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INTRODUCTION

Purpose

The purpose of this reccrd is to collect analyze. and report data
relating to obstatrc delivery. These data may be of use to clini-
cians. program administrators. heaith planners. and research in-
vestigators. This manual has been prepared to ensure the uniform
reporting of data by ll Contributors engaged in cooperative re-
search with the International Fertility Research Program (IFRP). It
is suggested that the Contributor read this manual carefully before
beginning the study and refer to 1t when questions arse

Reports

The data submitted by Contributors to the IFRP will be ana-
lyzed and reported to the Contribuior in a standard manner Thesce
analyses will enable the Contributors to recognize trends 1n patient
characteristics and to compare methods and complications of de-
livery and duration of hospital stay The analyses will also facilitate
the writing of reports including the annual report of your maternity
service

Unlike some other IFRP studies. there are no queries sent to
the Contributor whe completes the Mate-nity Record. Incomplete
or inconsistent data are automaticaily changed to “unknown'’ by
the ccmputer. The report that the Consributor receives will specify
the percentage distribution of all responses that are unknown of
are converted to unknown. and the percentage of unknowns for
cach item will be shown in the standard analysis tables. |1 s,
therefore. incumbent upon the Contributor himself to maintain a
high standard of reporting and keep the number of inconsistent
and missing responses to a minimum

if data for a few specific items (see page 2} are missing or in-
consistent, the entire form will be rejected by the computer. In this
event the form will be returned to the Contributor who may then
correct the form and, if he wishes. return it to the IFRP with his
next shipment of forms. If the computer then accepts it. the data
will be loaded and will appear in the standard analysis tables. The
utandard analysis tables will be based only on forms accepted by
the computer

The Contributor must remember that cases that are net re-
ported to the !FRP will not be inciuded in the standard analysis ta-
bles. and that these tables are complete only if the data submitted
to the IFRP are complete. If the Contributor tails to report a deliv-
ery. or does not correct and return an unacceptable forin, these
cases will be omitted from tie standard analysis tables.

Inclusion of patients

The Maternity Record (Appendix A} is compieted for all women
whu are admitted to and who subsequently deliver at the hospital
duriny this admissicn Women shouid be included in the study re-
gardless of the outcome of the delivery: mature or premature live
birth, single or multiple birth, or stiilbirth.

Do not inclide patients who are admitted in false labor. If the
same patient later returns, however. and is dalivered in the hospi-
tal, the Maternity Record should be completed for her at that time.

Do notinclude a patient with a molar pregnancy.

Do not include any patient admitted for an induced abortion.
Do not include patients admitted for spontaneous abortion of a
fetus weigning less than 500 grams, or if the fetus is not weighed,
with an estimate d gestation of less than 20 completed menstrual
weeks.

Do not excludc patients who die and patients who deliver on
weekends or holidays.

The Maternity Record should be comrpleted for all births occur-
ring at the Center during the reporting period The following defi-
nition of birth is used in this manual: tha complete expulsion or
extzaction of a fetus from its mother irrespective of whether or not
the umbilical cord has been cut or the placenta is attached. Do not

1

record as births fetuses weighing less than 500 grams. In the
absence of a measured birthweight. 5 aastational age of 20 com-
pleted weeks {since the onset of the last menstrual period) is con-
sidered equivziant to 500 grams. When neithar birthweight nor
gestational age is known, a body length (crown to heel) of 25 cen-
umeters i1s considered equivalent to 500 grams. Although in the
past {and stni in some countries today) an infant weighing 1000
grams or less (28 weeks of gestation) was not considered viable,
improved standards of neonatal care moan that some infants
weightirg as little as 500 grams (20 weeks of gastation) are viable
and this ic generally thought to be a more appropriate definition for
today’s maternity care. This definition of a birth is nov, generally
accepted internationally and is approved by the International Fed-
eration of Gynaecology and Obstetrics. The Contributor is urged to
accept these definitions for his study. If births are defined by some
othar cniteria. the Contributor shou!d remember that the standard
analysis tables provided by the IFRP will include all acceptable
forms submitted according to definitions ini this manual.

A Contributor who 15 also completing the IFRP's Hospital Abor-
tion Reccrd should make sure that every termination of pragnancy
15 reported on either the Hospital Aportion Recard or the Maternity
Record. and that no case is reported on both “srnss. The Contribu-
tor must decide which form to complete based cn the suggestions
made in this section

Deaths

A Death Repor: must be completed for every patient who dies
after admission to the vbstetric ward, even if the death occurs on
another ward.

if a patien* is admitted 1n laboi and dies before delivery of the
fetus, a Maternity Record should be completed. This is the only
situation in which a Maternity Record should be completed for a
patient with no delivery.

A few Death Reports are sent at the initiation of every Materni-
ty Record study. if additionai forms are needed, please write to the
appropnate Regicnal Coordinator at the IFRP.

Confidentialit:+

The Maternity Record contains a section for personal identifica-
tion data on each patient. The contributing Center retains this sec-
tion. it will not be reported to tha IFRP, will not be included in the
statictical repcrts, and will not be used in any manner by the IFRP,

Il. INSTRUCTIONS FOR HANDLING
PATIENT RECORD FORMS

Completing the forms

The forms shouid be completed with a ball-point pen in the
same language as the form you are using. No carbon paper is nec-
essary since the writing on the rriginal (top sheet) is transferred by
chemical process to the duplicate. In order to avoid marking more
than one form at a time, ramove each form and its duplicata from
the pile before completing it or place cardboard under the top
form. The top sheet should be sent to the IFRP and the second
sheet kept for hospital records.

It is essential thet the person who compietes the forms thor-
oughly understand each question. Every attempt should ba made
‘0 obtain correct information for each item. Where it is sppropri-
ate, the interviewer should ask the patient direct and objective
questions. When direct questioning fails, the response should be
estimated as accurately as possible using allied information.

Patiant order number
The first patient in the study should be given patient order rium-
ber 00001, and patiant order numbers should subsequently be



assigned in ‘sequenca. Care should be taken to avoid duplicate
patient order numbers. Forms should be returned to the |IFRP in
numerical order.

Checking the completed forms

Somaeone 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 thit are
shaded grey on the form-

5. Center number
6. Study number
7. Patient order number
34. Type of labor
38. Type of delivery
40. Primary complicatioi: of 1abor and/or delivery
45 Sex of infant{s} born at this delivery
49. Death of fetus/newborn

50. Primary puerperai condition

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

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

Separating the forms

After the forms have been completec aad 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
original forms-—completed. incomplete, spoiled. and r'nused—
must be returned to the IFRP.

Shipping

On the first day of every month all completed Maternity Rec-
ords from the previous month and 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.

Hl. GENERAL INSTRUCTION®S FOR 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 extreamely
important that all items be completed as accurately and as con-
sistently as possible

Compieting the boxes

Use only Arabic nurmr erals. Alphabetic or other characters may
not be used. Naver 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:
E
’

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

[013]

For items that have several possible responses 1t is helpful to
circle the number corresponding to the appropriate choicg, 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 moie 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. 1 the time since last pregnancy is unknown, the re-

sponse would be written as:

Exceptions to this ruie 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 quection, an “"unknown’
response is justified. Contributors who routinely have large num-
bers of “unknown’’ respon.es will not have complete and compa-
rable data for analysis.

Inconsistent responses

When the responses 1o 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: __l

5. Center name and number: E[:Dm

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 Iltems 17, 45 and 46 there are two re-
sponses, each one recorded in a separate box.




