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Vitamin K deficiency Bleeding (VKDB) 
 
1. Patient information : 
 
Gender :   f  m Date of birth : ....................... 
 

Canton of residence: ……………….… Canton of birth:...................... 
 
Place of birth:    home          birthing center         private maternity            public maternity 
 
2. Pregnancy and birth information : 
 
Gestational age: ….  .../7 Birth weight : .............. g 
 
Drugs during pregnancy: 

Anticonvulsants/ antibiotics/ tuberculostatic agents/ VK-antagonists during pregnancy:  

 no       yes If yes, which one: ………………………………………………… 
 
3. VK prophylaxis : 
 
Was any vitamin K prophylaxis given?     yes     no 
 
If no, please explain why: .............................................................................................................................. 
 
If yes, please describe which one: 
 
Oral Konakion® MM? 
Birth yes   no  Dose .........mg 
Day 4  yes   no  Dose .........mg 
Week 4  yes   no  Dose .........mg 
 
Another type of vitamin K prophylaxis ?     yes     no 
If yes, which one? ......................……………………………………….…….................................................... 
and why? ......................……………………………………………………………………………………………. 
 
4. Clinical information on VKDB : 
 
Site bleeding :    Very first bleeding   At hospital admission  
intra-cranial bleeding  date : .................   date: ................. 
extra-cranial bleeding*  date : .................:  date: ................. 
skin  date : .................   date: ................. 
umbilicus  date : .................   date: ................. 
digestive  date : .................   date: ................. 
urogenital  date : .................   date: ................. 
intrathoracic  date : .................   date: ................. 
intraabdominal  date : .................   date: ................. 
intramuscular  date : .................    date: ................. 
nose  date : .................   date: ................. 
heel capillary blood sampling  date : .................   date: ................. 
other  date : .................   date: ................. 
 
*( Caput succedaneum,  subgaleal hemorrhage, cephalhematoma) 

 
Date of hospital admission : .................................................................................................................. 
 
5. Patient's diet (between birth and first bleeding): 
Mother's milk exclusively :  yes  no   

Formula milk exclusively:  yes  no      name of formula(s): ……………………… 
Fully breast fed until date?  .......................... 
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6. Patient's comorbidities: yes  no   

If yes, please specify: .................................................................................................................................... 

Medication (apart from vitamin D): ................................................................................................................. 

Prolonged jaundice (please specify) .............................................................................................................. 

Stools colour at admission:  acholic/pale            normal: yellow/green/brown 

If stools acholic/pale, when was it first noticed? date: ................................................................................... 

Was a stool colour chart (BASCA) ever given to parents? yes    no , if yes, by whom: ..................... 
 

7. Data on lab/treatment: 

Initial treatment : …….........................................................................................…........................................ 

Vitamin K (name/dose/iv/im/po) : ................................................................................................................... 
 

7.1. Hematology :  before initial treatment     after initial treatment  

Quick  .......................  ........................... 

INR  .......................  ........................... 

PT  .......................  ........................... 

aPTT  .......................  ........................... 

Fibrinogen  .......................  ........................... 

Fibrin degradation products (D-dimer) .......................  ........................... 

Coagulation factors (specifity, if any) .......................  ........................... 

Thrombocytes  .......................  ........................... 

Hb/Ht  .........................  .............................. 

PIVKA's (Protein induced by vitamin K absence) ......................  ........................... 

Other  .......................  ........................... 
 

7.2. Liver function/other diagnostic tests: 

Total/direct bilirubin  ....................... 

ALT/SGPT  ....................... 

AST/SGOT  ....................... 

α1 –Antitrypsin  ....................... 

Sweat test  ....................... 

Viral hepatitis (specify if any)  ....................... 
 

7.3. Other investigations : 

Other laboratory parameters: ........................................................................................................ 

Imaging: Ultrasound scan (head, liver), CT-Scan, MRI 

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

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

8. VKDB outcome? 

Exitus letalis? yes       no     if yes, date : ......................................... 

Post-mortem investigations (if applicable): 

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

Bleeding consequences, if known? ............................................................................................................... 

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

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

Child's pediatrician (name, place): ................................................................................................................ 
 
 
Referring hospital:                                                doctor (name, phone, stamp):  
 
 
Date : 
 

Thank you for your help!!!  

Prof. Dr. B. Laubscher, Neuchâtel/Lausanne; Prof. Dr. G. Schubiger, Luzern; Dr M. Rizzi, Lausanne 


