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INTRODUCTION record as births fetuses weighing less than 500 grams. In the 
P irpose absence of a measured birthweight. a gestational age of 20 com­pleted weeks (since the onset of the last menstrual period) is con-The purpose of this reccrd is to collect analyze, and report data sidered equiv:!ant to 500 grams. When neither birthweight norrelating to obstetric delivery These data may be of use to clini- gestational age is known, a body length (crown to heel) of 25 cen­cians. program administrators, health planners, arid research in- timeters is considered equivalent tovestigators. This manual has been prepared to ensure the uniform 

500 grams, Although in the 
past (and st1 in some countries today) anreporting of data by 'll Contributors engaged in cooperative 

infant weighing 1000 
re- grams or less (28 weeks of gestation) was not considered viable,search with the International Fertility Research Program (IFRP) It improved standards of neonatal care that somemean infantsis suggested that the Contributor read this manual carefully before weigh:rg as little as 500 grams (20 weeks of gestation) are viablebeginning the study and refer to it when questions ar-se and this ,s generally thought to be a more appnopriate definition for 

Reports today's maternity care. This definition of a birth is novw generally
accepted internationally and is approved by the International Fed-The data submitted by Contributors to the IFRP will be ana- eration of Gynaecology and Obstetrics. The Contributor is urged tolyzed and reported to the Contributor in a standard manner Thee accept these defintions for his study. If births are defined by someanalyses will enable the Contributors to recognize trends in patient oth,3r criteria, the Contributor should remember that the standardcharacteristics and to compare methods and complications of de- analysis tables provided by the IFRP will include all acceptablelivery and duration of hospital stay The analyses will 31so facilitate forms submitted according to definitions it this manual.the writing of reports including the annual report of your maternity A Contributor who is also complting the IFRP's Hospital Abor­service 

Unlike 
tion Record should make sure that eery termination of pregnancysome other IFRP studies, there are no queries sent to is reported on either the Hospital Abortion Record or the Maternitythe Contributor who completes the Mate-nity Record. Incomplete Record and that no case is reported on both ')rms. The Contribu­or inconsistent data are automatically changed to "unknown" by tor must decide which form to complete based on the suggestionsthe computer The report that the Contributor receives will specify made in this section

the percentage distribution of all responses that are unknown oi 
are converted to unknown, and the percentage of unknowns for Deaths
each item will be shown in the standard analysis tables. 
 It is. A Death Report must be completed for every patient who diestherefore, incumbent upon the Contributor himself to maintain a after admission to the obstetric ward, even if the death occurs onhigh standard of reporting and keep the number of inconsistent another ward.and missing responses to a minimum if a patient is admitted in laboi and dies before delivery of theIf data for a few specific items (see page 2) are missing or in-
consistent, the entire form will be rejected by the computer 

fetus, a Maternity Record snould be completed. This is the only
In this situation in which a Maternity Record should be completed for aevent the form will be returned to the Contributor who may then patient with no delivery.correct the form and, if he wishes, return it to the IFRP with his A few Death Reports are sent at the initiation of every Materni­next shipment of forms, If the computer then accepts t. the data ty Record study. If additional forms are needed, please write to thewill be loaded and will appear in the standard analysis tables The appropriate Regional Coordinator at the IFRP.

,tandard analysis tables will be based only on forms accepted bythe computer Confidentialit,,The Contributor must remember that cases that are not re- The Maternity Record contains a section for personal identifica­ported to the !FRP will not be included in the standard analysis ta- tion data on each patient. The contributing Center retains this sec­bles. and that these tables are complete only if the data submitted tion. It will not be reported to ths IFRP. will not be included in theto the IFRP are complete If the Contributor tail's to report a deliv- statitical reports, and will not be used in any manner by the IFRP.
ery. or does not correct and return an unacceptable form, these
 
cases will be omitted from tie standard analysis tables.
 

Inclusion of patients 
 II. INSTRUCTIONS FOR HANDLINGThe Maternity Record (Appendix A) is completed for all women PATIENT RECORD FORMSwhu are admitted to and who subsequently deliver at the hospital
durinoi this admissic n Women should be included in the study re- Completing the formsgardless of the outcome of the delivery: mature or premature live The forms should be completed with a ball-point pen in thebirth, single or multiple birth, or stillbirth. same language as the form you are using. No carbon paper is nec-Do not inclade patients who are admitted in false labor. If the essary since the writing on the r'riginal (top sheet) is transferred bysame patient later returns, however, and is delivered in the hospi- chemical process to the d',plicate. In order to avoid marking moretal, the Maternity Record should be completed for her at that time. than one form at a time, remove each form and its duplicate fromDO not include a patient with a molar pregnancy. the pile before completing it or place cardboard under the topDo not include any patient admitted for an induced abortion, form. The top sheet should be sent to the IFRP and the secondDo not include patients admitted for spontaneous abortion of a sheet kept for hospital records.fetus weigning less than 500 grams, or if the fetus is not weighed, It is essentia! that the person who completes the forms thor­with an ostimatt d gestation of less than 20 completed menstrual oughly understand each question. Every attempt should be madeweeks. :o obtain correct information for each item. Where it is appropri-Do not excludc patients who die and patients who deliver on ate, the interviewer should ask the patient direct and objectiveweekends or holidays. questions. When direct questioning fails, the response should beThe Maternity Record should be completed for all births occur- estimated as accurately aj possible using allied information.ring at the Center during the reporting period The following defi­
nition of birth is used in this manual: the complete expulsion or Patient order numberextraction of a fetus from its mother irrespective of whether or not The first patient in the study should be given patient order nium­the umbilical cord has been cut or the placenta is attached. Do not ber 00001. and patient order numbers should subsequently be 
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assigned in sequence. Care should be taken to avoid duplicate 
patient order numbers. Forms should be returned to the IFRP in 
numerical order. 

Checking the completed forms 
Someone other than the person who originally completed the 

form shouid check the completed form to ensure that all infor-
mation is correct and complete 

Special attention should be paid to the following items th3t are 
shaded grey on the form 

5.Center nLmber 

6. Study number 

7 Patient order number 
34 Type of labor 


38 Type of delivery 

40. Primary complicatioi; of labor and/or delivery 

45.Sex of infant(s) born at this delivery 
49. Death of fetus/newborn 


50 Primary puerperal condition 

Forms in which these data are missing or are inconsistent with 
other items will not be accepted and will be returned to the Con­
tributor. 

Do not separate the oiginal from the duplicate untii all items 
on the form are recorded 

Separating the forms 
After the forms have been completed a id checked for accuracy, 

the originals (top sheets) should be carefully separated from the 
duplicates by tearing along the perforated line at the top of the 
sheet (below Item 4 and above Items 5 and 36). The Center should 
keep the Patient Identification section of the original as well as the 
entire duplicate. 


Original copy batching 
The original of each Maternity Record. excluding the top por-

tion marked Patient Identification (Items 1-4), should be collected 
to become part of a monthly shipping batch. A batch is a group of 
original, completed Maternity Records in numerical order that is 
forwarded tc the IFRP for computer processing Each batch is to 
be accompanied by one Shipping Control Sheet (Appendix B). All 

orignalfors-cmpleedincmpltespoied.andimued-original forms-completed. incomplete, spoiled, and ',nused---

must be returned to the IFRP. 

Shipping 
On the first day of every month all completed Maternity Rec-

ords from the previous month arid a Shioping Control Sheet 
should be airmailed to the following address: 

International Projects 
International Fertility Research Program 
Research Triangle Park 
North Carolina 27709 USA 

For shipping instructions, see Appendix B. 

III. GENERAL INSTRUCTIONr PF0.9 COMPLETING 
THE MATERNITY RECORD 

Range of responses 
The categorized responses to items are intended to cover a 

broad range of possibilities not limited to the characteristics pecul-

iar to any one geographical area. Thus. while some items may not 
be completely applicable to some local situations, it is extremely 
important that all items be completed as accurately and as con­
sistently as possible 

Completing the boxes 
Use only Arabic nur erals Alphabetic or other characters may 

not be used Never write two numbers in one box, but be sure to 
write one number in each box 

For example, on the Maternity Record, two boxes have oeen 
given for the response to Item 16-Total live births. If the re­
sponse is ten, it will be coded as: 

F16jj 
If. on the other hand, the response is three, it will be coded as: 

03 
For items that have several possible responses it is helpful to 

circle the number corresponding to the appropriate choica, but re­
member that the number must also be written in the box. The 
number recorded in the box is used for analysis. 

If a number is incorrectly recordad in a box and cannot be cor­
rected legibly within the box, cross out the number in the box and 
write the correct number in the margin beside the box. 

"Unknown" responses 
When, for any reason, the answer to an item is unknown, the 

person completing the Maternity Record should write 9 in the cor­
responding box. Where there is moce than one box for the re­
sponse, 9 must be written in each box. For example, after Item 
24--Number of months since last pregnancy ended-t: ere are 
two boxes. i. the time since last pregnancy is unknown, the re­
sponse would be written as: 

'79' 
Exceptions to this rule will be explained under the instructions 

for those questions to which they apply. 
Avoiding the use of "unknown" responses 

If the form is completed while the patient is present, there is al­
most no reason for an "unknown' response. When a patient re­
fuses or is unable to answer a particular question, an "unknown" 
reso is ustife ontiur w ru tin ar num­
bespof "unown' ronties wilnote mle agecom­
bers of "unknown" respon~es will not have complete andJ compa­
rbedt onlss 

Inconsisterkt responses
When the responses to two or more items are not consistent 

with each other, the response to some or all of the items will be 
changed automatically to unknown. 'or some items this will result 
in complete rejection of the form. 

Numbers following answer boxes 
The numbers that follow the answer boxes can usually be ig­

nored; for example: 
n 

LII]"
5. Center name and number: 

The computer keypunch operator uses these numbers in tran­
scribing responses from the form to computer cards. They have no 
significance for the person completing the form except in a few 
questions; for example, for Items 17, 45 and 46 there are two re­
sponses, each one recorded in a separate box. 



Recording the dates 
Write the numbers corresponding to the date in the Gregorian 

calendar year. The order of the date should be day, month, and 
year. For example, in Item 8-Delivery date-the date April 6, 
1978 should be recorded as-

F F7-3 
day month year 

A Western calendar should be kept at the Center for ready ref­
erence in order to record or convert local dates to the Western 
(Gregorian) dates 

Codes for nionths: 
Januery =01 July = 07February = 02 August = 08
March = 03 September = 0 
April = 04 October = 10 

May = 05 November = 11 
June = 06 December = 12 

Reco)rding data on multiple births 
Several questions on the Maternity Record can be answered for 

more than one baby in the case of a moultiple birth. All the ques-
tions of this type (i.e. 35. 44. 46-48) refer to the baby delivered by
the method described in Item 38. Item 38 refers to the most diffi­
cult delivery When none of the births can be . esignated "most dif-
ficult," all responses to items should refer to the firstborn infant. 

A separate Multiple Birth Record should be completed for each 
infant born in a multiple birth, and submatec along with the Ma-
ternity Record. For details on completing the Multiple Birth Rec-
ord see pages 22 and 23. 

NOTE: If any of these instructions are not clear or do not appear 
consistent with your particular situation, write to the IFRP 
to request clarification before initiating the study. 

IV, COMPLETING THE MATERNITY RECORD 

Patient Identification Items 1-4 

* Information on Items 1-4 will not be mailed to the IFRP but will 
be retained by the Center. 

1. Hospi:al or clinic no. 

* This is the hospital or clinic registration number assigned to the 

patient. 

- This patient number is for internal use by the hospital/clinic. It is 

aa important means of locating missing information which may be
 
requested by the IFRP.
 

2. Admission date 
day month year 

* Record he day, month, and year in Arabic numerals in the space
provided. For example, April 6, 1975 should be recorded as: 

0 75 

day month year 

- Admission date is the date on which the patient was admitted to 
the hospital. 
. If the patient is admitted to the hospital on one day, remains in 
the hospital overnight, and is delivered the following day, the Ad-
mission date is the day before delivery. Therefore, Item 8-Deliv-
ery date-may or may not be the same as the admission date. 

3. Patient's name 

Husbands name 

4.Address 

This information is for internal use by the hospital/clinic. 

Study Identification Items 5-9 

5. Center name and number: J 1-3 

Write the Center name in the space provided.
Each participating Center is assigned a unique three-digit num­ber These three digits should be recorded in the space provided. 

For example. Center number 921 is recorded as: 
[/I,,I i i 

This i'tm may be completed before the patient is admitted into 
the study 

6 Study number 19 0 13 -

Each study is assigned a unique three-digit number which will be 
recorded in the three boxes provided. 
. Study numbers are assigned by the IFRP. Special studies may be 
undertaken from time to time: for such studies. contact the IFRP 
for assignment of a special study number. 

7 Patient order number: 

Each patient must be given a unique patient order number. 
Patient order numbers should start with 00001 and be assigned 

consecutively. A system should be developed at the Center to in­
sure that no two patients are assigned the same number and no 
number is missed. 

The patient order number cannot be more than five (5) digits
long. 
. The completed forms should be checked for missed or ddplicate
patient order numbers. Provision should be made at the Center for 
cross-reference of patient order number and corresponding hospi­tal or clinic patient number for possible future queries. Refer to the 
subsection. "Separating the forms," in Section II,"Instructions for 
handling patient record forms." 

8.Delivery date: LI W W 217 
day month year
da___onth__ear 

This refers to the date on which the infant was delivered. It may 
be different from the date of admission. 