Recording the dates

Write the numbers correspending 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:

10l6] (0l4] (718]

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
(Gregonan) dates

Codes for months:

Januery =01 July =07
February =02 August = 08
March =03 September =09
April =04 October =10
May =05 November =11
June = 06 December =12

Recnrding data on multiple births

Several questions on the Maternity Record can be answered far
more than one baby in the case of a multiple birth. All the gues-
tions of this type li.e. 35, 44, 46-48) refer to the baby delivered by
the methcd 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 bi completed for each
infant born in a multiple birth. and submiitec along with the Ma-
ternity Rercord. 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 ltems 1-4 will not be mailed to the IFRP but will
be retained by the Center. 1

1. Hospiial 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
an important means of locating missing information which may be
requested by the {FRP.

2. Admission date

day month year

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

06 0% 75

day month year

» Admission date is the date on which tihe patient was admitted to
the hosnital.

« If the patient is admitted tc 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

Husband’'s name

4. Address

+ This information is for internal use by the hospital/clinic.
Study Identification Iltems 5-9

5. Centar name and number: D:Dh:

* Write the Center name in the space provided.

+ Each participating Center is assigned a unique three-digit num-
ber. These three digits should be recorded in the space provided.

For example, Center number 921 is recorded as:
[G1Z17]-

* This 1rem may be completad before the patient is admitted into

tne study
(9[0]3]

+ Each study is assigned a unique three-digit numkter 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.

LLL L[ ]

+ Each patient must be given a unique patient order number.

* Patient order numbers should start with 00001 and be assignad
consecutively. A system should be developed at the Center to in-
sure that no two patients are assigned the same nurnber 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 duplicate
patient order numbers. Provision should be made at the Center for
cross-reference of patient order number and corresponding hospi-
tal or chnic patient number for possible future queries. Refer to the
subsection, “Separating the forms,” in Section II, “"Instructions for
handling patient record forms.”

6 Study number

7 Patient order number:

8. Delivery date:

LT T

month year

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

9. Regtstration status: 0) not bcoked 1) booked, patient's
choice 2) referred by physician 3) referred by midwife
4) emergency 8) other

-
* Bocked means that the patient had antenatal visits and that ac-
commodations in the hospital are anticipated for her about the
time of delivery.

+ 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, raferred or not,
should be coded 4.




4
Patient Characteristics Items 10-15

10. Residence: 1) urban 2) rural 3) urban slum
4) rural 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’s definition. If the patient does not know how to classiiy
her residence. the following criteria are used to decide whether
she has been living in an urban or rural area
* An urban area 1s an organized community where commerce,
manufacturing. business. finance. government. and academic in-
stitutions predominatce and provide employment for most of the
inhabitants.
* Arural area 1s a village or agranan area where agniculture domi-
nates the life style of the inhabitants
+ The above definitions are used because urban-rural definiticns
based only upon the population size vary widely

[ =

+ NOTE: This questicn indirectly measures the socioeconomic
status of the patient The classification of private and nonprivate
may vary from Center to Center If the following definitions do not
apply. wrnite to the IFRP with your suggestions for classification

+ Private refers to patients for whom the majority 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 yovernment insurance

+ Write in the box the number corresponding to the correct

alternative
(T

* 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.

11 Patient’s status 1) private 2) not private 8) other

12 Patient’'s uge. (completed years)

13 Patient’'s education: {school year completed) 0} O
1)1-2 2)3-4 3)5-6 4)7-8 5/9-10 6} 11-12
7)13-14 8) 15+

-
* Write in the box the number corresponding to the orrect cate-
gory of school year completed. This refers to the level of formal
education, inciuding primary, high school, university, professional
schools, trade schools. business schools, but not such training as
apprentice training. It does not tefer 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 schoo! years completed by her is
five years. Do not count years spent in preschoonl. nursery school.
or kindergarten. This item has to be answered according to the ed-
ucational structure of the given country. Some examples foilow for
clarification:

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

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

* |f the patient completed primary school and two years in trade
school. write 4 in the box.

+ If the 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 1n the box

+ If the patient completed one year of nursery school and three
years of primary school. write 2 in the box

+ |f the patient attended primary school for five years but only
completed the third level of the educational system. wnite 2 in the
box

+ if the patient has no formal education, write 0 in the box

14 Mantal status 1) never marned 2) currently marned
3) divorced 4) separated 5) widowed 6) consensual
union B) other e D“

* Never married means that the patient has never been marncd
(as defined under the next aiternative, currently married)

« Currzntly married means that the patient ts recognized as having
been marned by civil or religious ceremony

+ Divorced means that the patient 1s recogmized as having been
divorced by civil or religious ceremony.

- Separated refers to women who are permanently or temporarily
separated from their husbands but not divorced This category
also includes women whose husbands are permanently or tem-
porarily employed in a location that prevents them from hiving with
their wives

+ Widowed means that the patient’'s husband (in marriage or con-
sensual union) 1s dead

+ Consensual union refers to couples living together by cornmon
consent and couples in common-law marrages

* Wrnte in the box the number corresponding to the correct alter-
native If the woman's marital status falls into the category of

“other,” write 8.n the box
(T

* In countnes where the marriage ceremony precedes the con-
summation of the marnage by some time {usually in the case of
very young brides), the age when the sexual union was estab-
hshed shouid be recorded

* Where the patient has been married more than once. record the
a¢ ~ of the first marriage or union

15 Age at first marnage/union (completed years!

Obstetric History ltems 16-25

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

+ 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, 2G or
more comple ed menstrual weeks of gestation (caiculated from
the first day o’ the las* no'ma! renstrual period} is considered
equivalent to 500 grams or 1 ‘ore 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 hive children, write
0 in each of the boxes.

« NOTE: Tha response for this item should not be less than the
sum of the responses in Items 17 and 20.

16 Total hve births:



17. Children now living: number of males L
{8 or more = 8)
number of females %0

* 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— Chiidren now living- —does not neces-
sarily equa! item 16-—Total live buths The number of children
now living can never exceed the number of total live births.

* Write the numier of living male and hving female children in the
appropriate box.

* If there are no hiving male or female children, write 0 I1n the ap-
propnate box

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

18. Duration of breast-feeding of last live birth
fin months) O) did rot breast-feed 1) <3 2} <6
3) <9 4) <12 5) <15 6) <18 7) <21 8) 221

m
* Record the duration of breast-feading of the last child who was
born alive even if that child (s no lunger 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.
mt

+ Stilibirth 1s defined as the process of birth of a fetus weighing
500 grams or mora (equivalent to 20 menstrual weeks’ gastation)
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,

(-

* Infant death is defined as death after a live Lirth (see Item 16)
but before 12 completed months of life.

* Record all infant deaths, aven if the infant died shortly after a
live birth.

* If there were eight or more infant deaths, write 8 in the box pro-

vided.
-

* 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.

-

* Induced abortion is defined as the artificial {willfu) or intentional)

19 Number of stllbirths' (8 or more = §)

20 Number of infent deaths' fless than 12 completed
months; 8 or more = §)

21. Number of spontaneous abortions (8 or more = 8)

22. Number of inducea abortions: (8 or more = 8/

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.

+ ! there were eight or more pravious induced abortions, write 8
in the box.

23 Outcome of last pregnancy 0j not previously pragnant
1) live birth. full term, still Lving 2} hive birth, full term.,
deczdased 3) live birth, premature, still living 4) live
birth, premature. deceasad 5) stillbirth 6) induced
abortion 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 16).

* 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 /tem 19)

* Induced abortion (see /tem 22).

* Spontaneous abortion (see /tem 21).

* If the last pregnancy was ectopic or molar, writa 8 in the box,

24. Numboar of months since last pregnancy ended:
{98 or more = 98)

(T
« Write in the boxes the number of months since the termination
of the last pregnancy. whether it was the delivery of an intant, an
abortion, or surgical intervention for an ectopic pregnancy.

* Please note (hat this item does not refer to the number of munths
between pregnancies. The number of months coded must La at
least as long as the duration of this pregnancy.

