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Exclusion Crite
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Known HIV Infection
Known HBYV Infection
Still Birth
No Consent from Mother
Transplantable Genetic Disease

Collected Blood Volume:

< 40 ml since 8/93
< 50 ml since 1/00




‘Any Blood or STD Risk Factor History

L~ o~ o~ P

(3U08) P <0.0005

W
o

N
s

X
bt

(2732)

(3976)

-
a0

Percent of Mothers
=

o

Asian Afr.Amer. Hispanic Caucasian

Mother’s Ethnicity 2100



Percent of Mothers

Blood or Component Transfusion, Tatoo or

Body Piercing History in Mothers with a

Blood/STD Risk Factor History

£ e o

N
(S

N
o

-
1))

—
(e

i

P <0.0005

Asian Afr.Amer. Hispanic Caucasian

Mother’s Ethnicity

7/00



130

aucasian

| 7/00

Afr.Amer. Hispani
Mother’s Ethnicity



Percent of Mothers

Hepatitis History in Mothers with
a Blood/STD Risk Factor History

P <0.0005

Afr.A Hispanic Caucasian

Mother’s Ethnicity 2100



—d
()]

—
=

Q

Percent of Mothers
3

N
o

Injection Drug Use in Mothers with

a Blood/STD Risk Factor History

(499)

P=0.001

(135)

Asian  Afr.Amer. Hispanic Caucasian
Mother’s Ethnicity

7/00



Percent of Mothers

Sex with IDU in Mothers with
a Blood/STD Risk Factor History

P <0.0005

Afr.Amer. Hispanic Caucasian

Mother’s Ethnicity

(648)

7/00



Percent of Mothers

35
30
25
20
15
10

STD History in Mothers with
a Blood/STD Risk Factor History

P<0.0005 (%8 (501) :

Asian Afr. Amer. Hispani Caucasian
Mother’s Ethnicity 2100




Percent of Mothers

Any Blood or STD Risk Factor History

N
bt

—
on

—
S

bk

™
r'

NS

(975)

Transplanted

Iy W V. V. N

(9392)

Not Transplanted

7/00



HBsAg Prevalence in Mothers by Ethnic Group
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Anti-HCV Prevalence in Mothers by Ethnic Group
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Anti-HTLV Prevalence in Mothers by Ethnic Group
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Anti-HBc Prevalence by
History of Blood or STD Risk Factor

Blood/STD No. % Anti-HBc
Risk Factor  Tested Posjjtive
None 7221 4.6
Any 2007 9.7
P <0.0005
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HBsAg PreValence by
History of Blood or STD Risk Factor

Blood/STD No. % HBsAg
Risk Factor Tested Positive
None 1231 0.1
Any 2010 1.5
P <0.0005 |
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Anti-HCV Prevalence by ‘
History of Blood or STD Risk Factor

Blood/STD No. % Anti-HCV

Risk Factor Tested Positive
“

None (225 0.4

Any 2008 1.0
P =0.007
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Anti-HIV Prevalence by
History of Blood or STD Risk Factor

Blood/STD No. % Anti-HIV
Risk Factor Tested quitive
None 7229 0.2
Any 2012 0.6

P = 0.001
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Anti-HTLV Prevalence by
History of Blood or STD Risk Factor

Blood/STD No. % Anti-HTLV
Risk Factor Tested Positive
None 7209 0.2
Any 2005 0.3
P=0.8
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Prevalence of Anti-HCV Repeat Reactive/RIBA-3

Negative by Blood and/or STD Risk Factor History

Blood/STD No. % Anti-HCV
Risk Factor Tested Repeat Reactive

None 7225 0.1
Any 2008 0.1

P=NS
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Prevalence of Anti-HIV Repeat Reactive/WB

Negative by Blood and/or STD Risk Factor History

Blood/STD No. % Anti-HIV
Risk Factor ~ Tested Repeat Reactive

None 7228 04
Any 2013 0.3

P =NS
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Prevalence of Anti-HTLV Repeat Reactive/WB

Negative by Blood and/or STD Risk Factor History

Blood/STD No. % Anti-HIV
Risk Factor Tested Repeat Reactive

None 7207 1.2
Any 2005 0.8

P=NS

7/00



ID Label
NYBC PLACENTAL BLOOD PROGRAM
DATA FORM
COLLECTION DATA

Date of Collection: (mm/dd/yr) Time Collection Begén: (AM/PM)
No. of Infants Delivered in This Pregnancy: _

If Multiple Birth, Is This Infant (J A, UBor Kol

If Multiple Birth, is the Placenta Single? O ves O ~o
Placenta Weight (grams):
Number of Arteries: [ Two  one
Number of Sticks for This Collection:
Collection Bag Lot Number: Expiration Date:

(mm/yr)

Was extra anticoagulant added? O ves U o

If Yes, what volume? mL.