9. Registration status: 01 not booked 11booked, patient's 

choice 2) referred by physician 3) referred by midwife r­
4) emergency 8) other El 

Booked means that the patient had antenatal visits and that ac­
commodations ;n the hospital are anticipated for her about the 
time of deliver/. 
* Not booked means either that there were no antenatal visits or 
that a room was not scheduled for her. 
* Emergency admissions, whether booked or not, referred or not, 
should be coded 4. 
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Patient Characteristics Items 10-1 5 

10. Residence: 1)urban 2) rural 3) urban slum 
4)rurl Slum__ 


, Residence is where the patient lived during most of the preced- 
ing year. 
. An area is classified as urban. rural, or slum according to the 
country': definition. If the patient does not know how to classi;y 
her residence, the following criteria are used to decide whether 
she has been living in an urban or rural area 
. An Lrban area is an organized community where commerce, 
manufacturing, business, finance, government, and academic in-
stitutions predominate and provide employment for most of the 
inhabitants 
' A rural area is a village or agrarian area where agriculture domi-
nates the life style of the inhabitants 
. The above definitions are used because urban-rural definitions 
based only upon the population size vary widely 

SPatient's status 1 private 2) not private 81 other 2 

20 


* NOTE: This question indirectly measures the socioeconomic 
status of tne patient The classification of private and nonprivate 
may vary from Center to Center If the following definitions do not 
apply, write to the IFRP with your suggestions for classification 
. Private refers to patients for whom the maiority of the expenses 
for this delivery were provided from nongovernmental sources. 
such as the patient's private finances, personal medical insurance. 
or nongovernmental agencies. For example, if a patient and/or her 
private insurance pays three fourths of the delivery expenses and 
the government pays only one fourth of these expenses, write 1 in 
the box. 
* Not private refers to patients for whom the majority of expenses 
for the delivery were provided from governmental sources, includ-
ing government insurance 
. Write in the box tho number corresponding to the correct 
alternative 

12 	 Patient's age (completed years) Z .1;1-i=22 

* Write tne exact number of years completed since birth. 
* If the patient does not know her age, the clinician should esti-
mate her age from visual and other evidence 

13 	 Patient's education (school year completed) 0)0 
1) 1-2 2)3-4 3)5-6 4)7-8 5)9-10 6)11-12 
7)113-14 8)175+ 	 11123 

* Write in the box the number corresponding to the .orrect cate-
gory of school year completed This refers to the level of formal 
education, including primary, high school, university, professional 
schools, trade schools, business schools, but not such trainiig as 
apprentice training. It does not iefer to the total number of years 
spent in school in order to attain a particular level For example, if 
the patient took two years to complete the fifth grade and did not 
continue studying, the number of school years completed by her is 
five years. Do not count years spent in preschool, nursery school, 
or kindergarten. This item has to be answered according to the ed-
ucational structure of the given country. Some examples follow for 
clarification: 

EXAMPLE: The educational structure of a country is six years of 
primary school, five years ot secondary school, and university. 
Trade school requires the completion of primary school. Business 

school reqoires the completion of three years of secondary school. 
Therefore: 

. If the patient completed primary school and two years in trade 
school, write 4 in the box.4 Ifthe patient completed primary school, the first year of second­

ary school and two years in trade school, write 5 in the box. 
. If the patient completed primary school, secondary school, and 
two years of business school, write 7 in the box 
• If the patient completed one year of nursery school and three 
years of primary school, write 2 in the box 
. If the patient attended primary school for five years but only 
completed the third level of the educational system, write 2 in the 
box 

If the patirnt has no formal education, write 0 in the box 

14 	Marital status I never married 2)currently married
 
3)divorced 4)separated 5)widowed 6)consensual
 
union 8)other . . L 


Never married means that the patient has never been marricd 
(as defined under the next alternative, currently married)

Currantly married means that the patient is recognized as having 
been married by civil or religious ceremony 

Divorced means that the patient is recognized as having been 
divorced by civil or religious ceremony. 
• Separated refers to women who are permanently or temporarily 
separated from ^heir husbands but not divorced This category 
also includes women whose husbands are peimanently or tem­
porarily employed in a location that prevents them from living with 
their wives 
. Widowed means that the patients hIusband (in marriage or con­
sensual union) is dead 
' Consensual union refers to couples living together by common 
consent and couples in common-law marriages 

Write in the box the number corresponding to the correct alter­
native If the womans marital status falls into the category of 
1other," write 8 in the box 

15 	 Age atfirst marriage/union (completed years) 2l-26 

In countries where the marriage ceremony precedes the con­
summation of the marriage by some time (usually in the case of 
very young brides), the age when the sexual union was estab­
lished should be recorded 
• Where the patient has been married more than once, record the 
at. of the first marriage or union 

Obstetric History Item. 16-25
 

NOTE: Items 16-25 refer to the outcomes of all pregnancies oth­
er than the current pregnancy and its termination. 

16 Total live births: 	 FT-27-26 

Live birth is defined as the process of birth of an infant weighing 
500 grams or more and with any sign of life. regardless of the sub­
sequent outcome. !n the absence of known birthweight. 20 or 
more comple ed menstrual weeks of bestation (calculated from 
the first day o the last no-mal menstrual period) is considered 
equivalent to 500 grams or r :o-ie birthweight. 
* Write th ' number of live births in the boxes. 
* Record each infant in a multiple birth as an individual birth. 

if the patient has not previously given birth to live children, write 
0 in each of the boxes. 
* NOTE: Th3 response for this item should not be less than the 
sum of the responses in Items 17 and 20. 



17. Children now living: number of males 29i 

(8 or more = 8)
number of females 30 

* This item refers only to children born to this patient and does 
not include adopted children or her husband's children by any oth­
er wife. 
. The number of Item 17-Children now living--does not neces-
sarily equal Item 16- Total live b!iths The number of children 
now living can never exceed the number of total live births 
SWrite the numer of living male and livng female children in theapproriteheb o f liigmaeabortio'i 
appropriate box. 
. If there are no living male or female children, write 0 in the ap-


proonate box 

* 
If there are eight or more living male or female children, write 8in the appropriate box. 

18. 	Duration of breast-feeding of last live birth 

(in months) 0) did not breast-feed 1) <3 2) <6 
 -
3) <9 4) <12 5) <15 6) <18 7) <21 8) >_21 

* Record the duration of breast-feeding of the last child who was 

born alive even if that child is no longer living. 


EXAMPLE: If the patient breast-fed the last child for four months.
 
record 2 in the box. i e. 
at least three but less than six completed 
months. 

19 	 Number of stillbirths (8 or more = 8) 32 

Stillbirth is defined as the process of birth of a fetus weighing
500 grams or more (equivalent to 20 menstrual weeks' gstation)
with no evidence of life after birth. 
. Write in the box the total number of previous pregnancies termi-

nated in stillbirth. 
* If there were eight or more previous stillbirths, write 8 in the box. 

20 	Number of infbnt deaths (less than 12 completed

months; 8 or more = 8) 3
 

• Infant death is defined as death after a live birth (see Item 16)
but before 12 completed months of life. 
. Record all infant deaths. w inif the infant died shortly after a 

live birth. 
• If there were eight r more infant deaths, write 8 in the box pro-vided.• 

21. 	Number of spontaneous abortions (8ormore= 8) F]1.34 

* Spontaneous abortion is the expulsion from its mother of a fetus 
or embryo weighing less than 500 grams (equivalent to 20 com-
pleted menstrual weeks of gestation) or other product of gestation
of any weight (e.g. hydatidiform mole) irrespective of gestational 
age, without willful interference even if a curettage or other inter-
ference was subsequently used to complete the abortion. "Miscar-
riages" are to be reported in this item. 
• Write in the box the total number of previous pregnancies that
terminated as spontaneous aborticns. If there were eight or more 
spontaneous abortions, write 8 in the box. 

2o aOther: 
22. Number of inducea abortions: (8 or more = 8) 5 

Induced abortion is defined as the artificial (willful or intentional) 

5 

termination of any pregnancy before viability of the fetus.Write in the box the total number of previous pregnancies termi­
nated by induced abortion at any gestation.B !f there were eight or more previous induced abortions, write 8 
in the box 

23 	Outcome of last pregnancy 0) not previously pragnant
 
1) ive birth, full term, still I;ving 2) live birth, full term.
 
deceased 3) live birth, premature, still living 4) live
 
birth, premature, deceased 5)stillbirth 6) induced


7)spontaneous abortion 8)other 

Care should be taken that the response to this item is consistent 
with responses to Items 16. 19. 21 and 22. 

Live birth (See Item 76).
Full term is defined as any infant delivered at 37 or more com­

pleted menstrual weeks of gestation (This includes "post-term" 
infants of 42 or more completed weeks of gestation.)

Premature is defined as any infant delivered at less than 37 
weeks of gestation. 
. Stillbirth (see Item 19)

Induced abortion (see Item 22). 
Spontaneous abortion (see Item 21). 
If the last pregnancy was ectopic or molar, write 8 in the box. 

24. Numbor of months since last pregnancy ended:
 
(98 or more = 98) 
 37-38 

Write in the boxes the number of months since the termination 
of the last pregnancy, whether it was the delivery of an infant, anabortion, or surgical intervention for an ectopic pregnancy. 
. Please note at this item does not refer to the number of mnths 

between pregnancies. The number of months coded must be at 
least as long as the duration of this pregnancy. 
. If the last pregnancy was terminated more than eight years ago, 

write 98 in the boxes. 
. If the current pregnancy is the woman's first, write 00 in the 
boxes. 

25 Contraceptive method mainly used before conception: 
0)none 1)IUD 2) orals/injectables 3) female sterilization 
4) male sterilization 5)condom 6) withdrawrl/rhythm "' 
7) foam/diaphragm/jelly 8) otherL__ 

Write in the box the number corresponding to the contraceptiveW iei h o h u b rc re p ni gt h o ta e tvmethod most frequently used before conception. 
. IUD any intrauterine contraceptive device. 

Orals/injectables: oral contraceptive pills or injections of such
substances as Depo Provera® (medroxyprogesterone acetate). 
• Female sterilization: any operation intended to cause perma­
nent sterilization of the female partner.
 
. Male sterilization: any operation intended to cause permanent

sterilization of the male partner.
 
* Condom: male sheath. 

Withdrawal/rhythn: coitus interruptus/safe period. (Even if the 
patient has been using these methods incorrectly, write 6 in the 
box.) 
* Foam/diaphragm/jelly: modern or traditional spermicidal prep­
arations applied intravaginally or an intravaginal diaphragm or 
both. 

In the space provided, write the name of any other con-­
traceptive method, such as douche, commonly used by the couple.
If a brand name is used, specify the type of contraceptive. Do not
include such methods as lactation amenorrhea. 
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Medical Data Items 26-43 

26. Number of antenatal visits (8 or more = 8) EJ4 
0 

if the patient was not seen before this admission. write 0 ir the 
box Otherwise record the number of antenatal visits Record eight 
or more antenatal visits as 8 

27 	 Primary antenatal condition (see code list) 1 4i42 

* Antenatal conditions are defined in Appendix E 
• If the patient's antenatal condition is normal and satisfactory, 

write 0 i each of the boxes. 

. If the antenatal conditions are unknown, write 9 in each of the 

bo-es. 
* Record the antenatal condition as specifically as possible 
* If 	the patient has more than one antenatal condition, record the 
one that has the greatest clinical significance for the mother. rath-
er than the fetus. For example. if there is preeclamptic toxemia in 
the third trimester and rubella in the first trimester, record pre-
eclamptic toxemia 
* Record placenta previa'abruptio only if diagnosed antenatally 
* If in doubt, write to the IVRP arid request a code assignment 
* If necessary, specify any details of the condition or any addition-
al conditions on the back of the form 

28 	 Hospitalization requiied dwiig iris pregnanlc 0) no
 
1)yes. for condition ndcated in Item 27 2) yes f(,r

condition other than the one indicated in Ite 27

specify conditionL_ 43'33 

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


* This refers to hospitalization at ny time during the pregnancy 
for any condition whether or not it was related to the pregnancy. 
. If the hospitalization was for the condition indicated in Item 27. 
write 1 in the box. If the response to this item is 1. the response to 
Item 27 mus: not be 0 
. If the hospitalization was for a condition not indicated in Item 27. 
write 2 in the box. and specify the condition in the space provided 

29. Tobacco smoking during pregnancy 0) none Duriig
 
part of pregnancy (cigaretresiday) 1 1-10 2) 11-20
 
3) 21 or more Throughout pregnancy (cigarettec/day) -"­
4) 1-10 5) 11-20 6) 21 or more 8) cigars, pipes. etc [ 

* If the patient smoked cigarettes during any part of her pregnan-
cy, record 1, 2 or 3 in the box. 

If she smoked cigarettes during her entire pregnancy record 4. 
5 or 6 it the box.
 
. If the patient smoked tobacco in any form other than cigarattes 

(cigars, pipe) during all or any part of her pregnancy, record 8 in 

the box. 

. The use of tobacco in a form not smoked (snuff, chewing tobac-

co) should not be recorded. 

* The use of products other than tobacco should not be recoided. 

30. Number of previous cesarcan sections 	 . 0 
* Write in the box the number of cesarean sections before this 
precnancy. 
• If the patient has had more than eight cesarean sections previ-
ously, write 8 in the box. 
* Do not include cases where there was laparotomy in order to re-
pair uterine rupture. 

3'1 	 Estimated d,.,'.ton of pregnancy (frenstrual'gein 
4completed v eks) 	 [ 6e-4 

If this item is recorded 99 (unknown), the form will be reiected 
and returned to the Contributor 
. Duration of pregnancy is the number of completed weeks from 
the u;nset of the patients last normal menstrual period to the day 
of delivery If the date of the la: menstral period is unknown, es­
timate it from clinical evidence such as fundal height or fetal head 

32 	 Hemoglobin at admission for dehiverv Ito ,ieatst gm).
 
1 ) 5gn 2) 6 gm 3) 7 gm 4) 8 gn 51 9 gm
 
6) 10 gm 7) 11 grr, 8) 1 12m 9) not doneE
 

Record the patient's hemcglobin at admission. NOT at her last 
antenatal visit or after delivery 
. Round to the nearest whole gram. e g 6.5 grams is recorded as 
3) 7 gm 

hematocrt is taken, 	 .If bydvid­estimate the gm %hemoglobin 
OPgthe hemctocrit % by three arid rounding to the nearest whole 

number For example, when hematocto = 41%. 41 '- 3 = 137 
gm ".. wrte 8 it the box 
. Do not record hemoglobin as percentage of normal. Convert to 
grams %according to the schedule in Appendix C 
. If neither hemoglobin nor hematocrit was recorded at admis­
sion wrije 9 in the box 

RuptL're of membranes Spontaneous: 1) .. 24 hirs
 
before delivery 2) k24 hrs before delivery

Artificial: 3) <24 hours before delivery 4) 224 hrs
before delivery 5)during cesarean sectionl . 

Artificial rupture is defined as rupture of the amniotic sac byi the 
birth atteriant (amnirtomy) 

The code for this itern must be consistent with Item 34. If the 
response to this item Is 1, 2 or 5. the response to the next item 
cannot be 2, 4. 5 or 7. However, if artificial ruptute of membranes 
(ARM) is reported in this item, it must also be reflected in the re­
sponse to Item 34. 

34 	 Type of labor 0)no labor 11spontaneous 2)spontaneous.
 
augmented viith artificial rupture of membranes (ARM)
 
3)spontaneous, augmented wih drugs 4) spontaneous,
 
auumented with ARM and drugs 5) induced, with ARM
 
G)induced, with Orugs 7) induced, with ARM and drugs f
8) other 	 El. 

If this item is recorded 9 (unknown). the forni will be rejected 
and returned to the Contributor 
. If a patient has no labor, such as a patient undergoing elective 
cesarean section, write 0 in the box. 
. Spontaneous labor is defird as labor (hat began without intei­
ventron, efen if it is later augmented by interver~tion If the pa­
tient's labor was spontaneous, write 1. 2, 3 or 4 in the box. In­
duced labor is defined as labor initiated by the birth attendant by
administering d,,ugs (usually oxytocics). by artificially fupturing the 
membranes, or by both. If the patient's labor was induced, write 5, 
6 or 7 in the box. 
. If labor follows the administration of enemas or cathartics. do 
not record it as induced or augmented. 
. If labor started spontaneously, but drugs were given or amnioto­
my performed to acceiarate it, record it as spontaneous, not in­
duced, labor. 
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Recording data on multiple births 
Several questions on the Maternity Record can be answered for 

more than one baby in the case of a multiple birth All the ques­
lions of this type (i.e 35, 44. 46, 47 and 48) refer to the baby that 
is delivored by the method described in Item 38 Item 38 refers to 
,..e 	 most difficult delivery. When none of the births can be desig­
nated "most difficult." all responses to items should refer to the 
firstborn infant. Complete a separate Multiple Birth Record for 
each infant. 

EXAMPLES: 	 psto 
. A twin delivery in which the firstborn is in the vertex position 
and is delivered spontaneously, and the second is in the breech 
position and is delivered with forceps to the aftercoming head. All 
items will refer to the second twin 
* A twin delivery in which both infants are in the vertex position 
and both are delivered spontineously All items will refer to the 
first twin. 
. A triplet delivery in which the first two babies are delivered spon­
taneously at home, the third is retained in utero and delivered by 
cesarean secioon in hospiial Ail items refer to the infant delivered 
in hospital 

35 	Type of presentation during labor. 0)vertex, occiput
anterior 1)vertex, occiput transverse or posterior
2)frank breech 3)footling breech 4)complete breech 
5)brow/faue 6) transverse lie 7)compound r 
8)other/Ji 

*The presentation of the infant whose delivery is recorded in Item 
38 should be recorded here. Usually this will also mean the most 
difficult presentation. 