* If the last pregnancy was tarminated more than eight years ago,
write 98 in the boxes.

- If the current pregriancy is the woman'’s first, write 00 in the
boxes.

25 Contraceptive method mainly used before conception:
0) none 1}1UD 2) orals/injectables 3) female sterilization
4) male stenlization 5) condom 6) withdrawzl/rhythm
7} foam/diaphragm/jelly 8) other

mt

* Wirite in the box the number corresponding to the contraceptive
method 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/rhythin: coitus interruptus/safe period. (Even if the
patient has been using thase methods incorrectly, write 6 in the
box.)

* Foam/diaphragm/jelly: modern or traditional spermicidal prep-
arations applied intravaginally or an intravaginal diaphragm or
both.

* Other: In the space provided, write the name of any other con-
traceptive method, such as douche, commoenly used by the couple.
If a brand name is used, specify the type of contraceptive. Do not
include such methods as lactation amenorrhea.




Medical Data ltems 26-43

-

+ It the patient was not seen before this admission. write O i the
box Otherwise record the number of antenatal visits Record eight
or more antenatal visits as 8

(e
* Antenatal conditions are defined in Appendix E
+ If the patient’s antenatal condition )s normal and satisfactory,
write 0 1n each of the boxes.
It the antenatal conditions are unknown. write 9 1n each of the
boxes.
* 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 signtficance for the mother, rath-
er than the fetus. For example. if there 1s preeclamptic toxemia in
the third trimester and rubella in the first tnmester. record pre-
eclamptic toxemia
* Record placenta previasabruptio only if diagnosed antenatally
+ fin doubt. write to the IFRP and request a code assignment

+ If necessary, specify any detads of the conditton or any addition-
al conditions on the back of the form

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

27 Pnmary antenatal condition (see code list)

28 Hospitahization requied duning oas pregnancy  0) no
1) yes. for condition ind:cated in ftem 27 2) yes for
condition other than the one indicated i1n Item 27 D
4]

spacify condition
+ This refers to hospitalization at eny tme dunng the pregnancy
for any condition whether or not 1t was related to the pregnancy.
« If the hospitalization was for the condition indicated in Item 27,
write 11n the box. If the response to this item 1s 1. the response to
Item 27 mus: notbe O
+ 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 During
part of pregnancy (cigarettes/day) 1) 1-10 2) 11-20
3) 21 or more Throughout pregnancy (cigarettes/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 cr 3 in the box.

+ If she smoked cigarettes duning her entire pregnancy. record 4,
5 or 6 in the box.

+ If the patiant 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 shouid not be recorded.

Dl5

* Write in the box the number of cesarean sections before this
pregnancy.

+ If the catient 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.

30. Number of previous cesarcan sections’

3’ Estimated dv..".tion of pregnancy {imenstrual ege in
completed » ieks)

: I I‘G-dl
* If this 1tem 1s recorded 99 (unknown). the form will be rejected
and returned to the Contributor

*+ Duration of pregnancy 1s the number of completed weeks from
the ansat of the patiert’s last normal menstrual period to the day
of delivery If the date of the lac: menstrual penod is unknown, es-
timate it from chinical evidence such as fundat height or fetal head
size

32 Hemoglobm at admission for delwvery {to nearest gm).
1):5gm 2)6gm 217gm 4j8gm 5'9gm
6Y10gm 7) 11 gm 8) *12gm 9)nor done

-

* Record the patient’s hemcglobin at admission, NOT at her last
antenatal visit or after dehvery

* Round to the nearest whole gram. e g. 6.5 grams i1s recorded as
3} 7 gm

+ It hematocnt 1s taken, estumate the gm % hemoglobin by divid-
ing the hemaztocrit % by three and rounding to the nearest whole
number For example. when hematocit = 41%, 41 + 3 = 13.7
gm Y. write B.in the box

* Do not record hemoglobin as purcentage of normal. Convert to
grams % according to the schedule in Appendix C

+ If neither hemoglobin nor hematocrit was recorded at admis-
sion. write 9.n the box

33 Ruptire of membranes Spontaneous: 1) <. 24 hrs
before delivery 2} =24 hrs before delivery
Artificial: 3) <C24 hours before delivery 4} 2224 hrs
before delivery 5) during cesarean section |4n

* Artificial rupture is defined as rupture of the amniotic sac bv the

birth atterdant (amnictomy)

* The code for this itern must be consistent with item 34. If the

response to this item s 1, 2 or 5, the response to the next item

cannot be 2, 4. 6 or 7. However, if artificial rupture of membranes

(ARM) 1s reported in this item. 1t must also ve reflected in the re-

sponse to [tem 34.

34 Type of labor 0) no labor 1) spontaneous 2) spontaneous,
augmented vath artficial rupture of membranes (ARM)
3) spontaneous, augmentad with drugs 4) spontaneous,
aucmented with ARM and drugs 5) induced, with ARM
G) induced, with ¢rugs 7)induced, with ARM and drugs
8} other

(-

* If this item 1s recorded 9 (unknown), the formi will be rejected
and returned to the Contributor

+ If a patient has no labor, such as a patient undergoing elective
cesarean section, write O in the box.

» Spontaneous labor is defired as labor that began without inte -
vention, esen if it is later augmented by intervertion 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 drugs {usually oxytocics). by artificially rupturing 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, {abor.



Recording data on multigle 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-
uons of this type {i.e. 35, 44, 46, 47 and 48) refer to the baby that
is delivered 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:

* A twin delivery 1in which the firstbarn 1s in the vertex position
and 1s d=ahivered spontaneously. and the second is in the breech
position and is delivered with farceps to the aftercoming head. Alf
items will refer to the second twin

* A twin delivery in which both infants are in the vertex position
and both are delivered spontaneously All items will refer 10 the
first twin.

+ Anplet delivery in which the first two babies are delivered spon-
taneously at home, the third is retained in utero and delivered by
cesarean secuon in hospiial Ail items refer to the infant delivered
in huspital

35 Type of presentation during tabor. 0} vertex, occiput
anterior 1} vertex, occiput transverse or posterior
2) frank breech 3) foothing breech 4) complete breech
5) brow/face 6) transverse he 7) compound
8) other

-

» The presentation of the infant whose delivery is recorded in Item
38 should be recorded here. Usually thus 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 1s corrected either spontaineously or by version or ro-
tation so that delivery is riormal 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 couble footling (both feet or knees are prolapsed into the va-
gina) and single footling (ona foot or knee is prolansed into the va-
¢ina) are included in this category

+ Complete breech. also known as double breech, full breech or
flexed hreech.

* Transverse lie referc to oblique 4nd “back-up” and “back-down"”
transverse lies.

+ Compound prasentation means that more than one part, such as
the arm and vertex, presented.

+ Cord prolapsz should be recorded in ltem 41.

36. Anesthetic administered: O) none or psychoprophylaxis
cnly 1) analgesic, systemic or inhalation 2) local
3) paracervical/pudendai 4) spirdl/epidural 5) general
6)1and2 or 1 and 3 7) other combinat'sn
8) ott.er

-

* None includes patients who deliver by “naturat childbirth.” it
does not include the use of hypnosis which should be recorded as
8) other.

* Analgesic includes drugs such as meperidine {Demerol®), diaze-
pam (Valium®), or self-administered nitrous oxide that are given
either orally, by injection, or by iithalatior: 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 lacesation ur 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

e Frank breech,
also known as
single breech
or pelvic
presentation

* Footling breech,
also known as
incompiete breech.
Note that both
double footling
(both feet or knees
are prolapsed

into the vagina)
and siingle footling
(one foot or knee
is prolapsed into
the vagina) are
included in

this category

e Complete breech,
also known as
double breech,

full breech or
flexad breech




neorve, for example. to block the nerve supply to an anatomic re-
gion.

