enter up to 10 Surgery Codes and specify the
location of the surgery as either Here (H), Elsewhere (E) or
Both (B).  For example: S100 H.  See Manual for Codes.

If necessary, enter
surgery description:

44. Surgical Complications Choose only one.  If Yes is chosen, 
        describe complications below. See Manual for list of complications.

Yes (Surgery complications occurred) No   (Surgery done, but no complications) N/A  Unk

Yes, here Yes, elsewhere Yes, here and elsewhere No N/A Unk

c) Ibuprofen Yes No Unk

Yes, here Yes, elsewhere Yes, here and elsewhere No N/A Unk

Yes No Unk

Yes No Unk

Yes No Unk

Yes, here Yes, elsewhere Yes, here and elsewhere No N/A Unk

Post-Delivery Diagnoses and Interventions--Neurological
45. Intracranial  Hemorrhage

    a) Neural Imaging Done on or before Day 28 Yes No Unk

 b) If Yes to a), enter Worst Grade (0 - 4) N/A
Unk

    c) Shunt Placed for Bleed
Grade

Yes No Unk N/A

    d) Other Intracranial Hemorrhage on or before day 28 Yes No Unk N/A

If Yes, specify:

Sections of this form include data elements and definitions developed by Vermont Oxford Network
             This form is for internal use ONLY.  Please DO NOT submit this form to the CPQCC Data Center.  



2008 ADMISSION/DISCHARGE FORM
FOR INFANTS BORN IN 2008
Network ID Hospital No.

6.

Post-Delivery Diagnoses and Interventions -- Neurological (continued)

46. Cystic Periventricular Leukomalacia (CPVL)
a) Neural Imaging Performed Yes No Unk

b) If Yes, evidence of CPVL Yes No N/A Unk

47. Seizures, EEG or Clinical Yes No Unk

48. Hypoxic-Ischemic Encephalopathy
Must check N/A if LESS THAN 36 weeks GA at birth

None Mild Moderate Severe N/A Unk

49. a) Congenital Anomalies
   b)  If Yes, enter up to 5 Birth Defect Codes.  See Manual for Codes.

 Post-Delivery Diagnoses and  Interventions--Hyperbilirubinemia

50. Maximum Level of Bilirubin (mg/dL) Found On
      THIS Re-Admission

< 25 25 - <30 >=30 N/A Unk

51. Exchange Transfusion On THIS Re-Admission Yes No N/A Unk

52. Hospital that Discharged Infant Home Prior to
     THIS Admission Unk

N/ANote: Enter OSHPD Code

Name of Facility:

Post-Delivery Diagnoses and Interventions -- Congenital Malformations

Yes No Unk

NOTE: The following items 50 - 52 pertain to ANY infant that was previously discharged home and readmitted to your Hospital (on or
                before Day 28) for Total Serum Bilirubin =>25 mg/dL (427 Micromols/Liter) and/or exchange transfusion.

Initial Disposition
53. Enteral Feeding at Discharge

None Human Milk Only Formula Only Human Milk in Combination with Fortifier or Formula Unk

54. Initial Disposition from Your Center
Choose only one

Home Transferred to Another Hospital Died Still Hospitalized as of 1st Birthday Unk

55. Weight at Initial Disposition Unk
Grams

56. Head circumference at Initial Disposition

cm
. Unk

57. Initial Discharge Date

Sections of this form include data elements and definitions developed by Vermont Oxford Network
             This form is for internal use ONLY.  Please DO NOT submit this form to the CPQCC Data Center.

/ / 200

 



2008 TRANSPORT / POST-TRANS. FORM
FOR INFANTS BORN IN 2008

Enter Comments or Notes Below

Network ID Hospital No.Transfer Information

Complete items 58-60 for infants who were
transferred to another hospital.

58. Reason for Transfer   Choose only one

Growth / Discharge Planning

Medical / Diagnostic Services

Surgery

Chronic Care

Insurance

Other

N/A

Unk

Complete items 61-62 for infants who were
initially transferred from your center and then
transferred back to your center without ever
going home. For these infants, it is necessary
to update items 21, 23-25, 27-53 with
information that should be obtained from the
episode of care at the hospital the infant was
transferred to and the care upon re-admission
at your center.