The type of presentation during labor should be recorded. This is 
not necessarily the same as the presentation at delivery. If a mal-
presentation is corrected either spontaneously or by version or ro-
tation so that delivery is normal vertex, then the malpresentation 
should be recorded. 
* Frank breech, also known as single breech or pelvic presentation. 

Footling breech, also known as incomplete breech. Note that 
both Louble footling (both feet or knees are prolapsed into the va-
gna) and single footling (one foot or knee is prolapsed into the va-
gina) are included in this category 
. Complete breech, also known as double breech, full breech or
 
flexed breech.
 
. Transverse lie refers to ob!ique 'ind "back-up" and "back-down"
 
transverse lies.
 
. Compound prasentation means that more than one part, such as
 
the arm and vertex, presented.
 
* Cord prolaps',_ should be recorded in Item 41. 

36.Anesthetic administered 0)none or psychoprophylaxis

cnly 1)analgesic, systemic or inhalation 2)local
 
3)paracervical/pudendal 4)spindl/epidural 5)general 

6)1 and 2 or 1and 3 7)other combinat'on F 
 52  81 oth=er __ 

None includes patients who deliver by "natural childbirth." It 

does not include the use of hypnosis which should be recorded as 
8) other. 
* Analgesic includes drugs such as meperidine (Demerolx). diaze­
pam (Valiumf), or self-administered nitrous oxide that are given 
either orally, by injection, or by i;ihalatioit to temporarily diminish 
discomfort, awareness, or the sensation of pain, 
. Local means that a drug is directly injected into the area to be 
anesthetized. For example, a drug is injected into the perineum for 
repair of a laceration or episiotomy or to perform an episiotomy. 

Paracervical/pudendal anesthetic means that a drug such as 
lidocaine is injected around the paracervical area or the pudendal 

rn reh 
Frank breech,
 

also known as 
single breech N 
or pelvic 
presentation 

* Footling breech, 
also known as 
incomplete breech. 

Note that both 
double footling 
(both feet or knees 
are prolapsed 
into the vagina)
 
and single footling
 
(one foot or knee ' (l/
 
is prolapsed into 1

in
 
the vagina) are 
included in 
this categoiy 

Complete breech,
also known as 

double breech, 
full breech or 
flexed breech / 

Z 
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nerve, for example. to block the nerve supply to all anatomic re-
gion. 
. Spinal/epidural anesthetic means that a drug such as lidocaine 
is injected into the subarachnoid space (spinal fluid) or into the 
epidural space to produce regional anesthesia. This includes cau-
dal anesthesia 
. General anesthesia refers to inhalation or intravenous adminis-
tration of drugs which cause the patient to lose consciousness. 
. Other combination (code 7) should not be used if any other code 
is appropriate 

37 	 Episiotomy 0) none 1) midline 2) midline, with extension 
3) midline, with heiatoma 4) mediolateral 
51 mediolateral, with extension 6) mediolateral 
wath hematoma 8) other 	

53F 
Episotoy reersto mc~~onofasur~caEpisiotomy refers to a surg:cai incision of te orinem pr-the oerineum per-

formed just before delive-y to prevent undue stretching or tearing 
of the perineum Do not include surgical repair of perineal tears 
* Midline (or median) episiotomy refers to a posterior incision 

through the perineal body itself. 

. Mediolateral episiotomy refers to an incision starting a! the mid-

line but proceeding laterally 
. Extensior, refers to spontaneo.s enlarging of the episiotomy Do 

not include the situation where the original episiotomy was inade-
quate and the birth attendant intentionally extends it. 
. Hematoma refers to a collection of coagulated or liquid blood at 
the episiotomy site, which may spontai i.:iusly drain or be surgi-

cally evacuated.
 
. An anterior episiotomy to deliver women 
who have been "cir-
cumcised" should be recorded as 8) other 

38 	Type of delivery 0) upontaneous 1) outlet forceps 

2) vacuum extractor 3) mid- or high forceps 4) manual

rotation 5) breech extraction 6) cesarean section
7) destructive procedure 8) other 	 F11 

* Spontaneous delivery is one ir. which the birth attendant does 
not assist beyond holding the baby, or in which the birth attendant 
facilitates the delivery manually. Do not include major manual ma-
neuvers such as rotation or version. 
. Outlet forceps (low forceps) delivery means that the forceps are 
applied when the scalp is or has been visible at the introitus with-
out separating the labia, the skull has re3ched the pelvic floor, and 
the sagittal suture is ir the anteropostericr diameter of the pelvis,
• Vacuum extractor refers to the use of a cup from which the air is 
partially evacuated after it has been placed over the infant's head. 
. Mid- or high forceps delivery neans that the forceps are applied
when the head is engaged (mid-forceps) or not engaged (high
frrceps). but the conditions for outlet forceps delivery have not 
been met. Any forceps delivery requiring artificial rotation beyond 
450, regardless of the station from which the extraction is begun,
is designated mid-forceps delivery. 
. Manual rotation means a major manual maneuver such as rota-.tion beyond 450 Do not include either internal or external version 
in this code. These should be coded as 8) other. 
. Breech extraction includes all maneuvers to assist the delivery
of the baby including manual maneuvers to deliver the head. If the 
infant is delivered with no assistance from the birth attendant, the 
delivery sho.ld be recorded as 0) spontaneous. If forceps afe ap-
plied to the aftercoming head, the delivery should be recorded as 
1) outlet forceps. 
. Cesarean section includes classical, low transverse, and extra-
peritoneal cesarean section, and other abdominal methods ofdelivery. However, if there is uterine rupture and the infant is deliv-
ered by laparotomy, write 8 (other) in the box and describe the sit-
uation in the space provided. Do not iecord it as a cesarean section. 

Destiuctive procedures include craniotomy, embryotomy, de­
capitation, and any procedure which involves deliberate mutilation 
ano death of the fetus, whether the fetus was alive or dead before 
the procedure. 
• G.he, includes such situations as internal or external version or 
symlhysiotomy It also includes laparotomy for uterine rupture as 
mentioned ,bove. Any method of delivery that cannot be accom­
modeted by codes 0-7 should be recorded as 8. and details given 
in the space provided 

39 	Primary Injury during labor and/r delivery 0; none
1) vulva 2) vagina 3) perineum 4) cervix 5) uterus
 
6) rectum 7) bladder 8) other
 

Record the appropriate numner in the box Record only maternal 
iluries in this item: record fetal injuries in Item 47 (code 7)

If more than one part is injured, record the part receiving the 
moe andoi extnsied e. th at ree pe 

nealteashuladoeeded 6) arectum.
 
neaU tear should be recorded as rectum. u) 

• Urethral injuries should be recorded under 7)bladder, not 
1) vulva 

40 	 Primary complication o labor and/or delivery 0) none 
1)prolonced/obstructed labor 2) placenta previa 3) placenta 
abiiptio 4) hypoonic uterine contractions 5) hypertonic 
uterine contractions 6) hemorrhage 7) retained products
M1other 

* If there is more than one complication, use the following prin­
ciples to decide which one is primary and which one should berecorded in Item 41 (Seco-deary complication of labor and/or 
delivery).
 
• 
 Record the clinically most important condition, that is, the po­
tentially most hazardous one, i Kem 40. 

If, of the two or more conditions, one threatens the mother and 
Sone the fetus, record the one that threatens ihe mother in Item 40 
and the one that threatens the fetus in Item 41. 
r If both a symptom and a diagnosed condition are to be recorded, 
record the diagnosed condition in Item 40 and the symptom in 
Item 41 

EXAMPLES: 
• For hemorrhage and retained products, record retained products 
in Item 40 and hemorrhage in Item 41. 
, For placenta previa and hemorrhage, record placenta previ,3 in 
Item 40 and hemorrhage in Item 41. 
. For hypotonic uterine contractions and prolonged labor, record 
hypotonic contractions in Item 40 and prolonged labor in Item 41. 
• For obstructed labor and prolonged labor, record the obstruction 
in Item 40 and the prolonged labor in Item 41 even though both
 
have the same code number.
 
, If cord prolapse is the only complication, record C in Item 40.
 
and 2 in Item 41.
 
• NOTE. Placenta previa, placenta abruptio, and obstructed labor 
are always to be recorded as the primary complications and should 
not be recorded in Item 41. Prolonged labor is, however, a result of 
such things as obstructed labor, or uterine dysfunction and should 
usually be recorded in Item 41 with the cause- abnormal uterine 
contractions, obstructed labor, etc.-recorded in Item 40. 
. Do nc record a complication in Item 41 when the response to 
Item 40 is 0 except in the case of cord prolapse. 
. Prolonged labor is defined for this study as active labor of more 
than 18 hours. 
• Obstructed labor is the lack of adequate progress of labor be­
cause of cephalo-pelvic disproportion, the presence of pelvic mass­
es or fetal size, shape, abnormalities, or presentation. 

58 



Placenta previa iF the implantaton of the placenta in the lower 
uterine segment. The placenta encroaches on o4 covers (complete-
ly or partially) the internal cervical os Placenta previa is classified 
as marginal, partial, or tota! and all forms should be recorded 
here 
. Placenta abruptio is the complete or partial detachment of the 
normally implanted placenta from the uterine wall at 20 com-
pleted weeks or more of gestation 
. Record placenta abruptio in both ts complete and incomplete 
forms and also situatons where only the placental margin is in-
volved (marginal sinus rupture), 
. Hypotonic uterine contractions (hypoactive uterine inertia) are 
those which are less than normal in intensity and/or frequency for 
that stage of labor 
. Hypertonic uterine contracti-ns (hyperactive uterine inertia) ae 
those which exceed the r,ormal pattern of intensity and/or fre­
quency for that stage of labor. 
. Hemorrhage is the loss from the vascular space of rnoe than 
500 ml of bloou irrespective of the etiology or whether it is exter­
nal or internal blood loss Record the etiology of the blood lo.;s in 
the space provided, if it is not adequately recorded in Item 39 (ma-
ternal nJury) 
. Retained products is the failure to completely expel the placenta 
and membranes within one hour of the delivery of the fetus or 
failure to expel the second twin within 12 hours of the first infant 
. If the placenta is removed manually ot surgically within one 
hoiui of delivery, do not code as retained products 
. Any complicatvo that occurs that cannot be acconimodzted by 
the aooe codes should h'- described in the space orovided, and 8 
written in the box 
* Cord prolapse is the descent of the umbilical cord through the 
cervical os in advance of the oresenting part This category in­
cludes occult cord prolapse in which the cord descends alongside 
of the presenting part 

41 Secondary corplication of labor and/or delivery 0)none 

1 ) prolonged labor 2)cord prolapse 4)hypotonic uterine 

contractions 5)hypertonic uterine contractions
 
6)hemorrhage 7)retained products 8)other .
 

* Follow the instructions for Item 40
• Do NOT report a secondary complication if you did not report a 

primary complication, except in the case of cord prolapse. 

42 	 Duratio11of labor (1.CC mleted hours) 0)none 1)< 2 

2)2-6 3)7.12 4)13-18 5)19 24 6)25-48 7)over48 F! 


* The onset of labor is defined as the time at which contractions 
occur at 10-minute in.ervals and are of 30 seconds' duration. If 
this time is unknown, use the time at which the patient became 
aware she was in labor If she does not know the exact number of 
hours, the birth attendant should make the best possible estimate. 
. If there is no labor, as in the case of some elective cesarean seac-
tions, write 0 in the box If the response to Item ?4 is O, the re-
sponse to this item must also be 0 

43 	Attendant at delivery 0 none 1Inurse 21 quiefied micd-
wife 31 student nurse/midwife 41 paramedic 51medical 
student 6; general physcrn 71 OP/GYN physician I--
8) other 	 soLj 

* Record the appropriate number in the box. 

* If more than one person attends the birth, record the person pri-

marily ;,sponsible for the delivery. 

. Midwife is definea as a nurse who has had special obstetrical 

training. Do not include untrained midwives. 
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If the birth attendant was a siudent nurse or student midwife, 
write 3 in the box; if it was a medical student, write 5 in the box. 
Medical student is defined as a person who has not yet received a 
medical degree (MD, MB, ChB, etc.). 
• Paramedic refers to any per.on with medical training who is not 
a nuie.-midwife, physician 'Tedical student. 
• General physician refers ny person who has a medical de­
gree and no specialized training in obstetrics and gynecology. 
• OB/GYN physician refers to any person who has a medical de­
gree and has or is receiving specialized training in obstetrics and 
gynecology 
• Other includes any person who was the primary birth attendant 
and fits iito none of the above categories, such as a social worker. 
a polic, man, or a relative of the patient. 

Pregnancy Outcome Items 44-52 

44 	 Birth weight (gm; 9988 o,more = 9988) [10L.L 6o.-

NOTE: Do NOT estimate weight. 
Record in grams the infant's weight within one hour of delivery. 

Do not include the weight of cord clamps, swaddlings, etc. A con­
version table from pounds and ounces to grams is given in Appen­
dix D Record the weight of all infants including those stillborn. In 
the case of multiple births, the weight of the infant who3e delivery 
is recorded in Item 38 should be recorded here. 
• If weighing scales are riot available or the infant was not 
weiyhed for some other reason, write 9 in eaci of the four boxes. 

EXAMPLES: 
• For twins, when the spontaneously delivered firstborn weighs 
1504 grams and the forceps delivered secondborn weiqhs 1753 
grams. record 1753 in the boxes. 

If the weight equals or exceeds 9988 grams record 9988. 

45 	 Sex of infant(s) born number of riale.at this delivery (write num'tber of each) F1­number of femalea 

Record the number of infants of each sex delivered, both live 
births and stillbirths For example, if one male child is delivered, 
write 1 in box 63 and 0 in box 64. 
, NO'CF.: If either of these t"-)boxes is blank, the entire form will 
be rejected and returned to the Contributor. 

NOTE: Items 46 and 47 refer to Item 38 delivery. 

46. Apgar score: 9) not done at 1minute r­
(8 or more = 8) 6at 5minutes HI

The Apgar score is a system of numerical evaluation which de­
scribes the status of the infant at one minute and five minutesafter birth. A score of zero indicates a severely jeopardized infant; 

higher scores, up to a maximum of 10, indicate progressively bet­
ter conditions. The score should be given by someone other than 
the one who delivers the infant so that each measurement can be 
obtained objectively. The one-minute and five-minute intervals af­
ter birth must be timed. 
° Each sign is given a score and the total of the five scores is the 
Apgar score. Record this number in the box. if the score is 8, 9 or 
10. writL 8 in the box. 
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APGAR SCORE 48. Secondary fetal/neonatal condition, specify 

Criteria and Values _L.___ 

SFol;ow the instructiors for Item 47
Sign 2 1 0 Score Do NOT report a secondary condition if you have not reported a 

Herae10 a primary condition 
Heartrate100 KiOD< absent to

auscultation 

irreguiar. 49 Death of fetus/newbcm 0) none 1)antepartum, oneRespiration yelling none 2)anteparnum. two or more 3)intrapartum, one 4l intra­nidequate partum twoormore i)postpartum one 6)postpartum, 

I two or more 7) comb nation 8) other . . . . .
Muscle tone well flexed i sorne tone flaccid 

Refeess-rp l e oneRecord Bry in this box th.i appropriate code for the number of fetalslap on feet Lry Yrimace none ano neonatal deaths that occur before the mother is discharged 
... ._ - - -­ from the hospital 

Color pinkall iblue hands pale. If there is a multiple Lrth of three or more infants and more than 
over j and feet blue one dies. write in the mirin how many died. 