* Spinal/epidural anesthelic 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  U)none 1) midline 2) midiine. with extension
3} midline. with hernatoma 4) mediolateral
5} mediolateral, with extension 6) mediolateral
with hematoma 8) other

-
+ Episiotomy refars to a surgicai incision of the oerineum per-
formed just before delivery to prevent undue stretching or tearing
of the perineum. Do not include surgical repair of parineal tears

- Midline (or median) episiotomy refers to a posterior (ncision
through tha perineal body itself.

* Mediolateral episiotomy refers to an incision starting at the mid-
line but proceeding laterally

+ Extensior. refers to sponitaneo.is enlarging of the episiotomy Do
riot 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 spontaqa vusly dramn or be surgi-
cally evacuated.

* An anternor episiotomy to deliver women who have been "cir-
cumcised” should be recorded as 8) other

38 Type of dehivery. 0) spontaneous 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 . DM

* Spontaneous delivery is one ir- which the birth attendant does
not assist beyond holding the haby. or in which the birth attzndant
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 vshen the scalp is or has been visible at the introitus with-
out separating the labia. the skull has reached the pelvic floor, and
the sagittal suture is in the aneropostericr 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 n.eans that the forceps are aprlied
when the head is engaged {mid-forceps) ar not engaged (high
farceps). but the conditions for outlet forceps delivery have not
been met. Any forceps delivery requiring artificial rotation beyond
45°, 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 45°. Do not include either internal or extarnal version
in this code. Thase should be coded as 8) other.

* Breech extraction includes all maneuvers to assist the delivery
of the baby inciuding manual manzuvers to deliver the head. If the
infant is delivered witi no assistance from the birth attendant, the
delivery shold be recorded as 0) spontaneous. If forceps are ap-
plied to the aftercoming head, the delivery should be recorded as
1) outlet forceps.

+ Cesarean section inciudes classical, low transverse, and extra-
peritoneal cesarean section, and other abdominal methods of
deliverv. 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.

* Destructive procedures include craniotomy, embryotomy. de-
capitation, and any procedure which involves deliberate mutilation
and death of the fetus. whether the fetus was alive cor dead before
the procedure.

* Othes includes such situations as internal or external version or
symphysiotomy It also inciudes laparotomy for uterine rupture as
mentioned above. Any method of delivery that cannot be accom-
modated by codes 0-7 should be recorded as 8, and details given
in the space provided

39 Pnmary injury daring labnr and/or delivery Q) none
1) vulva 2) vagina 3} perineum 4} cervix 5) uterus
6} rectum 7) bladder 8) other

-

+ Record the appropriate number in the box. Record only maternal
injuries in this item: record fetal injuries in ltem 47 (code 7)

* I mare than one part is injured. record the part receiving the
Mot seriuus and/os extensive dama¢ e. Thus a fourth degree peri-
neal tear should be recorded as 6) rectum.

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

40 Pnmary complication of labor and/or delivery: O) none
1) prolonged/obstructed labor 2) placenta previa 3} placenta
abruptio 4} hypotonic uterine contractions 5) hypertonic
utenne contractions 6) hemorrhage 7) retained products
8) other D:o

* If there 1s more than one complication, use the following prir-
ciples to decide which one is primary and which one should be
recorded in Item 41 (Secc..dary cemplication of labor and/or
dslivery).

* Record the clinically most important condition, that is, the po-
tentially most hazardous one, in l:.em 40.

* 1. of tha two or more conditions, one threatens the mather and
one the fetus, record the one that threatens the mother in ltem 40
and the one that threatens the fetus in lten1 41.

+ If both a symptom and a diagnosed condition are to be recorded,
record the diagriosed 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 ltem 41.

* For placenta previa and hemorrhage, record placenta previa in
Item 40 and hemorrhage in ltem 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 € in Item 40,
and 2in ltem 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 chstructed 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 ne* record a complication in Item 41 when the response to
Item 40 is O except in the case of cord prolapse.

* Prolonged labor is defined for thiy 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.



+ Placenta previa is the implantation of the piacenta in the lower
uterine segment. The placenta encroaches on ot covers {complete-
ly or partially} the internal cervical os Placenta previa is classified
as marginal, partial. or tota!. and all forms should bz recorded
here

* Placenta abruptio 1s the compiete or partial detachment of the
normally implanted placenta from the uternine wall at 20 com-
nleted weeks or more of gestation

+ Record placenta abruptio in beth ts comglete and incomplete
forms and also situat:ons where only the placental margin is in-
volved {(marginal sinus rupture).

* Hypotonic uterine contractions (hypoactive uterine inertia) are
those which are less than normai in intensity and/or frequency for
that stage of labor

* Hypertonic uterine contractinns {hyperactive utenne ertia) are
those which exceed the rormal pattern of intensity and/or fre-
quency for that stage of labor.

* Hemorrhage 1s the loss from the vascular space of more than
500 m| of bloou rrespective of the etiotegy or whether it is exter-
nal or internal tlood loss Record the etiology of the blood loss in
the space provided. if it 1s 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

+ 'f the placenta 15 removed manually o1 surgically within one
houn of delivery. do not code as retained products

+ Any complication that occurs that cannot be accommodcted by
the anove codes should he described in the space provided. and 8
written in the box

+ Cord prolapse 1s the descent of the umbtlical cord through the
cervical os in advance of the nresenting part This category in-
cludes occult cord prolapse in which the cord descends alongside
of the prasenting part

41 Secondary complication of labor and/or delivery. 0) none
1) prolonged labor 2) cord prolapse 4) hypotonic uterine
contractions 5) hypertonic utering 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, exceptn the case of cord prolapse.

42 Duration of tabor. {11 completed hours) O) rone 1) <2
2)2-6 3)7-12 4)13-18 5)19.24 6)25-48 7)over 48

-
* The onset of labor s defined as the time at which contractions
occur at 10-minute in.ervals and are of 30 seconds’ curation. 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 1s no labor. as tn the case of some elective cesarean sec-
tions, write O in the box If the response to Item 24 is 0, the re-
sponse to this item must also be O

43 Attendant at delivery: O) none 1) nurse 2} qualfied mid-
wife 3) student nurse/midwife 4) paramedic 5} medical
student 6, general phys.cran 7' OB/GYM physician
8) other

me
* Record the appropriate number in the box.
* If more than one person attends the birth, record the person pri-
marily vesponsible for the delivery.
* Midwife is definea as a nurse who has had special obstetrical
training. Do not include untrained midwives.

+ If the birth attendant was a swudent 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 riot yet received a
medical degree (MD, MB, ChB, etc.).

* Paramedic refers to any person with medical training who is not
a nuise. midwife, piysician ‘nedical student.

* General physician refers .y person who has a medical de-
gree and no specialized trainiig 1n 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 uito none of the above categories. such as a social worker,
a police man, or 4 relative of the patient.

Pregnancy Outcome items 44-52

44 Birth weight (gm. 9988 or more = 9988) 60-67

+ NOTE: Do NOT estimate weight.

+ Racord 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 uf all infants including those stillborn. in
the case of multiple births, the weight of the infant whose delivery
is recorded in Item 3B should be recorded hera.

+ If weighing scales are not available or the infant was not
weighed for some other reason, write 3 in eacn of the four boxes.

EXAMPLES:

* For twins, when the spontaneously delivered firstborn weighs
1504 grams and the forceps delivered secondborn weighs 1753
grams, record 1753 in the boxss.

- |f the weight equals or exceeds 9988 grams record 9988.

45 Sex of infant{s) born nuniber of inaies LE
at this delivery {write number of each)
number of famales 84

* Record the number of infants of 2ach sex delivered, both live
births and stiiiburths. For example, if one male child is delivered,
write 1in box 63 and O in box 64.