If Yes, Collection Bag Lot Number Expiration Date:

{mm/yr)
Collection by: (Initials), (Staff ID Number)

Note: Complete Rest of Data Form Only If Mother Gives Consent.

4/28/00
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LABOR AND DELIVERY

Data Form, Page 2

ID Label
Mother’s Age (years): _
Date of Infant’s Delivery: (mm/dd/yr)  Time of Infant’s Delivery: (AM/PM)
Did Mother Have Labor? [ ves U ~o
If Yes, Length of Labor: in hours (if < 1 hour, minutes).
If Yes, Was Labor... O Induced, or M| Augmented with Drugs? O Neither
Type of Anesthesia: (d General U spinal Q) Epidural U Local/Pudendal [ 1v/PO Meds Only
d Other (] None
(specify)
Route of Delivery: [ vaginal O ¢-Section
If Vaginal, Was Delivery By ... D Forceps, o Vacuum Extracted or Assisted D Neither?
If C-Section, What Was The Reason? U sched/Elective [ Failed VBAC U other
(specify)
Ruptured Membranes Before Delivery? O ves O No Was Meconium Passed
If Yes, Type of Rupture: (J Spontaneous 1 aroMm or Were
If Yes, Duration of Rupture: in hours (if < 1 hour, minutes). -Membranes Stained?
O ves O ~o
Genital Infection or Sores in Mother at Delivery? 0 ves Q 'Né
If Yes, What Was the Diagnosis?
Fever (>= 100° C) During Labor? [ ves o
If Yes, Mother’s Highest Temperature Prior to Delivery: °C( °F)
If Yes, What Was the Diagnosis?
Was Chorioamnionitis (Amnionitis) Diagnosed? U ves O No
Other Complications During Labor and Delivery? O ves o
If Other Complications, What Diagnosis?
Antibiotics Taken Before Delivery (within 24 hours)? O ves L No
If Yes, Name of Drug(s):
Other Medications Taken Before Delivery (within 24 hours)? Oves dnNo
If Yes, Name of Drug(s):
Mother’s Parity: No. of Pregnancies (Including Current): No. of Live Births (Inctuding Current):
No. of Miscarriages/Ect.Preg/Still Birth: No. of Induced Abortions:
Medical Record Reviewed by: (Initials), (Staff ID Number)

4/25/00




Data Form, Page 3

INFANT’S DATA

Sex: U Male O remale Birth Wcight (granis):
Fetal Distress? ( ves 3 No 5 minute Apgar: . i
Fetal Monitor? U Scalp L Gxternal Fetal Monitor U None

Gestational Age (weeks) (Pediatrician’s Examination):

ID Label

Any Complications in Infant Before Discharge Home? O ves  No
If Yes, Anemia or Other Blood Discase? L ves L No
If Yes, Diagnosis:
Jaundiee? O ves U No
If Yes, Diagnosis: Highest Bilirubin (Total) _
Infection? O ves o

If Yes, Diagnosis and Organism:

Birth Defect? D Yes D No

If Yes, Diagnosis:

Other? U ves U No
If Yes, Diagnosis:

Comments:

Infant’s Medical Record Reviewed by: (Initials) (Stafl 1D Numbers)
Saliva Specimen Collection:  Age ol Infant at Collection: (inhours)  Hours Since Last Feeding,
Saliva Collected/Supervised by: (Initials) __ (Staff ID Number)

MOTHER’S PRE-NATAL BLOOD TEST RESULTS’