TtAitepartum means bi-fore the onset of labor 
Total • Intrapartum means during labor and before the infant is com­

pletely expelled from the mother 
. Postpartum mean- after the infant is completely expelled and 
separated from the mother until mother's discharge from the hos-

For Items 47-48. use the following codes: 0)normal or stillbirth pital
with no apparent pathology 1)fetal distress during labor 2) minor NOTE: Codes 2. 4, 6 and 7 cannot exist for a single delivery. Ifmalformation 3)major malformation 4)respiratnry distress syndrome
5) isoimmunization 6)neonatal sepsis 7)trauma these responses are used with a single defvery, the entire form
8) uther (for codes 2. 3. 7 and 8, specify) will be rejected and returned to the Contributor 

47 Pri-iary fetal/neonatal condition, specify 50 Primary puerperal conditionF.. 67 0)normal 1)fever requiringtreatment 2)bleeding requiring treatment 3)urinary tractinfection 4) mastitis 5)phlebitis 6) dehiscence 7)death 

If the infant is normal and liveborn. or is stillborn with no appar- (complete Death Report) 8)other l._ 
ent pathology, write 0 in the box Please do NOT code a stillbirth 8 
in this box. We can learn from question 49 whether the infant is Wr the box if postpartumliveorn r stllbon •Record tatusaisonsrmal.the appropriate code if postpartum complications occur. 
liveborn or stillborn Bedn eest edn curn" Fetal distress during labor includes such indications as decelera- 4huso oeatrceBleeding refers to bleeding occurring 24 hours or more afterde­
tion of heart rate to less that 100 beats per minute or a fetal scalp wivry 

.
pH of less than 7.2 Write th indication of fetal distress in the from the kidney to the urethra.spa ce provide d. r m t e k d e ot e u e h a
Mir lrtsrteh dntrtfas
.Mamal Mastitib refers to inflammation of the breast. Do not include nor­engorgement of the breast even if accompanied by transitoryvival, such as polydactyly, syndactyly pes equinovarus. and luxa- fever 
tion of the hip joint. Specify the malformation in the space. Phlebitis refers to any venous inflammation or clotting in the ye­
* M ajor m alform ations afa those which threaten the life and nor- • Phl e mf t o l e s i a ndaincludes i or 
mal development of the newborn such as hydrocephaly, myelo- nous system of the legs or lver pelvis and includes superfical or 
rneningocele, cleft palate,he alfrmaioninand congenital metabolic error. Snecify deep phlebitisthe pac, •Dehiscence refers to the separation or gaping of the incisioii in­
t Resp ratory distress syndrome (or pulmonary syndrome. Repirtoydisres (o or hya- cluding episiotomy and cesarean section incisions.synrom pumonry sndrme r ha- If the mother dies, complete a Death Report (Appendix F) andline membrane disease) is characterized by expiratory grunting, a- Ifth otheries co de 
bored respiration, thoracic/abdominal retraction, cyanosis and/or 
cardiac failure accompanied by metabolic disorder. Record only
respiratory distress that requires treatment 51 Maternal blood transfusion during hospitalization: 0) none 
. Isoimmunizatior, is the condition produced in the fetus as a re- 1yes, before delivery 2)yes, duringdelivery 3)yes. after 
sult of exposure to maternal tntibodies (for example, Rh, Hr,A-B. delivery 4) 1 ,nd2 5)1 and 3 6)2 and 3 7)1,2 and 3 iljl
and those designated in other blood classification systems). 
. Do not include physiological icterus of the newborn or cases in This item refers to the transfusion of whole blood or packed red 
which the mother has antibody titers that do not produce changes blood cells, not the administration of plasma, saline, glucose, or 
in the fetus/neonate that require therapy. other intravenous fluids. 
. Icterus (yellow scle-a) is considered pathological when the se­
rum bilirubin level is 8.0 mg/1 00 ml serum. 
* Neonatal sepsis is a systemic response to any infection. 52 Number of nights hospitalized this admission before 

Trauma means mechanical injury occurring during delivery such delivery: (8 or more = 8) LJ72 
as a laceration from use of forceps or a broken clavicle (whether 
accidental or intentional to facilitate delivery). On the line provid- This refers to the number of nights the patient was hospitalized
ed, specify all details when trauma occurs. Do not include destruc- during this admission for delivery before the delivery of the infant. 
tive procedures used to deliver the fetus and recorded in Item 38. For instance, if she is admitted in false labor on the 4th. sent home 
. If the infant's neonatal condition is not covered by any of the on the 5th, readmitted on the 8th in labor, and delivered on the 
above conditions, write 8 in the box and describe the condition in 9th, the number of nights hospitalized before delivery is one night
the space provided. (the 8th). 
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Special Studies Items 53-55 59 Contraceptive method planned or provided 0)none 
1)IUD 2)orals/injectables 3)female sterilizationThe Contributor my decide to include on 4)male sterilization 5)condomthis farm up to three 7)foam/diaphragm/jelly 8)other6)withdrawal/rhythmadditional items which are recorded in the Special Studies section. Li
 

A lquestions, codes ard uefniti ns are 
at his own discretion, al­though the IFRP may make recommendations The IFRP must ap-prove the use of all Special Studies before the study is initiated, Record in the box the number corresponding to he method offertility control used by the patient at her discharge or the methodshe plans to use after discharge. If at discharge she is not usingSPECIAL STUDIES any method of fertility control, record the roethod she plans to use.5 Use the definitions given in Item 25.53 n54 If the response is "other." specify the method used or planned
•_If the patient intends io contracept but has not decided whatmethod to use, write 9 (unknown) in the box.

55 _75_ If the patient died before discharge, write 9 in the box.° 
If the response to Item 57 is 1 through 8, the response to thisitem must be 3.
 
Additional Information Items 56-59 
 • If the patient is sterilized during this admission, write 3 in the 

box 
COMPLETE THFSE ITEMS A T T/ME OF DISCHARGE56 Nurnoer of nights hospitalized this admission afterdelivery (8 or mo-i = 8) [Je r 

This is the number of times the clock passes midnight while the Recorder's name

patient is in the hospital after she has delivered If the patient 
was 
delivered on one day and was released on the next day, record one 

The person who completes the Maternity Record should write 
his/her name legibly on this line.night of hospitalization even if the patient was in the hospital forless than 24 hours Similarly, if the patient was delivered early in
the morning of one day and was released before midnight on 
 the
 

same day. record 0 nights of hospitalization even though she was
in hospital for almost 24 hours (and possibly longer than the pa­
tient in the previous example) 
. In answering this question, include any nights that the patient is
hospitalized after delivery for 
reasons not related to the delivery

such as sterilization.
 

57 Female sterilization 0)none 11before this delivery
2)at cesarean section 3)immediately after delivery
4) same day 5)i.2 days later 6)3-4 oays later
 
7)5-9 days later 8)10 or more days later Fi ll
 

* Write 0 in the box if the patient was not sterilized during herhospitalization for delivery If the patielt was sterilized before de­livery, write 1 in the box. If the patient was sterilized during a ce­sarean section, write 2 in the box. Otherwise, write in the box the
code corresponding 
to the number of days after delivery the pa­tient was sterilized Immediately after delivery is defined as within
 
two hours of delivery
* Any operation which causes permanent sterilization should berecorded here However, if the patient is not sterilized during theadmission in which she delivered, even if she intends to return ordoes return after discharge for such an operation, do not record it 
in this item 
. If an operation which produces permanent sterilization was per­formed but not for contraceptive purposes (for instance, hysterec­
tomy following a ruptured uterus). it should be recorded in this 
item 

If the patient died before discharge, write 9 in the box. 

58 Number of aditional children wanted (8 or more = 8) LEi, 
* An effort should be made to obtain a realistic statement of thenumber wanted. If the patient wants more children, but does not
know how many, write 8 in the box If she wants as many as pos­
sible or whatever God sends, write 8 in the box.
* If the patient died before discharge, write 9 in the box. 
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INTERNATIONAL FERTILITY RESEARCH PRUGRAM 
MATERNITY RECORD 

PATIENT IDENTIFICATION 1 Hospital or clinero ....... . .... 2 Am J$ion date
 
day nrirrih y


3 Patientsinare .. ..... ... .... .. Husband sinmme . ..
 

- I enh l/ ­4 Address 

STUDY IDNIII'FICATIONr- 36 Anesthetic administered (I noine o' paychoprophylakls
 
6,C4aw _n___o__ arid numbere, iv Ilanalgesc systemic or ihelain 21 ocal
 

&) p eeIerwcal Dudendal 4 spinalloiDural 5) generalSbj- member 	 P9 0 3 6, 1 ant,I, I and 3 7})othertormb~ol,lonI-, 

-h­
7 	 t.ientort numbe 

. t7E L idIltloy OLno-r e I . rt.r.e 21rnL01h... will *it'lLrs5lB Oehvefvdate 	 3, iTllce wIth hernatcr" 4)meohOlati'l 

ifr L month at )inidfolateral e-trosiOr, 61 redrlatealovlh 


-.--­ o
 
.tju% 01 (tot booked I) , .,cKett patient S9 Registration 

choice 2) elilred by phsLicarlI 7 refrred by midwife - 30 Type of delivery O)spontaneous 1) outlet forceps
 
41 emergencv 81 ortr .... 2) vacuum extractor 3) mid. high foeceps 4) manual
or 

rotaion 6) breach extraction 6) ceatearn section
PATIENT CHARACTEFIISTICS 	 7) destructiva procedure 8) other ]]_ 
10 Residence 1)ioitian 2) rural 31Liillrr SlurYL 

I vulva 2) vagIna 3) perineu 41 cervix 5) ueirus 

I1Patient s stli I tIprivate 2' ro I 'it ),) (the, 	 6i 'Cotm 71 bladder 8)otthir 

12 Patient s ae Liorrrp/tei/ ''-11 40 	Primary compiication of labor end/or delivery 0) none
 
1 )prolonged/obetmcted labor 2)plaeinta provia 3) placenta


13 Patieirt s dLt,rt ii t3hLi y, -lioiLILYted) 	 abruptio 4) hypotoric uterine cont actionsOL O 	 5)hypeartone 
1) 32 2)34 ! 5± 6 5 10 61 1 1 - uterine contractions 6) hemrrhage 7) retained products

7 3 4 8 151- 8) other c
 

14 	Mariita hittisI I ln-ei married 2' ,urrtlloelarrrrd 41 SeLiodiiariy -OTicaior f laboir and or delivery 0) .onet
 
3) dioced 41 seiratld 5iwlowod seI, insvnsial rt c, ,t dotlabor i cord prolapse 4) hpolonc uterine
 
Unito 8! other 2i iiractlon5 5) hypeltonL. uterinecntiactions
 

6l,emorrhatrr 7) relwised products 81 othe,
15 Age at first 
 e o -t nofW.. comipleted hiurln, I 0) loi t1 
OBSTETRIC HISTORY lnot includin 2 31 7 12 4L 13 18 6125 48 lover) 
16 Total lhu Iis,, £ [I--1 ii,. 43 Atid 1,in1 01 I 246 8 -25 

this pregnancy) ' 2 51i19 24 I 4 
I l9 e4
 

'13 At~rrdant lt evevry 0I oLIS1linr'5 2- liaPi,iid mid
 
I 7 Childten noew.,'liq 'iirilt I f d* w,''I 31 stc,'r1in .tl . hisw'e 4) pa mmrrr, 51medical
 

iltin IfLnr" i l ., dtest Si q8rlili physoia 7108 GYN ph si,,aJl .	 . .

Lun itl of nemales ' 3i tler. 

i 11111.flast I-!.,tth18 bovitiol of 1,'Li n 	 4,1 Bth , rqhl in.F') I ..-. 
in 	 n or itL L ) d n o 6 lu l ' I 1 m oI t f 10 ,1treast 1 
3 , 9 41 12 1 ' 15 W 1I" 7- 21 H; -2r 45 Seaxc! infartslborn (lumber of males 6a 

19 Nuirbr, 0 sillhirths'8 ....+l.. H, 	 this deiveiy (writenumrbet of each)Hat

Lit 	 number O femalhs 

20 Nuoter of itrlthl lie1 thLL I." - irirreil 46 Miiii cci' 9' Lit lire at ite" 	 --
m onths 8 ........ It
... ­ , oee =''r81 

21 Number olfl'it il'ii h , SHtiS	 ittl i 's 8 'rcr 	 La 

For Iteins 47 48 use the follnwing codes 0) o rri l lr stilblrth 
22 Niinr tr ,strliilieil ililtiihii ,' t i .iIr larr' 'I lrarrLLslv L r n Lttress t irirlit minor,il la1er 21 
23 Outcom.+of lasttn... I , allc.. 41 distressrnarcy JIiisrir iin 	 a' t -. eswiratoro, syidrore 

I)iso II,irL i ) il J.L .... rr,,."t,'i, -' e Li I aLjIm
 

teceased . br11-th iwrt intq 4)1,e
 

birth li Sti' 1'i 	 l il atal se7r', tsi 

tirirrir -'lh 
birth prr' in L r ese 5' oLlti , .rndid ed l PP ,...., ft., , , 
aliirtir)", I 'S in t iolil is aIhcL or, InothPerL i i ... .l J 

24 Niimt,, i . , Ce last i I F T 
-

II ii,, di i,-,r, ,I Li , -oL -­. .,ri a ciol t '1 
i 1nrrJ "'ll - _9 D 

ilu tr I Li's Li.frz 1,li'I25 	 Cor r', r -d ,%to11i- ........ 49 Deati of fetu.'newbotrc 01 none 1)antepartum. one
 
0: n )it,, 4r ,ll 5).' itit 3' lrrrl,'1f t 2) antepartum. m molem t one 
41 'tin str'I i, itirlliq- ')l 6' Ilt, awal /lhn, cartumo two or more 5) pustpar"u'" one 6) postpartum.

7) rr- 1)t L_._. two or more 8)other *. 

jler sjI I (UD) 21 in)o i.fls...:+ l abihis3 +h1 .{,oal ,,oeh ,irannl rini~rl 	 m ty. orr 3})Itaintlaleatima 4) intre­

i*, irir '' 71 cOmbinlation 	 i 
MEDICAL DATA (. . 50 Primary purperal condilion 0) norma 1) fever requiring 
2861 II ,i l l~lelhliIIs

, 
o " 2treatment 3)urinary tractPr~tl+i~ J i,-,, 1' rl.n 	 2) bleeding requirng treotnent 

i'( inlii co.Ir /,I) 7) death r-­
(complete Death Report) 81 oil-er _Li ra 

27 Primeiya ,rly i I,'al !-e 	 infection 41 nastitis 5) ph'eblis 61deiiscence 

28 HoSptah, i,' ,!qlerl du i ri hl-IelL ric 0) -'I Pt a; iLo,xi lLis'Ln tiiiriidt r ieIritaior"iLi dhr' irra s h s 0)none
1) yes I~ '(t Iii l-, t++.it~I,tJ- 7 ft 	 3Iondyeos -i 10 +i27 i), 1) 	 dooLr., 1 tehiey aIterL oilLlt11',n itlie ,- il l? i oe21 lyes 	 tefore oelve 2 rs )-es 

pec lriit IO li'ery .11 ad .'Si 1 and 3 6,. red 3 1' t 2 and 3 

lld iitlr 01 iLOilie During Ntimu'it l lIShsrl before 

part of pregnancy iciygretesidaI I 1 10 2) I 1 20 lheiry -8 oii rroe 8 -J 'i 

3) 21 iii ire Throughout pregnancy (cyaieftes'nia" ) 

29 	 Totiacco5sloknrig iricj-y 52 'i i1II.eLl this admissionL 

- - ___
4) 1 10 51 11 20 6121 I)r iore 8) vrgas pipes 'IC SPECIALSTUDIES 

30 Number of previous cesarean sections 	 53 

31 Estimated duration of pregnancy Imenstual age in ' '­
completed weels) J _,i ... 

i 55
 

32 	 Hemoglobin it admission for delivery (tonearestpm) [
1)'15 9m 2) 6 gm 3) 7 qm 4) 8 il 5) 9eca105) 71 pgm 8)1 gm48 9) 5odonei 	 Complete these tams a: trrare of discharge.
 