« NOTZ: If either of these tw 7 boxes is blank, the entire form wil!
be rejected and returned to the Contributor.

NOTE: items 46 and 47 refer to item 38 delivery.

46. Apgar score: 9) not done at 1 minute Lo
{8 or more = 8)
at & minutes e

« The Apgar score is a system of numerical evaluation which de-
scribes the status of the infant at one minute and five minutes
after birth. A score of zero indicates a severely jeopardized infant;
higher scores, up to a maximum of 10, indicate progressivsly bet-
ter conditions. The score should be given by someone other than
the one who delivers the infant sa that each maasurement 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. 'f the score is 8, 9 or
10, write 8 in the box.
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APGAR SCORE

Criteria and Values
Sign 2 1 0 Score
. absent to
Heart rate =100 <100 R
auscultation
——
Respiration yelhng \rregaiar. none
inadequate
Muscle tone well flexed | some tone flaccid
Reflexas-sharp R
LIy grimace none
slap on feet :
: -
pinic all blue hands pale,
Color '
over and feet blue
Total j

For items 47-48, use the foilowing codes: 0) normal or stillbirth
with no apparent pathology 1) fetal distress during labor 2) minor
malformation 3) major maltormation 4) resgiratory distress syndrome
5} isoimmunization 6) neonatal sepsis 7} trauma

B) other (for codes 2. 3. 7 and 8, specify)

47 Primary fetal/neonatal condition, specify
a7

+ If the infant is normal and hiveborn. or 1s stillborn with no appar-
ent pathology. write 0 1n the box Please do NOT code a stillbirth 8
in this box. We can learn from question 49 whether the infant i1s
liveborn or stillborn

« Fetal distress during labor includes such indications as decelera-
tion of heart rate to less than 100 beats per minute or a fetal scalp
pH of less than 7.2. Wnte the indication of fetal distress in the
space provided.

* Minor malforrnations are those which do not threaten fetal sur-
vival. such as polydactyly. syndactyly. pes equinovarus, and luxa-
tion of the hip joint. Specify the malformation in the space.

+ Major malformations arz those which threaten the life and nor-
mal development of the newborn such as hydrocephaly. myelo-
meningocele, cleft palate. and congenital metabolic error. Soecify
the malformation in the space.

+ Respiratory distress syndrome (or pulmonary syndrome or hya-
line membrane disease) is characterized by expiratory grunting, la-
bored respiration. thoracic/abdominal retraction, cyanosis and/or
cardiac failure accompanied by metabolic disorder. Record only
respiratory distress that requires treatment

» Isoimmunizatior, is the condition produced in the fetus as a re-
sult of exposure to maternal zntibodies (for example, Rh, Hr, A-B.
and those designated in nther blood classification systems).

» Do nct include physiological icterus of the newborn or cases in
which the mother has antibody titers that do not produce thanges
in the fetus/neonate that require therapy.

- lcterus {yellow sclera) is considered pathological when the se-
rum bilirubin level is 8.0 mg/100 ml serum.

+ Neonatal sepsis is a systemic respor.se to any infection.

+ Trauma means mechanical in,ury occurring during delivery such
as a laceration from use of forceps or a broken clavicle {(whether
accidental or intentional to facilitate delivery). On the line provid-
ed, specify all details wher trauma occurs. Do not include destruc-
tive procedures used to deliver the fatus and recorded in Item 38.

+ If the infant’'s neonatal condition is not covered by any of the
above conditions, write 8 in the bux and describe the condition in
the space provided.

48. Secondary fetal/neonatal condition, specify

-
* Foliow the instructions for Item 47
+ Do KOT report a secondary condition if you have not reported a
primary condition

49 Daath of fetus/newbcrn 0} none 1! antepartum, one
2) antepartum. two or mora 3) intrapartum, one 4) int:a-
partum. two or more '} postpartum one 6) postpartum,
two or more 7) comb nation 8} other

-
+ Record in this box thy approprate code for the number of fetal
and neonatal deaths that occur before the mother 1s discharged
from the hospital

« if there 1s a multiple tirth of three or more infants and more than
one dies. winte in the mirgin how many died.

< Antepartum means before the onset of fabor

+ Intrapartum means during labor and before the infant is com-
pletely expelied from the mother

+ Postpartum maeans after the infant 1s completely expelled and
separated from the mmother until mother’s discharge from the hos-
pital

- NOTE: Codes 2.4, 6 and 7 cannot exist for a single delivery. If
these responses are used with a single delivery, the entire form
will be rejected and returned to the Contributor

50 Primary puerperal condition' 0) normal 1) fever requiring
treatment 2) bleeding requinng treatment 3) urinary tract
infection 4) mastitis 5) phlehitis 6} dehiscence 7) death
fcomplete Daath Report) 8) other Dm

* Write 0 in the hox if the postpartum status is nermal.

+ Record the appropriate code if postpartum complications occur.
+ Bleeding refers to bleeding occurring 24 hours or more after de-
livery

+ Urninary tract infection includes all infections of the urinary tract
from the kidney to the urethra.

- Mastitis refers to inflammation of the breast. Do not include nor-
mal angorgement of the breast even if accompanied by transitory
fever

* Phlebitis refers to any venous inflammation or clotting in the ve-
nous system of the legs or lower peivis and includes superficial or
deep phlebitis

+ Dehiscence refers to the separation or gaping of the incisioi in-
cluding eptsiotomy and cesarsgan section incisions.

+ i the mother dies, complete a Death Report {Appendix F) and
attach it to the Maternity Record.

51 Maternal blood transfusion during hospitalization: 0) none
1) yes. before delivery 2)yes, during delivery 3) yes. after
delivery 4) 1and2 5)1and3 6)2and3 7)1.2and3

)
+ This item refers to the transfusion of whole blood or packed red
blood cells, not the administration of plasma, saline, glucose. or
other intravenous fluids.

52 Number of nights hospitalized this admission before
delivery: (8 or more = 8)

-
* This refers to the number of nights the patient was hospitalized
during this admission for delivery before the delivery of the infant.
For instance, if she is admitted in false labor on the 4th, sent home
on the 5th, readmitted on the 8th in labor, and delivered on the
9th, the number of nights hospitalized before delivery is one night
(the 8th).



Special Studies ltems 53-55

*+ The Contributor may decide to include on this form up to three
additonal items which are recorded in the Special Studies section.
Al questions. codes. and ue“imitions are at his own discretion, al-
though the IFRP may make recommendations The IFRP must ap-
prove the use of all Special Studies before the study is initiated.

SPECIAL STUDIES

88 e 73
54 e } 74
55 o . ) 75

Additional Information ltems 56-59

COMPLETE THESE ITEMS AT TIME OF DISCHARGE
56 Nurmber of nights hospitalized this adnussion after
delivery (8 or more = 8)

-

* Thisis the number of umes the clock passes midnight while the
patient s in the hospital after she has delivered If the patient was
delivered on one day and was released on the next day, record one
might of hospitalization even if the patient was in the hospital for
less 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 O 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 sterdization.

57 Female sterilization 0O) rone 1) before this delivery
2) at cesarean section 3) immediately after delivery
4)same day 5) j.2 days later 6} 3-4 vays later
7)5-9 days later 8} 10 or more days later

-

* Write O in the box if the patient was not stenlized during her
hospitalization for delivery. If the patient was sterilized before de-
very, write 1 1n the box. If the patient was sterilized during a ce-
sarean section. wnite 2 in the box. Otherwise. write in the box the
code corresponding to the number of days after delivery the pa-
tient was sterilized Immediately after delivery is defined as within
two hours of delivery

* Any operation which causes permanent sterilization should be
recorded here. However, if the patient 1s not sterilized during the
admission in which she delivered. even if she intends to return or
does return after discharge for such an operation, do not record it
in this item

« If an operation which produces permanent sterifization was per-
formed 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 acduitional children wanted (8 or more = 8) D"

* An effort should be made to obtain a realistic statement of the
number 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 B in the box.