61. Weight at Initial
Disposition after

      readmission

60.  Post Transfer Disposition
Home -- Skip to Question 64

Transferred Again to Another Hospital -- Skip to Question 63 

Died -- Skip to Question 64

Readmitted to Your Hospital -- Skip to Question 61

Still Hospitalized as of First Birthday -- Skip to Question 64

N/A

Unk

59. Hospital the infant was was transferred to:

62. Disposition After Readmission

Home -- Skip to Question 64

Transferred Again to Another Hospital 

Died -- Skip to Question 64

Still Hospitalized as of First Birthday  -- Skip to Question 61

N/A

Unk

Complete item 63 for infants who were
initially transferred from your center and then
a) either transferred again to another hospital,
or b) re-admitted to your center and then
transferred from your hospital to another
hospital.

63. Ultimate Disposition
Home

Died

Still Hospitalized as of 1st Birthday

N/A
Unk

64. Last Discharge Date

N/A
Unk

Grams

             This form is for internal use ONLY.  Please DO NOT submit this form to the CPQCC Data Center.
Sections of this form include data elements and definitions developed by Vermont Oxford Network

Unk
N/A

Enter center's
OSHPD Code

/ / 200

 



  

APPENDIX C- BACTERIAL PATHOGENS 
 
 
1. Achromobacter species [including Achromobacter xylosoxidans (also known as Alcaligenes 

xylosoxidans) and others] 
2. Acinetobacter species 
3. Aeromonas species 
4. Alcaligenes species [Alcaligenes xylosoxidans and others] 
5. Bacteroides species 
6. Burkholderia species [Burkholderia capecia and others] 
7. Campylobacter species [Campylobacter fetus, C. jejuni and others] 
8. Chryseobacterium species 
9. Citrobacter species [Citrobacter diversus, C. freundii, C. koseri and others] 
10. Clostridium species 
11. Enterobacter species [Enterobacter aerogenes, E. cloacae, and others] 
12. Enterococcus species (Enterococcus faecalis (also known as Streptococcus faecalis),          

E. faecium, and other Enterococcus species] 
13. Escherichia coli 
14. Flavobacterium species 
15. Haemophilus species [Haemophilus influenzae and others] 
16. Klebsiella species [Klebsiella oxytoca, K. pneumoniae and others] 
17. Listeria monocytogenes 
18. Moraxella species [Moraxella catarrhalis (also known as Branhamella catarrhalis) and others] 
19. Neisseria species [Neisseria meningitidis, N. gonorrhoeae and others] 
20. Pasteurella species 
21. Prevotella species 
22. Proteus species [Proteus mirabilis, P. vulgaris and others] 
23. Providencia species [Providencia rettgeri, and others] 
24. Pseudomonas species [Pseudomonas aeruginosa and others] 
25. Ralstonia Species 
26. Salmonella species 
27. Serratia species [Serratia liquefaciencs, S. marcescens and others] 
28. Staphylococcus coagulase positive [aureus] 
29. Stenotrophomonas maltophilia 
30. Streptococcus species [including Streptococcus Group A, Streptococcus Group B, 

Streptococcus Group D, Streptococcus pneumoniae, Strep Milleri and other]



  

APPENDIX D - BIRTH DEFECTS CODES FOR ITEM 49 
Code Other Lethal or Life Threatening Birth Defect 

100 Other Lethal or Life-Threatening Birth Defect which is not listed below 

Code Central Nervous System Defects    
100 Other lethal or life threatening CNS Defects (DESCRIBE)    
101 Anencephaly    
102 Meningomyelocele    
103 Hydranencephaly    
104 Congenital Hydrocephalus    
105 Holoprosencephaly    
106 Microcephaly    
107 Hypopituitary    
108 Septic Optic Dysplasia    
109 Encephalocele    
     
Code Congenital Heart Defects    
200 Other lethal or life threatening congenital heart defects 

(DESCRIBE) 
   