56 Numbor of nights hospitalimed this admission alter 
 -I
 

33 	 Rupture of membranes S6,yontaneous 1) - 24 hrs delivery 18 or more 81 II 
before delivery 2) '24 h:s before divery 
Artificial. 3) ' 24 hours before delivery 4) *724 hIs 57 Female sterilzation0)rone 1beloettlscdehveri 
before delivety 5 dourg cesarean Section Fl.. 2) at cintrean section 3) immedLately after delivery 

l 	 . 4) same day 5) 12 days later 613.4 -layS latr r 
34.Type of labor 0) no labor 1)v -:;.eous 2) spontaneous. 7 5 9 days later 8 10 01 more days li'i' II 

sugersented with artifrcial jpture of nambranes iARM) 
3) lsponaneous. a-gmentad with drugs 4) spontaneous. 58 Nimber of additional children wanted 1trnmore 8) rIot 
llagt.JItedwith ARM and di gs 5)induced. withARM 
3)induced. with drugs7)induced, ARM 59 Contraceptive metho or liruvdeddwh and dru plannled none
 
Of other gd I)IUD 2) oalsLin)eclabies 3) feumale sterilization
 

LJ 4) male sterilzation 51 condom 6)withdtawal/rhythn 
For multiple births, code information for the most difficult 7) foamn diphragmlelly 8Iother 
delivery in Items 35. 38. 44, 46. 47 end 48 and complete 
a eaparate Mul:iple Birah Record for arch infant 

35 	lvpe of presentaioi during labor O) veries, occiput 
anterlo, 1) vrtex occlput transverse or posterior Recordirs name 
2) flankbreech 3) tootling breech 41 complete breech 
5) brow/face 6) transverse lie 7) compound PLEASE AIRM41L TO International Fertdty Research Program, 
8) other Research Triangle Park North Carolina27709 USA 
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ANTENATAL CONDITIONS 
(Rfer to manual, Item 27) 

1O -.6etf5 in pirenrhess,eor r codeN in ",'HO Inretnrtorat(lj$,scaronof Drsvaies 901 edofrrn 

00 	 None Inftctlotis and parasitic dlaee
 
99 Unknowr, 
 53 Rubella (6,17 5)
 

54 Oiher viral diseases except respiratory (647.6),

Hem orrhage per vagina rpecty . . . .. .. ......
 
01 Threatened abortion (6400o 55 Tuberculosis (647 3)

02 Placntx previa (641 0 641 11 56 Malaita (6474)

03 Placenta abruptio ipreniature ';epara ,ont t641 2) 57 Syphdis (6470)

04 Rupture of the marginal sinus (641 8) 58 Goorrhoa (647 1)

05 Anlepartum hemorrhage associated with coagulation 59 Bilrarzi i schistoso lasisl (1V0)


detects (641 3) 63 Gastroti testinal parasites (12J.129).
06 Other and unspecfied antepartum hemnorrhage per vagina specify

(641 8, 641 9V 
 61 	 Other 0 icterial infections or parasitic dieases (001-136.8), 

spec f' .-. 
Hypiratiensive disorders 
07 Preexisting hypertension 642 0) Gastrointestinal dtsordeis 
08 Pr 'existing hyperlension with superimposed preaclampsta 62 	 Append,,iis (540-542)or e lampsia (642.7) 63 	 Noninfecirve ileitis and colitis (555-558)
09 	 Hypertension of this pregnancy (642 3) 64 	 Cholhcystitis and cholelithiasis (574 0-574.5. 575.0, 575.1)
10 	 Preeclampsia (642 4. 642 L,( 65 	 Roctovaginal fistula (619 1)
11 Eclampsia (6426) 66 	 Othei gastroinie.itinal disorders (531-579.9).
12 	 Other hypertensive aiso oers and isolatod ymptoms specify- ..... .......
 

of preeclampsia (6423 646 1. 646 2),

specify Ma...Malignant neoplasms 

67 Breast (174)
Amnlotic cavity and ganitourinary tract 68 Cervix (180)disorders and Infections 69 	 Lymphatic and hematoocetIc (200-208)13 	 InfecOnn of amniotic cavity .6584) 70 	 Other (140-208 9j, specify ------.. 
14 	 Lov,.. rinary tract infections (646 6)
'i 	 Acute pyelitis/pyelonephritis (590 1) Benign neoplasms
16 	 ' ronic pyelits/pyelonn'hritis (590 0) 71 	 Other neoplasms (210-229) lexcept as in code 341,
17 	 Nephriia , nephrotlic syndrome ano nephrosrs (580-583, specty .. ...... .... 

59',)
18 Pelvic inflammatory disease (614 8, 614 9) Neurologic disorders
19 Urinary-genital tract fituld 619..; 72 Cerebral palsy (3431
20 Other infections disoroers (646 6. 647 2). 73 Encephalitis (062-065)or 


specify-. .. .. 
 . ... .. . . .. 	 74 Epilepsy (345) 
75 Paraplegia (344 1)

Cardiovascular and respiratory disorders 76 Other neurologic disorders (320-359).
21 	 Varicose veins of legs. vulva and vagina (671 0. 671 1) specty
22 Phlebitis or thromhopilebitis (671 2)
23 Phlobothrombosis (671 3) Endocrine disorders 
24 Congenital cardiovascular disorders (745-747) 77 Hyperthyr..rdism (240-242)
25 Rheumatic heart disease (390-398) 78 	 Hypothyroidism (243-244)
26 	 Acute respiratory conditions (460-466. 480-487) 79 Diabetes rnellitus. preexisting (250)27 	Chronic obstructive lung disease and allied conditions. 80 Diabetes mellitus, gestatlonul (648.0)

nontubercular (490-496) 81 	 Parathyroid disorders (252)
28 	 Other carorovascular and respiratory disorders (648.6. 82 Adrenal disorders (255)
 

460-519 9). specify ................. 
 . 83 Other endocrine disorders (240-25E.9) 

Blood disorders Mental disorders 
29 Iron defici-ncy ane ma 1280) 	 84 Psychosis (290-299), specify30 Other deficiency anemias (282-283) 	 85 Neurosis (301-316), specify
31 	 Sickle-cell anemia (282 6) 86 	 Mental retardation (317-319)
32 Thalassemia (282.4) 87 	 Alcohol dependence (303)
33 	 Other anemias and blood dsorde's 1285), 88 Drug dependence (304)

specify--.......... . 89 Pica (307 5), specify ... 

Diseases and disorders of pelvic organs 	 Malnutritlon 
34 Tumors of the bo1y of the uterus (654 1) 90 Avitaminosis (264-269.2)
35 Incompetent cervix (654.5) 91 Other malnutrition (260-269)
36 Ovaran cysts and benign ovarian tumors 1620 0. 620.1,

620.2. 6208) Musculoskeletal system disorders and Injuries
37 Other abnormality of shape or position of uterus and 92 Bone and jint disorders of back, pelvis and lower limbsneighboring structures 1654 41 (part of 711-719, 720-724; part of 725-738)
38 Other and unspecfiea abnormality of cervix, vagina 93 Internal injury to chest and pelvis (860-869)

and vuiva (654 6-654 9) 94 Trauma involving abdominal injury (868)
Fetal problems 95 	 Othe-r musculoskeletal disorders and injuries (part of 710­3t res o739 and 800-999). specify ...............
39 Rhesus isornmunization 1656 t)

40 ABO and other isoinmuni:ation (656 2) Poisoning
41 	 Fetal distress (656 3) 96 Poisoning and toxic effects (960-989).
42 Intrauterine death 1,56 41 Specify 
43 Intrauterine growth retardation t656 5)44 	 Previous malposition. successfully converted to cephalic Other disorders 

(652 1) 98 Other. specify 
45 Other known or stspected fetal condition affecting
 

management of pregnancy (655. 656 6. 656 8. 656.9)
 

Fetopelvl disproportion
 
46 Abnormal or contracted pelvis (653.0-653 4)

47 Large or abnormal fetus (653.5-653 7)
 

Other complications of pr&gnancy
 
48 Pyperemesis gravidarum (643)
 
49 Threatened premature labor (.344 0)
 
50 Polyhydramnios (657)

51 Oligohydramnios (658 0)

52 Other complications of oregnancy (640-646, 650-679).
specify ---- _ --. . . . 
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INTERNATIONAL FERTIIJTY RESEARCH PROGRAM
 
SHIPPING CONTROL SHEET
 

Pregnancy Termination Study
 

Menstrual Regulation Study 
 Center Number 

IUD Study 

Femalo Sterilization Study 

Male Sterilization Study Shipping Date 

Systemic Contraceptive Study
 

Maternity Record
 

ENCLOSURE ;NFORMATION 

ADDITIONAL I 
SHIPMEN'r STUDY ADMISSION ADMISSION FOLLOW-UP METHOD METHOD 
NUMBER NUMBER FORMS INFORMAYION FORMS LISTS LISTS TOTAL 

TOTAL _ 
S"OILED 
FORMS 

TOTAL - ALL FORMS ENCLOSED 

INVENTORY INFORMATION AMOUNT 

Total Number of UNUSED Admission Forms on Hand 

Total Number of UNUSED Follcw-Up Forms on Hand 

SUPPLIES NEEDED (Check Box and Indicate Amount) 

FOR STUDY
 

Admission Forms __
 

Follow-Up Forms
 

Shipping Control Sheets
 

Other, specify
 

ADDRESS CHANGE 

Contact Person
 

Center Name
 
Address
 

'ity, State or Province- ­
.:)untry (Zip Code if in USA)
 

SCS 2/76 

PLEASE AIRMAIL CONTROL SHEET AND FORMS TO: 
International Fertility Research Program, Research Triangle Park, North Carolina 27709 USA 
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INSTRUCTIONS FOR THE SHIPPING CONTROL SHEET 
FOR MATERNITY RECORD STUDIE3 

Completed forms should be sent each month to the International Fertility Research Program. A 
Shipping Control Sheet (SCS) should be mailed with each package of forms sent. Please complete 
the SCS as follows: 

Center Number Record the number assigned to your Center. 

Shipping Date Record the date on which the forms are being sent. 

Enclosure Information 

1. 	 Shipment Number--'o help ensure that no shipments are misplaced or lost, each shipment

of forms should be numbered consecutively within each specific study. If a break in the ship­
ment number sequence is noted, the Contributor will be notified and attempts made to locate
 
the missing shipment. If a shipment cannot be located, the Contributor's duplicate copies
 
may be used to obtain the data. 

2. 	 Study Number-List the appropriate study number vertically in thiF column. Several studies
 
may be listed on one Shipping Control Sheet. However, each separate package mailed
 
should include a Shipping Control Sheet listing the contents of that package.
 

Enter the total numoer of each type of form sent in the appropriate column. Blank columns have 
been left to allow for a tally of any special forms that may Le used. 

Supplies Needed 

The IFRP recommends that a large enough supply of forms be maintained by tne Contributor, to 
cover a two to three month period. Since Center's volume may vary at different times throughout 
the study, this section is intended to help ensure against depleting the supply of forms during the 
study. 

Address Change 

If there is a change of contact person or address, please note the change at the bottom of the SCS. 
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CONVERSION CHART: 
Hemoglobin in percentages to grams per 100 ml 

Percent 
of normal 

18-21% 
22-28% 
29-34% 
35-40% 
41-46% 

47-51% 
52-57% 

= 

= 

= 

= 

gin % 

3 grams 

4 grams 
5 grams 
6 grams 
7 grams 

8 grams 
9 grams 

-

1 

(for Item 32) 

IFRP Percent 

code of normal 

58-63% 

code 1 64-69% 
70-75% 

code 2 76-81% 
code3 82-87% 
code4 88-93% 
code 5 94-98% 

= 

= 

=15grams 
= 

gm % 

10grams 

11 grams 
12 grams 
13 grams 
14grams 

16grams -

IFRP 

code 

code 6 

code 7 

code 8 

Appendix D 

Ib 

1 
2 

3 
4 

5 
6 
7 

8 
9 
10 
11 
12 

13 
14 
15 
16 
17 

0 1 

28 
454 481 
907 936 

1361 1389 
1814 1843 
2268 2296 
2722 2750 
3175 3204 

3629 3657 
4082 4111 
4630 4564 
4989 5018 
5443 5471 

5897 5925 
6350 6379 
6803 6832 
7257 7286 
7711 7739 

2 

57 
510 
964 

1417 
1871 

2325 
2778 
3232 

3685 
4139 
4593 
5046 
5500 

5953 
6407 
6861 
7314 
7768 

CONVERSION CHART: Ounces to grams 

ounces 

3 4 5 6 7 8 9 10 11 

85 113 142 170 198 227 255 283 312 
539 567 595 624 652 680 709 737 765 
992 1021 1049 1077 1106 1134 1162 1191 1219 

1446 1474 1503 1531 1559 1588 1616 1644 1673 
1899 1928 1956 1984 2013 2041 2070 2098 2126 
2353 2381 2410 2438 2466 2495 2523 2551 2580 
2807 2835 2863 2892 2920 2948 2977 3005 3033 
3260 3289 3317 3345 3374 3402 3430 3459 3487 

3714 3742 3771 3799 3827 3856 3884 3912 3941 
4167 4195 4224 4252 4281 4309 4337 4366 4394 
4621 4649 4678 4706 4734 4763 4791 4819 4848 
5074 5103 5131 5160 5188 5216 5245 5273 5301 
5528 5556 5585 5613 5642 5670 5698 5727 5755 

5982 6010 6038 6067 6095 6123 6152 6180 6208 
6435 6464 6492 6520 6549 6577 6605 6634 6662 
6889 6918 6946 6974 7002 7031 7059 7087 7116 
7343 7371 7399 7428 7456 7484 7513 7541 7569 
7796 7824 7853 7881 7909 7938 7966 7994 8023 

12 13 14 

340 369 397 
794 822 850 

1247 1276 1304 

1701 1729 1758 
2155 2183 2211 
2608 2637 2665 
3062 3090 3118 
3515 3544 3572 

3969 3997 4026 
4422 4451 4479 
4876 4904 4933 
5330 5358 5386 
5783 5812 5840 

6237 6265 6294 
6690 6719 6747 
7144 7172 7201 
7598 7626 7654 
8051 8080 8108 

15 

425 
879 

1332 

1786 
2240 

2693 
3147 
3600 

4054 
4508 
4961 
5415 
5868 

6322 
6775 
7229 
7683 
8136 
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Definitions of antenatal conditions 
The numbers in parentheses following the conditions listed on 
the back of the form refer to the codes of the International 
Classification of Diseases published by the World Health 
Organiation (9th "d~tion, World Health Organization, Geneva,
1977). 