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

59 Contraceptive method planned or provided: 0) none
1) 1UD 2) orals/injectables 3) female sterilization
4) male sterilization 5) condom 6) withdrawal/rhythm
7} foam/diaphragm/jelly 8) other _ E] 19

Record in the box the number corresponding to the method of
fertlity control used by the patiznt at her discharge or the method
she plans to use after discharge. If at discharge she is not using
any method of fertility control. record the rnethod she plans to use.
* Use the definitions given in Iltem 25.

+ If the response is “other.” specify the method used or planned.

+ If the patient intends io contracept but has not decided what
method to use. write 9 {unknawn) in the box.

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

« W the response to ltem 57 is 1 through B, the response to this
item must be 3.

* If the patient 1s steriized during this admission, write 3 in the
box

Recorder's name

[i]-

* The person who completes the Maternity Record should write
his/her name legibly on this line.
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Appendix A
INTERNATIONAL FERTILITY RESEARCH PRUGRAM
MATERNITY RECORD
PATIENT IDENTIFICATION ¥ Hospualorchnicro . - R 2 Admissiondate ... .. . ..
i month yen
J Pavent's nume __ S e Ces Husband s name . ... ... ..
armily first manten
4 Address . .. —— - — - .
STUDY IDENTHICATION 34 Anesthenic administerad  inone ur psychoprophylaxis
B Cunvtar name and number 13 anly  1hanalgesie systamae ot inhslatiun 21 locat
31 paracervical-pudandal 4) spenalzapidural 51 general
6. Study mamber 90| 3]s 6V and £ o0 1 oand 3 71 other combimabion
8. uther | )
7 Patent order numbor [ l L] ) - T
37 Epsiotomy U nons 1 muabne 21 midhne with eatension
8 Delvery date [ } ] 12 Ji mudiine with hematoma  4) mediolateral
dav manth

9 Rogistrabion status Ol not booked 11 ¢ red patient's
choice 2irelarrad by physician 3} refarrad by midwilt
4) emergency Blother

PATIENT CHARACTERISTICS
10 RAesidence  1hwban 21caral 31 arban siym
4) rural stum

Patient s status 1) private 2) not private 8) other

year Simediotateral with extension 6) mediolateral
with hematoma 81 other »

12 Pauents age {completed years! I

" 38 Type of delivery O} spontansous 1) outlet forceps
[:Iu 2) vacuum extractor 3) rud- or high forceps 4} manual
rotation Bb) breech extraction 8) cesaresn section
7) destructive procedura Blother L]
" 39 Pnmary imury duning labor and/or delivery O} nane
— Dvulva 2)vagina 3 penneum 4 cervix 5) uterus
n 6) rectum 71 bladder B) other o D 3
.12 40 Pnmary comphcation of labor snd/or dehvery 0) none

13 Patent s edutation  [schoo! year completed) 040
12 2)34 3056 4178 H1910 611112
771314 815+

r'S

Mantal stotus Vi never marned 2° rurrently marned
3)dworced 41 separatnd 5) widowed 61 consensual
union B! other

1) prolonged/obstructed labar 2)placenta previa 3) placenta
sbruptio 4) hypotonic uterine contiscnons 5) hypertonic
utenna contractions B8} hemosthage 7) retained products

D n 8) other D .

41 Secondary comphication ot tabor and-or delivery  0) none
Trprolonged 1abor ) cord prolapse &) hypolomc uterine
e ceatractions 51 hypertonic utenne contractions

15 Age at fust marnaqe-umion  rcompleted vearsi I

61 nemaurrhagn 7) retwined products 81 other

D”
3oz ot

4. Duravonatlabar fin completed hours! Q) none 1) <2

OBSTETRIC HISTORY (notinciuding this pregnancy)
16 Total hve buths l

2026 1712 41318 5119 24 6125 48 7)over 48 st

11-28

17 Childeen now wving Aumher of madles
8 or more = Y1

number of femates
18 Duration of breast tending of fast hve Lirth
oo monthst O) did noi breast fged 1D U D) 6
N9 412 515 6 o -2y B 21
19 Numvmr of stiliturths (4 or moce = 81

20 Number ol intant deaths  (less than 1.0 completed
months 8 or muore - 8i

3

Numbar of spontaneous dbortions 8 o more = 84,
22 Number of induced aboitions & o ingee = H)

23 OQutcoma of last pregnaacy Ol ant peeviousty pregnant

TV hve buth ful ferm stut Gy 2ohve birth gl o

dgceased 3 ive torth premature stol hving 4 hve
bith prematute dereased Ststlitnrth 61anduced
abornon  7v wpontaneous abeeron Bi other

24 Number of months since last pregnant y coded
198 0r moe 98,

25 Contracenbive method mamly oged betore Lonoephion

Olnone 1HIUD Dgrals sogectables 3V emale steniizahon

4) nole stecdizotion 5 condom 6Y withdgrawal thythm
T toam:digpheagin eily §) other

MEDICAL DATA
26 Nomber of antenatal vists (5 o more

a5

~

anmy Antenatat conaitan (see coe iist)

28 Hospuitahzston required duning s pregnancy . 01 no
Thyes tor condibon wspeated o Item 27 21 yas oo
condinon other than the one ndicatend in ttem 27
specy conditiun

29 Tobacco sinplong duning pregnancy O none Duning

part of pregnasncy fcigarettesida,) 11 10 2111 20

3121 or maore Throughout pragnancy (ciyarettesiday/

4) 110 511120 6)21 or more Biciga.s pipes woic

30 Number of previous cosarean sections

31 Estimated duration ot prognancy  Imenstrual age mn
completed weeks)

32 Hemoglobin at admission for delivery (to nearest gm)
16 gm 216 gm 3)7 qm 4)8 gm 59 gm
6)10 gm 7V 131 gm 8} -12 gm 9} not done

33 Rupture of membranes Spontaneous 1) - 24 hrs
before delivery 2) *24 h:s bafore dc'wery
Artificial. 3} « 24 hours before delivery 4) .224 hrg
before delivery 51 dunng cesarean section

34. Type of labor  0) no labor 1) 32,52 “eous 2) spontaneous,
sugmented with sruficial “upture of ' ;mbranes {ARM)

3) spontaneous, uugmomad with drugs 4) spontaneous,

M end diLgs 5} inducad, with ARM

agmanted with A
g:indueod. with drugs 7}induced, with ARM and dru
othear

For multiple births, code information for the most dift

delivery in Itams 35, 38, 44, 45, 47 and 48 and complete

a geparate Multiple Birih Recotd for erch infant

35 Type of presentation duning labor 01 veries. occiput
antenor 1) vartex. occtput transverse or postertor

2} krank breech 3) footling breach 4) complete breech

S} brow/face 6)transvarse lie 7} compound
8) other

Rl

.
0

o H

43 Atendant at dalivery 0V none 1hnurse 25 gaatd,ed mid
wde Bl student aurse audw ‘e 4] paramuacic 51 medical

shodent 6 general physician 71 08 GYN physician —
L. 3Jbither . L . .
. A4 Buth waight 1gm 9983 ar mors = 9988) [ 1 l “0-a7
n 4% Sex of infant{s) barn numbar of maies ()
1 at this delivery (wnita number of sach) 1
L) number of femaslus “
-
4t Apqar score 3 aot done at 1 minute .
H & o more = 81 —
at 5 minutes e
n