Was the Mother Tested During This Pregnancy for:
HBsAg?  ves L No or No Record
If Yes, Q Negative or [ Positive? Most Recent Test Date:
(mm/dd/yr)
Auti-HiV? O ves U No or No Record
If Yes. d Negative or [ Positive? Most Recent Test Date:
(mm/dd/yr)
Syphilis? L ves & No or No Record
If Yes, a Negative or [ Positive? Most Recent Test Date: _
(mm/dd/yr)
Mother’s ABO Blood Group: Mother’s Rh Type:
Mother’s Medical Record Reviewed by: (Initials) (Staff ID Number)

4/25/00




Data Form, Page 4

ID Label

HISTORY OF THIS PREGNANCY

o i i

Prenatal Care: (U ves W no
If Yes, Care Given By: [ private M.D. U clinic

Was This Pregnancy a Result of Ovum Implantation or in vitro Fertilization? [ ves o
If Yes, Mother’s Ovum? D Another Woman’s? D

If Another Woman’s Ovum, was The Donor Related to the Birth Mother? O ves U ~o
I Related to the Birth Mother, What was the Relationship?
If Yes, Spouse’s Sperm? U Another Man’s?

1f Another Man’s Sperm, was The Donor Related to the Birth IFather? O ves O o
If Related to the Birth Father, What was the Relationship?

Was This Pregnancy the Result of Artificial Insemination? O ves - Ao
If Yes, Spouse’s Sperm? U Another Man’s? ]
If Another Man’s Sperm, was The Donor Related to the Birth Father? D Yes U No
If Related to the Birth Father, What was the Relationship?

Estimated Date of Confinement (EDC): (mm/dd/yr)
Fetal Diagnostic Tests: X None L Amniocentesis (L Chorionic Villous Biopsy
If Tested, Reason Done: U Mother's Age U Other Reason
(specify reason)
If Tested, Was the Result ... L Normal or Ul Abnormal?

If Abnormal, Give Diagnosis:

Any Febrile [lIness or Diagnosed Infections? L ves Ono
If Yes, Diagnosis: OnsetDate_— Rx: 4 Ycs a No
' - (mm/dd/yr) '
Diagnosis: Onsct Date Rx: O ves dNo
{(mm/dd/yr)
During This Pregnancy, Did the Mother Have Pre-Eclampsia? U ves U No

During This Pregnancy, Did the Mother Have Any Other Type of Hypertension (not pre-eclampsia)?
O ves O No

During This Pregnancy, Did the Mother Have Diabetes Mellitus? D Y”esuj S a No
If Yes, What Type: a Type I or Juvenile Diabetes (insulin dependent)

U Type 11 or Adult Onset Diabetes (not insulin dependent)

U Gestational (only present during pregnancy, whether or not with insulin Rx)

No. of Blood Transfusions During L and D or Post-Partum, BEFORE Mother’s Blood Taken: _

Comments:

Interview/Medical Record Review by: (Initials) (Staff ID Number)

4/25/00)




Data.Form, Page 5 m I
FAMILY HISTORY

1D Label:

Has the Mother Donated to the Program Before? O ves O no O Not Sure or Delivered in Progmm Period

If Yes or Not Sure, Dates of Previous Births: (mm/dd/yr)
Baby’s Siblings (Live Born): # Brothers:  Full o Halr # Sisters:  Full Half
Baby’s Mother’s Siblings (Live Born): # Brothers: _ i Sisters: o
Baby’s Father’s Siblings (Live Born):  # Brothers: It Sisters:

Did Any Siblings, Aunts or Uncles Die Before 10 Years of Age (including stillbirth)? O ves
If Yes, Relationship to Baby and Cause of Death: __

If Yes, Relationship to Baby and Cause of Death:

DNO

Is the Mother Adopted? U ves L No Is the Father Adopted? U ves O No

Are the Baby’s Mother and Father Related to Each Other by Blood? O ves O o

It Yes. How Are They Related to Each Other?

Have the Mother, Father, Grand Parents or Any Slblmos Aunts, or Unclcs Hdd Any of the Discases Below

That Run in the Family or Are Hereditary?

Cancer/Leukemia: O ves _ o If Yes, List Affected Family Members (by Relationship to Baby) and Type of Cancer.
Diabetes Mellitus: U ves O no If Yes, List Affected Family Members (by Relationship to-Baby) and if Type /Juvenile

(insulin-dependent)-or Type 1l/Adult-onset (not insulin dependent).