00 None. the patient s antenatal condition is normal and 

satisfactory write 00 in the boxes 


99 Unknown. If the patients antenatal condition 
 is unknown arid 
cannot be presumed normal and satisfactory, write 99 in the 
boxes 

Hemorrhage per vagina 

01 Threatened abortion (640.0). Bleeding of utenne ongin occurrng 


before the 20th completed week of gestation, with or without 
uterine colic, without expulsion of the products of conception, and 
without dilataeion of the cervix 

02 	 Placerta previa (641.0 and 641.1). Only placenta previa 

diagnosed antenatally should be recorded If the condition is not 

diagnosed until the onset of labor, this should he recorded under 

Item 40. code 2 Placenta previa is the implantation of any part of 

the placenta In the lowt-.r Uterine sement The term expresses the 
anatomic relationship betweev the placental site andJ the lower 
uterine segment The placenta encroaches on or covers (com 
pletely or partially) tne internal cervical os This code includes low-
lying placenta, marginal. partial, and tota3l placenta previa with or 
without hemorrhage 


03 Placenta abruptio (premature separation) (641.2). Abruptio 

placenta is the complete or partial detachment of the normally im-
planted placenta from the uterine wall at 20 weeks or more of 
gestation The condition may occ,r with placenta previa It is 
characterized by severe abdominal pain. hemorrhage, and often 
shock. It is also called premature separation of the placenta, 
placental abruption, accidental hem orrhage, or ablat o placenta

04 Rupture of the marginal sinus (641.8). Observed defect in the 
venous sinus which surrounds the margin or edge of the placenta05 Antepartum hemorrhage associated with coagulation defects
05 	 1.. Inue teartu benassociated withcoagulatiodefects
(641.3). Includes antepartumn bleeding associated with or at-asml 
tributed to afibrinogenemia, hypofibrinoqenemia, or hyper-
fibrinolysis.

06 	 Other and unspecified antepartum hemorrhage per vagina 
(641.3 and 641.9). Any other bleeding of uterine ongin that is of 
other or unknown etiology or thet is attnributable to trauma should 

Hypertensive disorders 
07 	 Preexisting hypertension (642.0). Includes malignant, essential. 

or chronic hypertension which complicates the pregnancy, delivery, 
and/or puerperium and which existed before the onset of 
pregnancy Any preexisting hypertension that is secondary to heart 
and/or renal disease should be coded under heart or renal disease 
(codes 15-17. 21-25) 

08 Preexisting hypertension with superimposed preeclampsia or 
eclampsia (642.7). Superimposed eclampsia or preeclampsia is 
the development of eclampsia or preeclampsia in a patient with 
chronic hypertensive vascular or renal disease, or benign essential 
hypertension Preeclampsia and eclampsia are defined below, 
ment of hypertension during this pregnancy in a previously nor-

motensive patient when there is no evidence of either hypertensive 
vascular disease or preeclampsia 

10 	 Preeclempsia (642.4 and 642.5). Preeclampsia or preeclamptic 
toxemia is defined as the development of hypertension with 
proteinuria or edema or both and which is attributed to the 
pregnancy. Includes both mild and severe cases. 

11 Eclampsia (642.6). Eclampsia is characterized by convulsions in 
a patient with preeclampsia that cannot be attributed to a condi-
tion such as epilepsy. 

12 	 Other hypertensive disorders and isolated symptoms of 
preeclampsia (642.9, 646.1, 646.2). Specify on the Maternity 
Record the details of any condition coded here 

Amniotic cavity and genitourinary tract disorders and infections 
13 	 Infection of amniotic cavity (658.4). Includes amnionitis, 

chorioamnionitis, membranitis, and placentitis. 
14 	 Lower urinary tract infection (646.6). Includes cystitis, urethntis. 

any inflammatory disease, or infection without a specified site in 
lower urinary tract. 

15 	 Acute pyelitis/pyelonephritis (590.1). Nonchronic ascending in­
fection from the bladder involving ureters. renal pelvis, and kidney 
due to local bacterial infection 

,6 Chronic pyelitis/pyelonephritis (690.0). Chronic or recurnng in­
flarnmation of the renal parenchyma and pelvis 

17 Nephritis, nephrotic syndrome, and nephrosis (580-583, 
590). Inflammation of the kidneys. nephropathy. or degeneration 
of renal tubular apithelium Nephrotic syndrome is characterized by 
edena. massive protei.uia. and hypoalbuniinemia 

18 	 Pelvic inflammatory disease (614.8, 614.9). Includes infections 
of internal genitalia caused by pathogens other than gonococcus 
and tuberculosis If the inflammation is due to ponorrhea, use code 
58. if it is due to tuberculosis use code 55 

19 Urinary-genital tract fistula (619.0). Includes vesicovaginal and 
urethrovaginal fistulas as well as tho rarer cervicovesical. 
uterovisical, ureterovaginal. and uteroureteric fistulas This cn)de 
covers all fistLlas present in this pregnancy, as well as those 
previously repaired. Rectovaginal fistulas should be recorded under 
code 65. 

20 	 Other infections or disorders (646.6. 647.2). Includes any inec­
tions or disorders of the genitourinary tract which may complicate 
pregnancy or labor Specify condition on Maternity Record form. 

Cardiovascular and respiratory disorders 
C 	 ario s e vn srespirsorylvaor vers 
21 	 Varicose veins of legs, vulva or vagina (671.s, 671.1). Includes 

any abnormally lengthened, dilated, and scculated superficialveins in legs, vulva, or vagina 
22 Phlebitis or thrombophlebitis (671.2). This condition is defined 

mtinovenndrthfrainofahobuatr
 
inflammation of the wall of a vein


P;lammt( on of a deepwaml in a 
23 Phlebothrorbosis (671.3). Formation of a thrombus in a deep 

ven of legs or pelvis in the absrce of a preexisting inflammation.
 
24 Congenital cardiovascular disorders (745-747). Any anomaly
or disorder of the cardiovascular ,system present from birth whichcomplicates pregnancy or delivery, such as atnoventncular septal 

defects 
25 	 Rheumatic heart disease (390-398). Includes acute rheumatic 

fever with heart involvement as well as chronic rheumatic heart 
diseases such as rheumatic pericarditis. diseases of the mitral 
valve, aortic valve, and other endocardial structures. 

26 	 Acute rapiratory conditions (460-456, 480-487). Includes any 
respiratory condition which complicates pregnancy or delivery, 
Pneumonia and influenza should afways be included in this code. 
Tuberculosis is coded 55 

27 	 Chronic obstructive lung disease and allied conditions, non­
tubercular (490-496). Includes chronic bronchitis, emphysema, 
asthma, bronchiectass, as well as pneumonoconiosis due to exter­
nal agents such as asbestos or silicates. Also includes pleurisy, lungabscess, and other diseases of the lung, not including tuberculosis 

which is recorded under code 55. 
28 Other cardiovascular and respiratory disorders (648.6, 460­

519.9). Includes any disease or disorder of the cardiovascular and 
respiratory systems not specified above. Specify conditions on the 
Maternity Record. 

Blood disorders 
29 Iron deficiency anemia (280). This condition is characterized by 

small, pale red blood cells, low reticulocyte activity, and depleted 
iron reserves. Serum iron concentration is below 60pg/100 ml. 
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30 	Other deficiency anemias (282-283). Includes folic acid 
deficiency, nregajotilastic anemia, and other deficiency anemias 
(except iron oeficier rcy) either acquireO or hereditary 

31 	 Sickle cell anemia (262.6). This condition is a fornn of hemolytic 
anemna that occurs almost exclusively in Blacks Do not Include the 
presence ul S;ciit :ell tIrit without anemia ond or crisis in this 
code 

32 	 Thalassemia (282.4). An one of toe (.rOLp Of chronic familial 
anemias c;ciktirrI1( In populations bordering on the Mediterranean 
or in Blacks These anemas are characterized by the production of 
abnormally thin bloxOWcells 

33 	 Other anemias and blood disorders (285). Includes only condi 
tions that cannot be more specifically idenified in the above list 
Specify the anemia oi disorder on the Maternity Record 

Diseases and disorders of pelvic organs 
34 	 Tumors of the body of the uterus (654.1). Includes uterine 

fibroids present durngl preg nancy and any other benign tumor c' 
the uterus Malignant tumors are coded 70 

35 	 Incompetent cervix (654.5). This condition can be Inferred froir 
a painless dilation and effacement of the cervix. usually in the 
second trimester or from a history of repeated relatively painles. 
and bloodless second trimester iborticons If the condition is 
diagnosed itl,- code should e usen regardless Of whether surgical 
repair has been done 

36 	 Ovarian cysts and benign ovarian turn,'is (620.0, 620.1, 620.2. 
620.8). Includes follicular ,:ysts corpus luteum cysts dermoid 
cysts. cystadenonas. and other or inspecified cysts or tumors of 
the ovary present during pregnancy 

37 	 Other abnormality of the shape or position of uterus and 
neighboring structures (654.4). Includes cystocele rectocele 
enterocele. pelvic repair and piolapse of a gravid uterus Previous 
repair of thase conditions should be included 

38 	 Other or unspecified abnormalities of the cervix, vagina and 
vulva (654.6-654.9). This code should be used if the condition or 
etiology of the condition is not more specifically listed elsewhere in 
these codes Benign tumors should be recorded under code 71. 
mali,' nancies should be recorded under codes 68 to 70. and condi-
tions resulting from venereal disease should be recorded under 
codes 57 to 58 

Feial problems 
39 	 Rhesus isoimmunization (656.1). The presence of anti-Rh an-

libody in a woman carrying ant Rh positive Infant This shuulc' be 
coded only itfthe conilition was diagnosed antenatally If this cond 
tion is dragnosed after delivery, write 5 ir Item 47 

40 	 ABO and other isoimmunization (656.2). Includes all those IM 
munologc disorders resulti r frorn an ir riirue reaction by the 
mother against a bloodt group factor Irestfit on the red cells of the 
fetus except for the Rh blood group V0h1c1is coded above This 
should b? coded only if the crditiorrna was diagnosed antenatally 

41 	 Fetal distrss (656.3). Use tihe code only if abnormal fetal acid 
base balarse is detected. if fetal heart rate is over 160 beats per 
minute or less thcrn 120 beats per minute. If a late or variable 
deceleration pattern of bradycardia is detected or if fetal monitor-
ng detects any other fetal rnanfestatoir of distress 

42 	 Intrauterinedeath(656.4). Usethecodeonlyiftheferusdiesafter 
20 weeks' gestation but before termination of the pregnancy 

43 	 Intrauterine growth retardation (656.5). Also called "light for 
dates," "placental insufficiency.' and "small for dates" 

44 	 Previous malposition successfully converted to cephalic 
(652.1). Use this code for any delivery in which breech, transvers,, 
lie, brow, or face or anyi other malpresentation Is successfully 
converted to occiput presentation 

45 	 Other known or suspected fetal condition affecting manage-
ment of pregnancy (655, 656.6. 656.8, 656.9). /..,, diagnosed 
or suspected condition of the fetus requiring special observation or 
obstetrical care or termination of the pregnancy after 20 weeks' 
gestation 

Fetopelvic disproportion 
46 	 Abnormal or cor.tracted pelvis (653.0.653.4). Any abnormality 

of the bony pelvis in w'inch a major dramter of Intot mid pelvis, or 
oultlet is comp,'', ,sed so thai vakginal delivery of a fetus is n( 
possible 

47 	 Large or abnormal fetus (653 5 653.7) lise this code for 
cephalopelvic Jis.}l .itloooif fiti; u)iii 1he fetus inay be abnor 
mall,, formed I I hydrocilrh,Ili( wi ,o1mally formed but too large 
for the proportions of i lvistiew mterr li 

Other complications of pregnancy 
48 Hyperemesis gravidarum (643) [x:essive vomiting requiring 

care a! less than 22 weeks iif estatuon D," not use this code foi 
oinitino occurriri ;titer In preti.anc 

49 Threatened premature labor (644 0) False labor at less than 37 
weeks gjestation 

50 Polyhydramnios (657) An vxcessve anount of amniotic fluid 
"ie iorilil volume of aninot,: fiii rinoes from 800 to 1200 ml 

51 Oigohydra nl os (658 0) Defi;lent amount of a iniotic fluid 
te normal volome OfannIoNc fiuitd ranges from 800 to 1200 ml 

52 	 Other complications of pregnancy (640-646, 650-679). Any 
disease or disorder of the fetuis or mother requiring special 
observation or -are which cinnot be caded more speciucally 
elsewhere Specify the corditionron the Maternity Record 

Infectious and pariositic diseases 
53 Rubella (47.5) Often r:alled Gtermiu at three day measles Code 

only if the disease is diagrnosed dUrintl pregrarcy 
54 Other viral diseases except respiratory (647 6). This codte 

should Iceused for (iseases :aused bry any viral agent if the disease 
.s not specified elsewhere ir this list Viral diseases of the 
(1enitOurunary tract, respiratory system, or gastrointestinal system 
shol0Io be recorded using codes 20 28 or 66 

55 	 Tuberculosis (647.3). Includes all active infections by 
Mycobactenum tuberculosis human or bovine, in any tissue or 
organ of the body Do not include inactive or healed tuberculosis 

56 	 Malaria (647.4). Sometimes cailed marsh fever. paludal fever, or 
jungle faver Code if tha patient has chronic or acute attacks at any 
time during her pregnancy 

57 	 Syphilis (647.0). Code if the p:ient exhibits treated or untreated 
positive serology or primary (chancre). secondary Icondylornata 
lata). or tertiary (gummata) symptoms of tie infectious process of 
Treponema palhdum 

58 	 Gonorrhea (647.1). Any infection of the genitalia or other parts of 
the body caused by Neisseria gonrrhoeaepresent duing any part 
orf ihe pregnancy 

59 	 Silharzia (Schistosomiasis) (120). A blood fluke di.;ease caused 
by schistosoma, a genus of trenratode worm 

60 	 Gastrointestinal parasites (120-129). Includes gastrointestinal 
infestation by any type of trematode (except schistoscea). 
echinostoma. c,stode, !richunella. filaria ascaris ancvlostorna. or 
other intestinal helminths 

61 	 Other bacterial infections or parasitic diseases (001-136.8). 
Includes o,aases caused by bacteria or parasites not specified in 
another code If the disease involves the genitourinary tract, car­
diovascular or respiratory system. or gastrointestinal system. use 
code 20. 28, 60. or 66 

Gastrointestinal disordeis 
62 	 Appendicitis (540-542). Use this code only it the inflammation 

of the vermiform appendix required removal of the appendix In­
clude all appendectomies done during the pregnancy. 

63 	 Noninfective ileitis and colitis (555-558). Inflammation of the I]­
eum or colon not capable of being transmitted 

64 	 Cholecystitis and cholelithiasis (574.0-574.5, 575.0, 
575.1). 'flammation of the gall bladder or a condition in which 
concretions are presFnt in the gall bladder or bile duct. 