201 Truncus Arteriosus    
202 Transposition of the Great Vessels    
203 Tetralogy of Fallot    
204 Single Ventricle    
205 Double Outlet Right Ventricle    
206 Complete Atrio-Ventricular Canal    
207 Pulmonary Atresia    
208 Tricuspid Atresia    
209 Hypoplastic Left Heart Syndrome    
210 Interrupted Aortic Arch    
211 Total Anomalous Pulmonary Venous Return    
212 Coarctation of the Aorta    
213 Atrial septal defect (ASD)    
214 Ventricular septal defect (VSD)    
215 Arrythmias    
216 Ebsteins Anomaly    
217  Pericardial Effusion    
218 Pulmonary Stenosis    
219 Hypertrophic Cardiomyopathy    
     
Code Gastro-Intestinal Defects    
300 Other lethal or life threatening GI Defects (DESCRIBE)    
301 Cleft Palate    
302 Tracheo-Esophageal Fistula    
303 Esophageal Atresia    
304 Duodenal Atresia    
305 Jejunal Atresia    
306 Ileal Atresia    
307 Atresia of Large Bowel or Rectum    
308 Imperforate Anus    
309 Omphalocele    



  

310 Gastroschisis    
311 Pyloric Stenosis    
312 Annular Pancreas    
313 Biliary Atresia    
314 Meconium Ilius     
315 Malrotation Volvulus    
316 Hirschsprung’s Disease    
     
Code Genito-Urinary Defects    
401 Bilateral Renal Agenesis      
402 Bilateral Polycystic, Multicystic, or Dysplastic Kidneys 
403 Obstructive Uropathy with Congenital Hydronephrosis 
404 Exstrophy of the Urinary Bladder    
400 Other Lethal or Life Threatening Genito-Urinary defects not 

listed above (DESCRIBE) 
   

     
Code Chromosomal Abnormalities    
501 Trisomy 13    
502 Trisomy 18    
503 Trisomy 21    
504 Other Chromosomal Abnormality (DESCRIBE) 
505 Triploidy    
     
Code Other Birth Defects    
601 Skeletal Dysplasia (DESCRIBE)    
602 Congenital Diaphragmatic Hernia    
603 Hydrops Fetalis with anasarca and one or more of the following: ascites, 

pleural effusion pericardial effusion 
604 Oligohydramnios sequence including all 3 of the following: 

1. Oligohydramnios documented by antenatal ultrasound 5 or more 
days prior to delivery. 

2. Evidence of fetal constraint on postnatal physical exam (such as 
Potter's facies, contractures, or positional deformities of limbs), and  

3. Postnatal respiratory failure requiring endotracheal intubation and 
assisted ventilation. 

605 Inborn Error of Metabolism (DESCRIBE) 
606 Myotonic Dystrophy requiring endotracheal intubation and assisted 

ventilation. 
607 Conjoined Twins    
608 Trachael Agenesis or Atresia    
609 Thanatophoric Dysplasia Types 1 and 2    
610 Hemoglobin Barts    
     
Code Pulmonary  Defects    
800  Other Lethal or Life Threatening Pulmonary Malformation 

(DESCRIBE) 
   

801 Congenital Lobar Emphysema    
802 Congenital Cystic Adenomatoid Malformation of the Lung    
803 Sequestered Lung    
804 Aveolar Capillary Dysplasia    
     
Code Vascular and Lymphatic Defects    



  

900 Other Vascular or Lymphatic (DESCRIBE)    
901 Cystic Hygroma    
902 Hemangioma    
903 Sacrococcygeaal Teratoma    
904 Cerebral AV Malformation    
     
Code Other Diagnoses    
120 Persistent Pulmonary Hypertension (Dx criteria – Echo or TA/UA gradients) 
121 Hematologic    
122 Hemolytic Disease of the Newborn (Not ABO)  
     
The following conditions should NOT be coded as Major Birth Defects 
Extreme Prematurity, Limb Abnormalities, Syndactyly, Polydactyly, Hypospadias, Patent 
Ductus Arteriosus, Pulmonary Hypoplasia (use code 401 for bilateral renal agenesis, or 
604 for Oligohydramnios Sequence, if applicable), Intrauterine Growth Retardation, 
Small Size for Gestational Age, Fetal Alcohol Syndrome,  Hypothyroidism,  
Intrauterine Infection, Persistent Pulmonary Hypertension (PPHN) 
 