Red Blood Cell Discases (¢.g., Sickle Cell Disease or Trait, Thalessemia (Cooley’s), Fanconi’s Anemia, G6PD or other red cell

enzyme deficiency, Spherocytosis, Elliptocytosis, Prophyria or Diamond-Blackfan Syndrome).

O ves O No If Yes, List Affected Family Members (by Relationship to Baby) and Discase.

White Blood Cel/lmmune Deficieney Diseases (¢.g., SCID, Chronic Granulomatous Discase, Wiskolt-Aldrich Syndrome,
" Hypoglobulinemia, Nezelhof’s Syndrome, ADA or PNP Deficiency, DiGeorge’s Syndrome,
Erythrophagocytosis, Histiocytosis, Kostmann’s Disease, X-linked Lymphoproliferative
Discase, Chediak-Higashi Syndrome, Neutrophil Receptor Deficiency).

U ves Lno 1r Yes, List Affected Family Members (by Relationship to Baby) and Disease.

4/25/00




Data Form, Page 6 D Label

Platelet Discases (e.g., Glanzmann’s Disease, Hereditary Thrombocytopenia, Hercditary Telangicectasia, Alport’s Discase.
Platelet Storage Pool Disease, Bernard Soulier Syndrome, von Willebrand's Disease).

O ves U ~o If Yes, List Affected Family Members (by Relationship to Baby) and Disease.

Metabolic/Storage Diseases or Osteopetrosis (¢.g., Tay-Sachs, Ataxia-Tclangiectasia, Gaucher’s, Niemann-Pick Syndrome,
Lesch-Nyhan Syndrome, Hurler’s, Hunter’s or San Filippo’s Disease, Krabbe’s Diseasc,
Mucopolysaccharidosis, Adrenoleukodystrophies or Osteopetrosis):

C ves O No If Yes, List Affected Family Members (by Relationship to Baby) and Disease.

Other Diseases That Run in the Family:

U ves U No If Yes, List Affected Family Members (by Relationship to Baby) and Disease.

INFANT’S ETHNIC BACKGROUND

MOTHER:

Mother’s Race: (Mother’s choice) Mother’s Religious Background:
d Hispanic U protestant O Mustim
O Black. non-l lispanic L caotic O tindu
D White, non-Hispanic D Jewish D Buddhist
L Asian » O other
O other: (specify)

(specify)
Mother’s Birthplace: If not USA/Canada, year immigrated:

(Country)
Mother’s Ancestry (check all that apply):

Western Europe Q China, Japan, Korea

Eastern Europe U Southeast Asta, Philippines
Scandinavian Europe U pacific Islands (Melanesia/Polyncsia)
Mecdilerranean Burope U india, ran, Pakistan, Afghanistan
Middle East, N. Africa D N/S American Indian

Mother’s Mother’s Birthplace:

(Country)

Mother’s Father’s Birthplace:

pooooo

Aftica U ower:
(Country) L Unknown/Uncertain (specify)

FATHER:
Father’s Race: (Mother’s choice) Father’s Religious Background:

U Hispanic W protestant d Muslim

U Black, non-Hispanic W catholic L Hindu

U White, non-Hispanic L Jewish L Buddnist

O Asian O other:

L1 other L (specify)

47254)




Data Form, Page 7 4
ID Label
Father’s Birthplace: Father’s Ancestry (check all that apply):
(Country)
L—..l Weslern Burope D China, Japan, Korca
Father’s Mother’s Birthplace: U Eastern Europe U Southeast Asia. Philippines
D Scandinavian Europe D Pacific Islands (Mclanesia/Polynesia)
{Country) U Mediterrancan Europe U india, [ran, Pakistan, Afghanistan
Father’s Father’s Birthplace: O Middle East O N/S American Indian
- O Africa U otner:
(Country) | Unknown/Uncertain (specify)

MOTHER’S RISK FACTOR HISTORY

Did You Smoke During This Pregnancy? U ves L No
In the Past Three Years, Have You Been Outside of U.S.A./Canada or Puerto Rico? ... U ves W No
If Yes, What Country? Most Recent Date:
(mm/dd/yr)
If Yes, What Country? - Most Recent Date:
(mm/ddiyry .
If Yes, What Country? Most Recent Date:
(mm/dd/yr)
Since 1995, Have You Lived in England for Six Months or More? ... U ves o
If Yes, Date at Start of Residence: {(mm/dd/yr)
Date at End of Residence: - » ~ (mm/dd/yr)
Have You Ever had a Serious INness? e e O ves o
If Yes, What Discase?: Date of Onset:
(mm/dd/yr)
H Yes. What Discase?> U Dbateof Onset:
(mm/dd/yr)
If Cancer, Did You Take Any Cancer ChemoRx During This Pregnancy? U ves L No
If Yes, Name of Drug (s):
Did You Take Tegesin During This Pregnancy? U ves U No
Have You Ever had Malaria? ...t U ves U o
If Yes, Date of Most Recent Episode or Treatment: (mm/dd/yr)