65 	 Rectovaginal fistula (619.1). An abnormal passage between the 
rectum and v,:'na. Code if patient ever had a fistula. 
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66 Other gastrointestinal disorders (531-579.9). Includes diseases Mental disorders 
of the esophagus, stomach, small bowel, and large bowel Includes 84 Psychosis (290-299). Any memal disorder in which impairment
all fonctional disorders as well as bacterial, viral, and parasitic dis- of mental function has developed to a degree that interferes grossly 
eases of the gastrointestinal system not specified elsewhere somewith insight ability to meet ordinary demands of life of to 
Specify the condition on the Maternity Record maintain adequate contact with reality It does include alcoholic 

arid drug psychosis Specif/ the typ of psychosis on the Maternity
Malignant neoplasms R,,:,rd 
67 Breast (174) Any malignant neoplasm (carcinoma or sarcoma) F- Neurosis (301-316). Mental disorder without demonstrable 

of breast diagnosed before or (luring pregnancy organic basis in which the patient may have considerable insight 
and does have unimpaired reality testing The principal manifesta­68 	 Cervix 11801. Any malqrint neoplasm (carcinoma or sarcoma) tions include excessive anxiety, hysterical symptoms, obsessionaloccurring in the ervix diagnosed before or during pregnancy photias ard compulsive symptoms and depression Specify the 

69 Lymphatic or hematopoietic (200-208). Includes lymphosar- type of neurosis 
coma. reticulosarcoia Hodgkin's disease neoplasm of lymphoid 86 Mental retardation (317-319) A condition of arrested or incom­
and histiocy-tic tissue trultiple myeloma and leukemias plete mental development which is especially characterized by sub­

70 Other malignant neoplasms (140-208.9). Includes any cancers nor -,ial intell:gence This should reflect the individual's current level 
riot specifi-d above of functioning without regard to the nature or cause of the disorder. 

71 * nign neoplasms (210-229) Any nonmalignant tumor present 87 Alcohol dependence (303). A psychic and usually physical state 
during the pregnancy at any site except the uterus and ovaries ':or resulting from taking alcohol, characterized by behavioral and other 
benign uterine tumors use code 34 For benign ovarian tumors, responses that always include a compulsion to take alcohol on a 
use code 36 continuous or penodic basis ,t order to experience its psychic ef­

fects and sometimes to avoid the discomfort of its absence Use 
Neurologic disorders code 84 for alcoholic psychosis 
72 Cerebral palsy 13431. Any defect of motor power and cordina- 88 Drug dapendence (304). A psychic and sometimes physicalstate resulting from taking a drug characterized by behavioral andtion related to dlriage to the brain not including hereditary spastic other responses that always include a compulsion to take a drug 

paraplegia or Vogt s dt5seaSe on a continuous or periodic basis in order to experience its psychic73 	 Encephalitis (062.065). Any vral disease causing inflammation effects and sometimes to avoid the discom'irt of its absence. 
of the brain Tolerance may or mv-y not be present Use code 84 for drug 

74 	 Epilepsy (345). A disorder of the central nervous system charac- psychosis 
terized by paroxysmal attacks of brain dysfunction, either petit mal 89 Pica (307.5). A craving for unusual substances not n,-mally con­
or grand mal convulsions sidered to be food Specify the substance 

75 	 Paraplegia (344.1). A paralysis of both legs during all or any part Malnutition 
of the pregnancy 90 	 Avitaminosis (264-269.2;. A deficiency disease state resulting76 	 Other neurological disorders (320-359). Includes any disease or from an jiadequate supply of one or more vitemins in the diet. Use 
disorder of the nervous system not specifically listed above in- this code if thare is any physical evidence of a deficiency
cluding meningitis multiple sclerosis, spincerebellar disease, an- 91 Other malnujitions (260-269). Includes any deficiency disease 
teror horn cell diseaser diseases of the spinal cord. autonomic state resulting fiorn an inadequate supply of any nutritional ele­
nervous system, and central nervous system, muscular dystrophy, ment, except vitamins 
and other degenerative diseases 

Musculoskeletal system disorders and injuries 
92 Bone and joint disorders of back. pelvis and lower limbs (part 

77 Hyperthyroodism (240-242). A disorder also called thyrotox- of 711-719. 720-724; part of '25-738). Includes any arthro­
icosis caused by an above-normal increase in circulating thyroid pathy, osteopathy, or other disorder of back. pelvis, and lower 
hormone Graves's disease. Plummer's disease, and goiter are i,- limbs 
cloded 93 Internal inj:-ry to chest and plvis t860-869). Includes 

78 Hypothyroidism (243-244). A disorder caused by an above- traumatic injuries of internal organs (dueto crushing, blast. lacra­
normal decrease in circulating thyroid hormone This includes both tion puncture, tear, or traumatic rupture, with or without an open 
congenital and acquireo hypothyroidism wound 

79 Diabetes .,ellitus. preexisting (250). Code for diabetic patients 94 Trauma involving abdominal injury (888). Includes any 
with any manifestation of the disease diagnosed before this traumatic rnjury of the abdomen involving internal viscera with or 
pregnancy without an open wound 

95 Other musculoskeletal disorders and Injuries (part of 710-73980 	 Diabetes mellitus, gestational (648.0). The presence of an ab- and 800-999). Includes any disorders or injues not specifically
normal glucose tolerance test that reverts to normal values follow- listed above Specify the condition on the Maternity Record. 
ing delivery This code should be used when diabetes is first 
diagnosed during the pregnancy 

81 	 Parathyroid distrders (252). Code for hyperparathyroism and Poisoning 
hypoparathyrodisn, manifested during pregnancy 96 Poisoning and toxic effects (960-989). Includes effects. 

diagnosed during pregnancy, which result from drugs or biological82Adralisrderus (5) Idencaludsishig's, synadre.ahyperaldosteronism. adrenogenital :hsorders. 	 substances given in error or from overdoses of such substances orcorticoadrenalfrmepsetorineonfnnedcalubace.Dnt 

overactivity, corticoadrenal insufficiency. other adrenal hypofunc- from exposure to or ingeston of nonmedicinal substances. Do not 
tions. medulloadrenal hyperfunction. and other adrenal disorders if include adverse effects l"hypeisensitivity,""reaction") reulting from 
the disorder originates from the adrenal or is pituitary-induced correct substances properly admnistered. 

83 	 Other endocrine disorders (240-258.9). !ncludet ny disorders Other disorders 
diagnosed before or during pregnancy which are not specified Other, specify. not use this code if the condition is98 Do more 
elsewhere in this list. Specify the disorder on the Maternity Record. specifically described elsewhere on this list. 
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20 Appendix F
 
INTERNATIONAL FERTILITY RESEARCH PROGRAM
 

DEATH REPORT
 

Center Number 

Study Number
 

Patient Order Number
 

Date of Admission 
 I H 
day month year 

IFRP Form Number __ __ ___ 

Date of Procedure 
day month year 

Details of Conditions Upon Admission: 

Pertinent Events and Treatment From Admission to Death: 

Date of Death: - ­ - - - -

Cause of Death on Death Certificate: 

Contributing Conditions: . .... 

Primary Conditions: 

Was an Autopsy Performed and if so, Specify Pertinent Findings: 

tAdditional Comments: 

DR 2/76 

PLEASE AIRMAIL TO: International Fertility Research Program, Research Trianile Park, North Carolina 27709 USA 
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21 Appendix G 

INTERNATIONAL FERTILITY RESEARCH PROGRAM
 
MULTIPLE BIRTH RECORD
 

Complete a separate form for each infant born in a multiple birth. 

IDENTIFICATION OF MOTHER: I Hospital or clinic no 

3 	 Mother's name 

4 Address 

STUDY DENTIFICATION 
5 Center name_ 
 and number 
 1-3 

6 Study number 

7 Maternity Record study number 7-9 


8 Mother spatient order number 
on 	Maternity Record 1ii1o4 

'-r- 4 T- 1-- 1
9 Delivery date 	 [.-jAo 

day month year 

MEDICAL DATA F---

10 	Number of births this delivery L 21 

11 	 Birth sequence of this infant 1)first 2)second 
3) t4;ird 4) fourth 5)fifth 6) sixth F 2 

12 	 Presentation of this infant during labor 0)vertex 
occiput anterior 11vertex, occiout transverse or posterior 
2)frank breech 3)footling breech 4)complete breech
5)brow/face 6)transverse lie 7)compound 8) other. 
specify R 23 

13 	 Type of delivery thi5 infant O)spontaneous 11outlet 
forceps 2) vacuum extractor 3)mid- or high forceps

4) ino.nual rotation 5)breech extraction 6)cesarean
 
section 7) destructive procedure 8) other. 
specify L__J 2' 

2 Admission date -- ,
day month year 

Father's name 

14 	 Birth weight (grams) 25-2 

15 	Sex of this infant 1) male 2) female 3) indeterminate 2, 

16 	Apgar score 9)not done at 1 minute 
(8 or more = 8) 

at 	 5 minutes 3 

For Items 17-18. use the following codes (0 may be coded 
for both itams. No other codes shoud be repeated):
0) norm-! or stillbirth with no apparent pathology I) fetal 
distress during labor 2) minor malfoimation 3) rnajor
malformation 4) respiratory distress syndrome
5) soimmunization 6)neonatal sepsis 7)trauima 
8 other 

17 	 Primary fetal/neonatal condition (ifcoded 2. 3. 1 or 8, 
specify) _.. .. ..... _ 2 

18 	 Secondary fetal/neonatal condition (ifcoded 2. 3.7 or 8,
specify) 	 LJh 

19 	 Fetal/neonatal death O)none 1)antepartum 
2) Intrapartum 3)postpartum 

3 	so
 

Recorder's name. 
PLEASE AIRMAIL TO International Fertili y Research Program, 

Research Iriangle Park North Carolina 27709 USA 

MAT-201-kkx022 1/79 
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INSTRUCTIONS FOR COMPLETING 

THE MULTIPLE BIRTH RECORD 


The Multiple Birth Re,ord should be completed whenever there 
is a multiple birth. Complete a separate Multiple Birth Record for 
each baby. Fill in only one Maternity Record for the mother 

Identification of the Mother Items 1-4 

This information in the upper box is not mailed to the IFRP Tne 
infurmation should be the same as that on the mother's Maternity 
Record 

Study Identification Items 5-9 

5 	Centername _ ____-a andnumber 17 

Write the name of the Centet on the line Fill in the unique three-
digit number assigned to the Center in the three boxes on theright 

6 Study number 	 [V -64 

The study number for the Multiple Birth Record will be assigned 
by the IFRP. All Multiple Birth Records will have the same study
number, unless a special study is undertaken 

7 Maternity Record study nurmber 	 71 

This is the same three-digit number found in Item 6 of the Ma-
ternity Record 

8 	Mother's patient order number F t F 
on Maternity Record -13 

This is the same five-digit number found in Item 7 on the Mater­
nity Record. 

9. Delivery date 	 '- -L LI-- , -o 
day monrh year 

This is the same date found in item 8 of the Maternity Record 
Note that Items 5-9 MUST MATCH EXACTLY the appropriate 

items on the Maternity Record, or the computer will reject the en-
tirm form. 

Medical Data items 10- 19 

10. imber of births this delivery. 	 5i 1 
* Write in the box the number of infants delivered; write 2 if twins 
were 	born, 3 if triplets, etc. 

00 or 1 should never be written in this box. 

11 ;h .............. .. . 11first 2) . dut-i­
31 third 4) fourth 5) fifth 6) sixth i 


Write in the box the order in which the infant was born in this 
delivery. f the infant was the second of triplets, write 2 in the box. 
. Do not take into account the number of children the mother has 
borne before this delivery. Count only the present delivery, 

12 	 Presentation of this infant during labor 0' vertex. 
occiput anterior 11vertex. occiput transverse or 
posterior 2) fr nk breech 3) footling breech 4) completebreech 5)brow/face 6) transverse le 7)compound
8)oiher specify j 

. See Item 35 of the instructions for the Maternity Record for 
defiritions nt the various presentations (especidlly breech piesen­
latiotrs) 

The response to this item is ncr necessarily the s.tme as the one 
to Item 35 of the Maternity Record. since that refers only to the 
pres.entation of the infant who was the most difficult to deliver 

13 	 Type of delivery this infant 0) qporntaneous 1)outlet 
forceps 2) vacuum extractor 3) mid- or high forceps
4) manual rotation 5)breech extraction 6)ces.,arean 
section 7) destructive procedure 8) oithernfspecify ....... 


.. ... 5 1 

See item 38 of te instructions for the Maternity Record for 
deefiitions of ihe methods of deliveryfm on of he et o so d h erh The response to this itern is not necessarily the same as the one 
to Item 38 of the Maternity Record since that refers only to the 
method of delivery of the infant who was the most difficult to de­
liver 

• EXAMPLE: the first twin is n vertex position and is satisfac­
torily delivered spontaneously The second twin is in the breech 
positron and is delivered by cesarean section rhe correct coding is 
as follows 

Item 
10 

First twin 
2 

Second twin 
2 

11 1 2 

12 0 2 
(or 3 or 4) 

6 

14 	 Birth weight- (grans) j,[,j I-8 

Record birth weight ingrams within one hour of delivery. 
Do not estimate weight.

* 	Do not include clothing, swaddling, etc. 
If the baby was not weighed, write 9999 in the boxes. 
The response to this item is not necessarily the same as the one 

to Item 44 on the Maternity Record, since that refers only to the 
most difficult delivery 
. Record birth weight of this infant only. not total weight of all 
infants born this delivery 

15 	 Sex of this infant 1)male 2) female 31 indeterminate FT . 

If this infant is a male, write 1 in the box. Write 2 in the box if it 
is afemale. 
. If the sex of the baby cannot be determined (because of macera­
tion or congenital ambiguity), write 3 in the box 

16 	 Apgar score at 1minute 30 

9) not done (8 or more = 8)at 5 minutes 

See Item 46 of the Maternity Record for instructions on how to 
derive the Apgar score. 
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* Write the score for this baby at one minute and at five minutes 
in the appropriate box. 
. If the baby dies before tne evaluation is made, write 9 in the 
box. 
* If the score is 8. 9 or 1C,. write 8 in the box 

* For Items 17-18. use the following codes 
(0 tmtw be coded for both itern No other codes should be repeated):
0) normal, or stillbirth with r~o apparent pathology

1) fetal distress during labor 2) minor malformation
 
3) major malformation 4) respiratory distress syndrome

5) isoimmunizaton 6) neonatal sepsis 7) trauma 
 8) other 

17 	 Promary fetal neonatal condition (;f coded 2. 3 7oi 8,
specify) __] ",L 

For definition of the conditions, see instiuction for Items 47-48 
of the Maternity Record 
. Record in this item the primary condition of this infant If the
infarit has more than one condition, record the most severe (clini­
cally most signficant) in this item, and the less severe, or second­
ary condition, in Item 18. 

18 	 Secondary fetal/neonatal ccndition if coded 2. 3. 7 or 8.
 
sp ;city_) _J3 ' 


* Follow the directions for Item 17 above 

1.9 	 Fetal/neonatal death. O)none 1)antepartum

2) intrapartum 3) postpartum ­

* The response to the item should be consistent with that of Item 
49 on the Maternity Record This item refers to only one infant.
 
however, and Item 49 on the Maternity Record refers to all the
 
infants born at this delivery.
 
. See the instructions for Item 49 of the Maternity Record for
 
definitions of the terms
 

Recorder's name.
 