Far Ita:ns 47 4B use the tollowing codes  O) normal or stilltarth

witis noappate st pathotorgy  Ttelat distress dunng labor 21 ainotr
matlaomation 3: major naltenmanion d) respiratury distress syndrorme
Brsonmmynezaaos §1aeonatal sepsis 1) teaumy

B.otner tar codec 237 and & specifyl

[

37 Prgrary tetas apgnata conditon speaty

A8 Seconnary tetai neenatal ton von spedaly
ARERT L1

49 Death of fetus/newborr, Q) none 1) antepartum, one
2) antepartum. twu or more 3} intrapartum, one 4} intra-
partum (wo of more 5)postpartum one 6) postpartum,
two or more 7) combination 8iother "

-

50 Primary puarpersi condition 0) normal 1) fever requinng
treatment 2)bleeding requirng treattnent 3) unnary tract
infaction 4; rnastitis 5) phlebiis 6) deiiscence 7) death
{complate Daath Report] 8)otter D 0

o

51 Materngs blood iranstusan dunng hesptgazation  0) none
Tiyes before aelvery 2:ves dunng delivery 3)yes after
detivery D1 and & 511 gnd 3 67 and 3 7i) 2 and 3 -

-

52 Numbet of mgnts husputabzed this admission before
delvety 8 or more = 8!

SPECIAL STUDIES
53 ’
| I .. RN e e e e - k]
!)J et b v e e e m e e m e cm —a .
e o N
H

L1

Complate these tams a: tirae of discharge.
56 Nurmnboer of nghts hospitalized this admission alter
delivery (8 or more = 81

~

57 Female stenlization Q) none 1) belora this dehivery
D" 2) 8t casarean sechon 3 immedistaly after dehivery
4) sume day 5) 1.2 days later 6)3-4 Aays later
71 5-9 days ater 8) 10 or more days la'er

58 Number of addinonai childien wanted (8 or more = 8}

59 Contraceptive methoad planned or provided  0) nene
111UD 2)orals/injectables 3} female steniization
41 male stenhzation 5! condom 6) withdrawat/thythm B

qum

icult 7) foain ‘draphragm-jolly Blother

Recordar's name

PLEASE AIRMAIL TO International Fertility Research Program,
D“ Research Triangle Park. North Carolna 27709 USA

Aty



ANTENATAL CONDITIONS
{Reter to manuszl, item 27)

Numbers in parentheses reler 1o codes in WHO International Classil:cation of Diseasas Sth adition

00 None
99 Unknowr.

Hemoirhage per vagina

01 Threatened abortion (640.0}

02 Placents previa (641 0. 641 1)

03 Placenta abruptio ;pranmiature separaton! 1641 2)

04 Rupture of the marginal sinus (641 8)

05 Antepartum hemorrhage assocrated with coagutation
defects (647 3)

06 Other and unspecitied antepartum he. northuge per vagina
(6418, 641 9)

Hypertensive disorders

07 Preexisting hypertension (642 0)

08 Pr sexisting hypertensian with supanmposed presclamps:a
or eclampsia (642.7)

09 Hyperiension of this pregnancy (642 3)

10 Preeclampsia (642 4. 642 &)

11 Eclampsia {642 6)

12 Other hypertensive aiso ders and isolated symploms
ot preeclamps'a (642 3 646.1. 646.2).
specity . _ [, e e e

Amnlotic cavity and genitourinary trect

disorders and infections

13 Intectinn of amniotic cavity ;658 4)

14 Low.. ‘rinary tract infections (646 6)

1£ Acuto pyelitis/pyelonephritis (590.1)

16 T ronic pyelitis/pyelonashris (590 0)

17 Nephriti, nephrotic syndrome und nephrosis (580-583,
567,

18 Pelvic inflammatory disvase (614 8, 614 9)

19 Urinary-genital tract histula 1616\,

20 Other intections or disuroers (646 6. 647 2),
specity . . . . R

Cardiovascular and respiratory disorders

21 Varicose veins of legs. vuiva and vaqina (6710, 671 1)

22 Phlebitis or thromhopt.lebitis (671 2)

23 Phiobothrombosis (671 3)

24 Congenital cardiovascular disorders (745-747)

25 Rheumatic heart diseass (390-398)

26 Acute respiratory conditions (460-466. 480-487)

27 Chronic obstructive lung disease and allied conditions.
nontubercular (490-496)

28 Other caratovascular and respn.nory disorders (648.6,
460-519 9).specity

Blood disorders

29 Iron deticiancy ane mia (280)

30 Other deficiency anemias (282-283)

31 Sickle-cell anamia (282.6)

32 Thalassemia (282.4)

33 Other anemias and blood disorders q285)
SPeCIY

Disaases and disorders of pelvic organs

34 Tumors of the body of the ulerus (654 1)

35 Incompetent cervix (654.5)

36 Ovar.an cysts and benign ovarian tumors (6200, 620.1,
620.2, 620.8)

37 Other abnarmalty of shape or position o uterus and
ngighboring structures (654 4)

38 Other and unspecitied abnormakity of cervix, vagina
ang vuiva (654 6-654 9)

Fetal probioams

39 Rhesus isommunization (656 1)

40 ABO and other isoimmumization (€56 2)

41 Fetal distress (656 3)

42 Intrauterine death (650 4)

43 Intrauterine growth retardation (656 5)

44 Previous malposition. successtuily converted 1o cephalic
(652.1)

45 Other known o1 suspected fetal condition atecting
management of pregnancy (655. 656 6. 656 8, 656.9)

Fetopelivic disproportion
46 Abnormal or contracted pelvis (653.0-653 4)
47 Large or abnormai fetus (653.5-653 7)

Other complications of pregnancy

48 Hyperemesis gravidarum (643)

49 Threatened premature labor (344.0)

50 Polyhydrammnias (657)

§1 Oligohydramnios (658 0)

52 Other complications of pregnancy (640-646, 650-679),
specfy _ . —

infectious und parasitic disease
53 Rubeila {647 .5)
54 Other viral (iseases except resplrnlory (647 G)
cpacity - [
55 Tuberculosis (647 3)
56 Malaia (647 .4)
57 Syphilis (647.0)
58 Gonorrhea (647 1)
S8 Biulharzt 1 jschistosomiasis; (120}
60 Gastron testinal parasites {12J-129),
specily —
61 Other bactenial m!echons or parnsmc dl-\eases (00‘ 136 8).
spec:y - - N e e e e
Gastrointestinal disordeis
62 Appenditis (540-542)
63 Nonintecuive deitis and celitis (555-558)
64 Cholucysttis and cholehthiasis (574.0-574.5, 575.0, 575. 1)
65 Rectovaginal fistuia (€19 1)
66 Othor gastroiniestinal disorders (511 579.9),
specity ... - —

Malignant neoplaams

67 Breast (174)

68 Cervix (180)

69 Lymphatc and hematopcetic (200 208)

70 Other {140-208 9V, specity ... ... ... _____

Banign neoplasms

71 Other neoptasms (210-229) jexcept as in code 34},
speciy o J

Neurologic disorders

72 Cerebral palsy {343y

73 Encephahbtis (062-065)

74 Epilepsy (345)

75 Paraplegia (344.1)

76 QOthet nﬂurologlc disorders (320 359),
specty . R [

Endocrine disorders

77 Hyperthyroidism (240-242)

78 Hypothyroidism (243-244)

79 Diabetes rnellitus, preexisting (250)

80 Diabetes mellitus, gestationul (648.0)

81 Parathyrotd disorders (252)

82 Adrenal disorders (255)

83 Other endocrine disorders (240-25€.9)

Mental disorders

84 Psychosis {290-299), specity
85 Neurosis (301-316), specity __
86 Men'al retardation {317-319)
87 Alcohol dependence (303)