4/25/00




1D Label

Data Form, Page 8

Have You Ever had Lyme DISEaSET ...ttt O ves HNo
If Yes, Date of Most Recent Episode or Treatment: {(mm/dd/yr)

Have You Ever had Chagas DISCASCT ..o, O ves U o
If Yes, Date of Most Recent Episode or Treatment: (mm/dd/yr)

Have You Ever had BabeSIOSIS? ..ot O ves U o
If Yes, Date of Most Recent Episode or Treatment: ~{(mm/dd/yr)

Do You Have Creutzfeldt-Jakob Disease (CJD) or a Related Neurologic Ilness?.................. U ves O o
If Yes, Name of Disease:

Has Anyonc in Your Family Had Creutzfeldt-Jakob Discase (CJID) or a Related HIness?.... U ves O No
If Yes, Name ol Disease: Who hadit2 o
Have You Ever had Hepatitis, a Positive Test {or Hepatitis or Hepaltitis Virus Infection?... U ves O o
If Yes, Type A? W ves U No Dalte:
(mm/dd/yr)
Type 3?7 O ves O No Date:
(mm/dd/yr)
Type C? O ves O No Date:
(mm/dd/yr)
Type D? W ves U ~o Date:
(mm/dd/yr)
Tvpe 12 L ves. (I AN Date:
(mny/dd/yr)
Other/Unknown:

D Yes D No Dafc:

(mm/dd/yr)

In the past 12 months. Have You Had Sex with, Lived with, or Had Any Other Type of Contact with a Person
Who. During That Time. had Hepatitis, Jaundice, a Positive Test for Hepatitis or Hepatitis Virus Infection?

O ves U No
If Yes, Type of Hepatitis: __ Date of Onset: (mm/dd/yr)
Type of Contact: O sex U Lived with (No Sex) U other: o
Date of Most Recent Contact: o (mm/dd/yr) (specify)
If Yes, Type of Hepatitiss ~— Date ol Onset: (mm/dd/yr)
Type of Contact: U sex (d Lived with (No Sex) U other: o
Date of Must Recent Contact: (mm/dd/yr) © (specify)

4/25/00




Data Form, Page 9 ID Label

During This Pregnancy, Did You Handle Dirty Cat Liter or Cat Feces?.........ccovvoovrenn.... O ves U No
If Yes. Did the Cat Ever Go Outdoors During the Pregnancy? O ves U No

In the Past 12 Months, Have You Had Any Immunizations or Vaccinations?....................... O ves O ~o
If Yes, Product: ... Most Recent Dose: (mm/dd/yr)
If Yes, Product: .... Most Recent Dose: (mm/dd/yr)

In the Past 12 Months, Have You Had Acupuncture? U ves O ~o

If Yes, Datc of Most Recent Puncture (mm/dd/yr)

In the Past 12 Months, Have You Had a Transfusion of Blood or Any Blood Cells or Component
(including husband’s WBCs for Rx of cardiolipin antibodics)? 0 ves J No

If Yes, Type of Component (s) or Cells:

If Yes, Dates of Most Recent Transfusion: (mmv/dd/yr) (mm/dd/yr)

In the Past 12 Months. Have You Had an Organ, Tissuc, Cornea or Dura Mater Transplant? d ves W No

If Yes, Date ol Most Recent ‘Transplant: (mm/dd/yr)

In the Past 12 Months, Have You Gotten Ears, Nose or Any Other Body Part Pierced? ........ O ves O o

If Yes, Date of Most Recent Piercing; (mm/dd/yr)

In the Past 12 Months, Have You Gotten Any Permanent Tatloos?. ... U ves U ~o
If Yes, Date of Most Recent Tattoo: (mm/dd/yr)