* 
The name of the person completing this form should be written 
legibly on the line. 
. Attach the two or more completed Multiple Birth Records to the 
appropriate Maternity Record, and mail them with the regular
monthly shipment to the International Fertility Research Program. 
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Index 
A Breech D 

Ablatio placenta. See Placenta abruptio. delivery, 8c:xtraction. 8 Dt
 
Abrntion d. presentation. / of admission. 3
 
definition o Bronchiectasis. 17 of delivery, 3
 
as outcome of last pregnancy, 5 Bronchitis, 17 conversion to Western calendar, 3
 

Abotion. spontaneous, 1 


Abortion. induced, 1 Date 

recording of. 3
 
definition of. 5 
 Death
 
as outcome of last preonancy 5 C 
 of infant born this delivery. 2. 10 
threatened 17Admission Carcinoma. 19 of previous live-born infant. 5 

date of 3 Cario-vascular disorders. 17 intrauterine. 18 
emergricy.3 Cathartics. 6 Death. maternal 

Adrenal disorders 19 Caudal anesthesia. 8 before delivory, 1
 

Adrerogetel disorders. 19 Cephalo-pelvic disproportion (CPD). 8. 18 completion of form after. 10
 

Afibrinogenemia. 17 Cerebral palsy, 1 iclusion in records, 1
Cervix recording nf. 10re or t. 10
See also Blood disorders. Cer 


Aftercoming head, forceps to, 8 abnormality of, 18 Death Report. 1. 10. 20
 

Age of patient. 4 incompetent, 18 Degenerative diseases. 19
 
tinury to, during delivery. 8 Dehiscence. 10
tt marriage. 4atora ge malignancy of. 19 Delivery

gestational See Gestational age. Ceaenscincomplication of. 2. 8. 9 
Alcoholism 19 Cesarean section 
Amnionitis. 17 at this delivery, 8 date of. 3 

Amniotc cavty, infection of. 17 dehiscence of wound, 10 forceps, 8 
Amniotomy. 6. 7 umber of previous, 6 multiple. See Multiple births. 
Anlgesm. 7 rupture of membrane during. 6 premature/mature in previous prignancy, 5Analysis. 2 sterilization during. 11 type of. 2. 8 

Depo-Provera. 5Children 
Anesthesia, 7, 8 additional wanted. 11 Depression 19
Anemia. 17. 18 

now living, 5 Dermoid cyst. 18
Antenatal 


Destructve piocedure, 8. 10

conditions. 6 Cholecystitis. 18 


Diabetes mollitus. 19
Cholelithiasis. 18 
Aortic valve, diseases of, 17 Chorioamnionitis, 17 Diaphragm, 5. 11 

Apgar score, 9, 10 Cigarettes, 6 

visits. 6 

Douche. 5 

Appendicitis. 18 "Circumcision" (female). 8 Drug dependence. 19 

Arthropathy. 19 Clinic identification number. 3 
Asthma. 17 Coagulation defects. 17. E 
Attendant at delivery, 9 See also Blood disorders, Eclampsia, 17 
Augmented labor. 6 Coitus interruptus, 5 Ectopic pregnancy, 5 
Avitaminosis. 19 Colitis, 18 Edema, 17 

Complication Education, of patient, 4 
B of delivery. 2 Embryotomy. 8

of fetus, 10 Emergency admission. 3 
Bilharzia. 18 of labor. 8.9 Emphysema 17 
Bilirubm, level of. 10 of neonate. 10 Emphsema. 17 
Birth. definition of. 1. See also Live birth, of pregnancy, 6. 17-19 Encephalitis. 19 

Endocardial structures. dis6ases of. 17
Mu!tiple birth. Stillbirth. of puerperium, 2. 10 Endocrine disorders. 19 

Birth attendant. See Attendant at delivery. Compound presentation. 7 Enema. 6 

Birthweighi, 9 Condom. 5, 11 Enema, 

conversion of pounds and ounces Confidentiality, 1 Erterocele 18 
to grams, 16 Congenital malformation. 10 Epiles 
distinction between spontaneous abortion Contraception Episiotomy 
and stillbirth. 5 before this pregnancy. 5 type of. B 

Bladder. injury to, 8 after this delivety. 11 dehiscence of. 10 

Bleeding Convulsions, 17 

antepprtum. 17 Cord prolapse, 7. 8.9 repair of. 8 
intrapartum, 8 Corpus luteum cyst, 18 Eteralvs. 8 

postpartum. 10 Corrections, to responses, 2 
Blood disorders. 17. 18 Corticoadienal 
Booked, 3 overactivity. 19 F 
Bowel, 19 insufficiency, 19 False lobor. 1. 10 
Boxes (on form), 2 Craniotorny. 8 Fetal condition. 10 
Breast Cushing's sindrome. 19 Fetal distress. 10. 18
 

inflammation of. 10 
 Cystadenoma. 18 Feto-pelvic disproportion. 8, 18
 
malignant neoplasm of. 19 
 Cystitis. 17 Fetus. large or abnormal. 18 

Breastfeading. 5 Cystocelo. 18 Fistula, 17. 18 
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Foam. spermicidal. 5. 11 

Folic acid deficiency. 18 

Follicular cyst. 18 

Forceps. 8 

Form 


checking of. 2 

completion of, 1. 2 

corrections to. 2 

original copy batching of, 2 

separation of, 2 

shipping of. 2. 14. 15 

supplies of. 15 


Forms 

Death Report, 20 

Maternity Recora 12. 13 

Multiple Birth Record. 21
M lipliC tr e e, 1 

Shipping Control Sheet, 14 


Gall bladder. 18 

Gastrointestinal disorders, 18. 19 

General anesthesia, 8 

German measles, 18 

Gestational age. 6 


as distinction between spontaneous 

abortion and stillbirth, 5 


Goiter. 19 

Gonorrhea, 17. 18 

Grand mal. 19 

Graves's disease. 19 


H 

HematocIt.6 

Heiria:oma with episiotomy. 8 

Hematopoietic neoplasm, 19 

Hemoglobin, 6 


conversion of percent of normal to 

ginz/100 ml, 16 


Hemolytic anemia, 18 

Hemorrhage 


definition of, 9 

antepartLIm. 17 


intrapartun. 8
 
postpartum. 10 


High forceps delivery. 8
 
Hodgkin's disease. 19 

Hospital Abortion Record. 1 

Hospital identification number. 3 

Hospitalization 


during pregnancy, 6 

before delivery. 10 

after delivery. 11 


Hyaline membrane disease. 10 

Hydrocephaly, 18 

Hyperaldosteronismn. 19 

Hypereme3is, 18 

Hyperfibrinolysis, 17. 


See also Blood disorders, 

Hypertension. 17 

Hyperthyroidism, 19 

Hypertonic uterine contractions. 8 


defined, 9 

Hypnosis. 7 

Hypoalbuminemia. 17 

Hypofibrinogenemia. 17. 


See also Blood disorders. 


Hypothyroidism. 19 

Hypotonic uterne contractions. 8 


defined, 9 

Hysterectomy. 11 

Hysteria. 19 


Icterus, of the newborn, 10 

Idertificatio i
 

of centei 1clinic. hospital). 2.3 

of patier' t. 3 

of study. 3 


Immunologi,: disorders. 18 

Induced labor See Labor 


Injectables. 5,.11 

Infectious diseases, 18 

Influenza. 17 

Ileitis. 18 

Inconsistencies in data. 1,2 

Induced abortion See Abortion, induced. 

Induced labor. 6,7 

Infant death. definition of. 5 

Inha!ation anesthesia. 7 

Injury 


fetal 10 

maternal, 8 


Internal version. 8 

International Classification of Diseases 


IiCD). 17 

International Federation of Gynaecology 


and Obstetrics (FIGG),1 

International Fertility Research Program 


(IFRP). 1-3. 6. 11 

Intrauterine death. 18 

Intrauterine device (IUD). 5. 11 

Intrauterine growth retardation (IUGR). 18 

Isoimmunization. 10, 18 


J 

Jelly. spermicidal. 5. 11 


Kidney, disorders of 17 


L 

Labor 


complication of. 8 

duration of. 9 

false. 1. 10 

induced. 6. 7 

obstructed. 8. 9 


onset of. 9
 
prolonged. 8.9 

spontaneous. 6. 7 

type of. 2. 6 


Lactation. 5 

Laparotomy. for delivery and uterine repair 


previcus. 6 

this delivery. 8 


Last menstrual period (LMP), 6 

Leukemia. 19 

"Light for dates." 18 


Live birth
 
definition of. 4 5
 
as outcome of last pregnancy. 5
 
as outcome of this pregnancy. 10
 
number of previous. 4, 5
 

Local anesthesia. 7
 
Lung abscess. 17
 
Lymphatic neoplasm. 19
 
Lymphosatcoina, 19
 

M 
Malaria. 18
 
Malformation. 10
 
Malnutrition. 19
 
Malposition. 7,18
 

Marginal sinus, rupture of. 9
 
Marital status 4
 
Mastitis, 10
 
Maternal injury. 8
 
Maternity Record. 12. 13
 

purpose of. 1
 
Mature birth, 1
 
Medulloadrenal hyperfunction. 19
 
Megaloblastic anemia. 18
 
Membranes
 

infection of, 17
 
rupture of. 6
 

Meningitis. 19
 
Mental disorders. 19
 
Mental retadation. 19
 
Midforceps delivery, 8
 
Midwife
 

delivery by. 9
 
referral by. 3
 

Miscarriage. See abortion, spontaneous.
 
Mitral valve, diseases of. 17
 
Molar pregnancy, 1,5
 
Multiple birth, 1, 3. 7. 9. 10
 
Multiple B!rth Record. 21-24
 
Multiple sclerosis. 19
 
Muscular dystrophy. 19
 
Musculoskeletal disorders. 19
 
Myeloma. 19
 

IN 

"Natural childbirth." 7
 
Neonatal condition, 10
 
Neoplasms. 19
 
Nephritis, 17
 
Nephrosis, 17
 

Nephroti synrome.17
 

Nervous system,diseases of. 19
 
Neurologic disorders. 19
 
Neurosis, 19
 
Nurse, 9
 

0
 
Obstetric history. 4-5
 
Obstructed labor, See Labor.
 
Oligohydramnios. 18
 
Onset of labor. See Labor.
 
Oral contraception, 5. 11
 
Osteopathy. 19
 
Outcome of pregnancy
 

previous pregnancy. 5
 
this pregnancy. 9-11
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Outlet forceps. 8 
Ovary. cysts or tumors of, 18 
Oxytocics, 6 

Pregnancy 
outcome of last pregnarcy, 5 
outcome of this pregnancy, 9- 11 

Shipping Control Sheet. 14 
Shipping the forms, 2, 15 
Sickle cell anemia, 18 

Premature Skeletal disorders, 19 
birth, as outcome of last pregnanc'/, 5 "Small for dates," 18 

Paracervical block, 7-8 
births, inclusion of. 1 
dofinition of, 5 

Smoking. 6 
Special studies, 11 

Paramedic. 9 
Paraplegia. 19 
Parasitic diseases, 18 

labor, threatuned. 18 
rupture of membranes, 6 
separation of placenta. 17 

Spermicides. 5. 11 
Spinal anesthesia 8 
Spinal cord. diseases of. 19 

Parathyroid disorders. 19 Presentation Spinocerebellar disease, 19 
Patient during labor, 7 Spontaneous labor. 6 

characteristics of. 4 at delivery. 7 Sterilization. female 
confidentiality. 1 Private patient, 4 at tnis admisssion, 11 
inclusion of. 1 
order number 1-2 
status of 4 

Pelvic inflammatory disease (PID). 
Pelvic otgans disorders of. 18 

17 

Prolonged labor, 8, 9 
Proteinuria. 17 
Psychoprophylaxis. 7 
Psy' - sr 19 
Pudendal block. 7-8 

before this pregnanry. 5, 6 
Sterilization, male 

aftr this delivery, 11 
befoie this pregnancy, 5 

Stillbirth 
Pelvic repair 18 
Pelvis. contracted. 18 

Puerperal condition. 2. 10 
Pulmonary syndrome. 10 

as outcome of last pregnancy, 5 
as outcome of this pregnancy. 10 

Perineal tuar, 8 ;"yelitis, 1 7 definition of. 5 
Perineur. 8 Pyelonephritis. 17 inclusion of. 1 

injury to 8 Stomach. 19 
Petit rnal, 19 Q Student. 9 
pH. of fetal scalp, 10 Supply of forms. 15 
Phlebitis. 

during pregnancy. 1 7 
Queries. 1 Symphysiotomy. 8 

Syphilis, 18 
postpartum, 11 

Phlebothrombosis. 17Phobia. 19R 

R 
Recorder. 11 e o d r 1 1 

Systemic contraception, 5, 11 

Phobia 
delivery by. 9 

referral by. 3 
Pica. 19 

Rectocele. 18 
Rectum. injury to. 8Registration status, 3 
Rejected records, 1. 2. 6. 9 
Renal disease. 17 

T 

Term delivery, as outcome of last 
pregnancy, 5 

Thalassemia. 18 
Pills. 5 Renal parenchyma, 17 Thrombophlebitis, 17 
Pituitary-induced disorders. 19Placenta Reot,1Thyrotoxicosis,Reports, 1 Thyoxi. s1 19 

expulsion of. 9 Residence, of patient. 4 Toxemia. 17 
infelion of. 17 Respiratory disorders, 17 Transfusion, blood, maternal, 10 
infecion of, 1 
insufficiency of, 18 

Respiratory distress syndrome. 10 
Retained products, 8 

Transverse lie, 7 
Trauma, 19 

man r7 defined. 9 Tuberculosis, 17. 18 
manual removal of, 9 Retained twin, 9 Twins 
pret e f. 8,9 1eticulc.sarcoma, 

Placenta abruptio 
PlacntaabrutioRheumatic 

antenatal diagnosis of, 6. 17deiiino.97Rhd e fin itio n of. 9 . 1 7 

19 
Rheumatic heart disease. 17 

pericarditis. 1 7 
Rheui ati. 17isoimmunization, 18 
Rh tm7.1 

U 

recording data on delivery of, 7-10 
retention in utero of, 9 

recording of. 9 
Placenta previa 

Rotation, 7 
Rubella, 8 

Umbilical cord, presenting, 9 
Unknown responses. 1. 2 

antenatal diagnosis of, 6. 17 Rupture Urether, injury to. 8 
defition of. 9, 17 of the marginal sinus. 9, 17 Urethritis, 17 
recording of. 9 of the membranes., Urinary tract infection (UTI) 

Plummers diase, 19 of the uterus. 6. 8. 11 antepartum. 17 
postpartum, 10 

Pneumonia. 17 
Pneumonoconiosis, 17 
Poisoning. 19 
Polyhydramnios, 18 

Safe period. 5 
Sarcoma, 19 

Uterine bleeding, 17 
Uterine dysfunction, 9 
Uterine fibroids, 18 
Uterine inertia. 9 

Preeclampsia. 17 
Pregnancy 

complications of, 6, 17-19 

Scalp pH. 10 
Schistosomiasis. 18 
Separation 

Uterine rupture 
in previous prenne ncy. 6 
in this pregnancy. 8. 11 

duration of. 6 
ci.topic. 5 

of the form, 2 
of the placenta (premature), 17 

Uterine tumor, benign, 18 
Uterus 

hospitalization, 6 
interval (months since last pregnancy), 5 

Sepsis, neonatal. 10 
Septal defects, 17 

abnormality of. 18 
injury to, 8 

molar. 1, 5 Sex, of infant, 2. 9 prolapse of. i8 
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V
 

Vacuum extractor. 8
 
Vagina
 

abnormality of, 18
 
injury to. 8
 
varicosity of, 17
 

VL "icose veins, 17
 
Vasectomy. See Sterilization male
 
Venereal diseases. 18
 
Version. 7. 8
 
Viability. 1. 5
 
Viral diseases. 18. 19
 
Vogt's disease. 19
 
Vulva
 

abnormality of. 18
 
injury to. 8
 
varicosity of. 17
 

w 

Weekend deliveiies. 1
 
Withdrawal. 5. 11
 
World Health Organization (WHO). 13
 