Do You Have Flemophilia or Any Bleeding Disorder? .. O ves O No
If Yes, Name of Disease:
If Yes, Have You Ever Been Treated with a Human-derived Clotting Factor? O ves O No
....................... If Yes, Date of Most Recent Treatment: (mm/dd/yr)

IHave You Ever Received Human Pituitary Growth Hormone? U ves d vo
If Yes, When Was the Last Time? (mm/dd/yr)

/23700




Data Form, Page 10 I ) ‘ o o N ID Label

In the Past 12 Months, Have You had Contact with Someone Else’s Blood or Other Body Fluids or with

Equipment that Might have had Someone Else’s Blood or Other Body Fluids on It?.......... Uves Owo
If Yes, Was the Contact, .. O a Work ( ) O at Home or I Other Site?
{(mom’s occupation)
If Yes, Was There Any Specific Accidental Exposure? U ves U No
If Yes, Was it by Needle Stick/Puncture? O ves U ~o
Date ol Most Recent Stick: (mm/dd/yr)
Cut? O ves (I NP
Date of Most Recent Cut: —(mmvddiyr)
Splash in Eyes/Mouth? U ves L No
Date of Most Recent Splash: (mnv/dd/yr)

Have You Ever had Sex with Anyone Who was HIV (AIDS Virus) Positive or had AIDS? 1 ves U o

If Yes, Date of Last Sexual Contact: _(mm/dd/yr)

Have You Ever had Sex with a Man Who was Hemophiliac, Biséxual or Used [.V. drugs? dves Ao

If Yes, Date of Last Sexual Contact: (mm/dd/yr)

Have You Ever had Sex with a Man Who has Been in Prison or was Incarccrated? ............... dves Wwo
If Yes, Date of Last Sexual Contact: (mm/dd/yr)

Have You Ever been Given or Taken Money or Drugs in Exchange for Sex?....ooo Wves o
If Yes, When was the Last Time? (mm/dd/yr)

In the Past 12 Months. Have You been Treated for or Diagnosed with a Sexually Transmitted Disease (STD)?

U Yes U No
If Yes, What Was the STD? Syphilis d Yes (J No Date of Most Recent Dx or Rx: (mm/dd/yr)
Gonorrhea D Yes D No Date of Most Recent Dx or Rx: (mm/dd/yr)
Genital Herpes 0 ves (I NP If Herpes, Date of First Episode. (mm/dd/yr)
Chlamydia O ves U No  Date of Most Recent Dx or Rx: S  {mm/dd/yr)
Other sTD L ves L No  Date of Most Recent Dx or Rx: o (mmvddiyry

If Other STD, Give Diagnosis:

Have You Ever Used Recreational Drugs with a Needle (Intravenous or Under the Skin)?..... Oves o

o (mum/dd/yr)

4/25/00




Data Form, Page 11 1D Label
Have You Ever Used Cocaine or Crack COCAINET . oot O ves U No

I Yes, Date Last Used: (mm/dd/yr)

Have You Ever Tested Positive for AIDS (“SIDA™) or the Human ImmunodeficiencyVirus (HIV)?

U Yes d No

In the Past 12 Months, Have You had Any AIDS-like Symptoms? ..., Oves o

If Yes, Date of Onset of Symptoms:

(mm/dd/yr)

If Yes. which symptoms? (check all symptoms the mother had)
Jyes ymg ymp

o Unexplained Persistent [Fever or Cough
Ll Unexplained Weight Loss

D Night Swealts,

U swollen Lymph Glands

U Purple Spots on Your Skin.

Are There Any Needle Tracks Suggesting Drug Abuse? ... U ves M No

D Could Not Examine Well

Do You Think the History is ACCUFate? ... ves o

If No, Why Not? (check all that apply)
d Comprehension
U Language Barrier
a Witnesses/Family Members in the Room
(U Fathers Family History Questionable

U other )
(specify)
Comments:
Interviewer/Examiner: (nitials) ___ (Stall1D Number)

4/25/00




. DatavForm, Page 12 £

INote: To Protect Confidentiality, This Page Will Be Detach From

Data Form One Month After Test Results are Reported.

Mother’s Name:

(first)

Address:

(m.i.)

(last)

Home Telephone:

Mother’s Chart Number:

Infant’s Chart Number:

4/25/00
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