88 Drug dependence (304)

89 Pica(307 SY.specty ... . oo

Mainutrition
90 Avitaminosis (264-269.2)
91 Other malnutrition (260-269)

Musculoskeletal system disorders snd injuries

92 Bone and jomnt disorders of back, pelvis and lower limbs
(part of 711-719, 720-724; part of 725-736)

93 Internal injury to chest and pelvis (860-869)

94 Trauma involving abdominal injury (868)

95 Other musculoskelotal disorders and injuries (part of 710-
739 and 800-999). specily .. __ —

Polsoning
96 Poisoning and toxic ettects (960- 989)
specity . . - i -

Other disorders
98 Other.specily . ... . R

13



14 Appendix B

INTERNATIONAL FERYH.ITY RESEARCH PROGRAM
SHIPPING CONTROL SHEET

—
| Pregnancy Termination Study
Menstrual Regulation Stud
1 ¢ 9 Y Center Number
| ] 1UD Study
|| Female Sterilization Study
|| Male Steriization Study Shipping Date
L] Systemic Contraceptive Study
L Maternity Record
ENCLOSURE INFORMATION
ADDITIONAL
SHIPMENT STUDY ADMISSION ADMISSION FOLLOW-UP METHOD METHOD
NUMBER NUMBER FORMS INFORMATION FORMS LISTS LISTS TOTAL
TOTAL
SPOILED
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
Tity, State or Province

vountry (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



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--Yo 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 Contributar will be notified and attempts made to locate
the missing shipment. If a shipment cennot be located, the Contributor’'s duplicate copies
may be used to obtain the cata.
2. Study Number—List the appropriate study number vertically in this 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 number 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.

Supglies 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

I there is a change of contact person or address, please note the change at the bottom of the SCS.

15
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Percent
of normal
18-21%
22-28%
29-34%
35-40%
41-46%
47-51%
52-57%

0
1]
1 454
2 907
3 1361
4 1814
5 2268
6 2722
7 3175
8 3629
S 4082
10 45380
11 4989
12 5443
13 5897
14 6350
15 6803
16 7257
17 7711

28
481
936

1389
1843
2296
2750
3204

3657
4111
4564
5018
5471

5925
6379
6832
7286
7739

]

i

57
510
964

1417
1871
2325
2778
3232

3685
4139
4593
5046
5500

5953
6407
6861
7314
7768

Appendix C

CONVERSION CHART:

Hemoglobin in percentages to grams per 100 mi

am %

3grams T
4 grams
5grams
6 grams
7 grams
8 grams
9 ygrams

85
539
992

1446
1899
2353
2807
3260

3714
4167
4621
5074
5528

5982
6435
6889
7343
7796

I

.

(for Item 32)
IFRP Percent
code of normal

58-63%
code 1 64-69%

70-75%
code 2 76-81%
code 3 87 -87%
code 4 88-93%
code 5 94-98%

Appendix D

CONVERSION CHART: Ounces to grams
ounces

113
567
1021

1474
1928
2381
2835
3289

3742
4195
4649
5103
5556

6010
6464
6918
7371
7824

142
595
1049

1503
1956
2410
2863
3317

3771
4224
4678
5131
5585

6038
6492
6946
7399
7853

170
624
1077

1631
1984
2438
2892
3345

3799
4252
4706
5160
5613

6067
6520
6974
7428
7881

7

198
652
1106

1569
2013
2466
2920
3374

3827
4281
4734
5188
5642

6095
6549
7002
7456
7909

8

227
680
1134

1588
2041
2495
2948
3402

3856
4309
4763
5216
5670

6123
6577
7031
7484
7938

255
709
1162

1616
2070
2523
2977
3430

3884
4337
4791
5245
5698

6152
6605
7059
7513
7966

10

283
737
113

1644
2098
2551
3005
3459

3912
4366
4819
5273
5727

6180
6634
7087
7541
7994

11

312
765
1219

1673
2126
2580
3033
3487

3941
4394
4848
5301
5755

6208
6662
7116
7569
8023

am %

10grams
11 grams
12 grams
13 grams
14 grams
16 grams

16 grams _|

12

340
794
1247

1701
2155
2608
3062
3515

3969
4422
4876
5330
5783

6237
6690
7144
7598
8051

13

369
822
1276

1729
2183
2637
3090
3544

3997
4451
4904
5358
5812

6265
6719
7172
7626
8080

14

397
850
1304

1758
2211
2665
3118
3572

4026
4479
4933
5386
5840

6294
6747
7201
7654
8108

IFRP
code

code 6
code 7

code 8

15

425
879
1332

1786
2240
2693
3147
3600

4054
4508
4961
5415
5868

6322
6775
7229
7683
8136



Appendix E

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

Organization (9th odtion, World Health Organization, Geneva,

1977)

00 None. I the patents antenatal condition s normal and
satistactory. wnte 00 in the boxes

899 Unknown. If the patent's antenatai condition s unknown and
cannot be presumed normal and satisfactory. wnte 99 in the
boxes

Hemorrhage per vagina

01 Threatened abortion (640.0). Blesding of uterine ongn occurrng
bafore the 20th compieted week of gestation, with or without
utenne colic, without expulsion of the products of conception, and
without dilatation of the cervix.

02 Placenta previa (641.0 and 641.1). Only placenta previa
diagnosed antenatally shouid be recorded If the condition is not
diagnosed unul the onset of labor. this should be recorded under
Item 40. code 2 Placenta previa 1s the implantation of any part of
the placenta in the iower utenne segment The term exprasses the
anatomic relationship between the placental site and the lower
utenne segment The placenta encroaches on or covers (com-
pletely or partially) the internal cervical os. This zode includes low-
lying placenta. marginal. partial, and tota; placenta prewia with or
without hemorrhage

03 Placunta abruptio (premature separution) (641.2). Abruptio
ptacenta s 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 occur with placenta previa. It 1s
characterized by savere abdominal pain, hemorrhage. and often
shock. It s also called premature separation of the placenta,
placental abruption. accidental hemorrhage. or ablatio placenta

04 Rupturo of the rarginal sinus (641.8). Qbserved defect 1n the
venous sinus which surrounds the margin or edge of the placenta.

05 Antepartum hemorrhage associated with coagulation defects
(641.3). includes antepartum bleeding associated vith or at-
tibuted to  afibrinogenemia,  hypofibrinogenemia, or hyper-
fibninolysis.

06 Other and unspecifiad antepartum hemormhage per vagina
(641.7 and 641.9). Any other bleeding of uterine ongin that 1s of
other or unknown etiology ur that 1s attnbutable to trauma should
be ncluded n this category

Hypertensive disorders

07 Preexisting hypertension (642.0). Includes malignant, essential.
or chronic hypertension which complicates the pregnancy, delivery.
and/or puerperium andd 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 rendl diseass
(codes 15-17. 21-25)

08 Preexisting hypertension with superimposed presclampsia or
eclampsia (642.7). Supenmposed eclampsia or preeclampsta is
the development of eclampsia or preeclampsia in a patient with
chronic hypertensive vascular or rendl disease. or benign essential
hypertension. Preeclampsia and eclampsta are defined below.

08 Hypertension of this pregnancy (642.3). This I1s the develop-
ment of hypertension during this pregnancy in a previously nor-
motensive patient when there is o evidence of either hypertensive
vascular disease or preeclampasia

10 Preeclompsia (842.4 and 642.6). Preeclampsia or preeclamptic
toxemia is defined as the development of hypertonsion with
proteinuna or edema or both and which is attributed to the
pregnancy. Includes both mild and severe cases.

11 Eclampsia (642.6). Cclampsia 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 (842.9, 646.1, 646.2). Specify on the Matemity
Record the details of any condition coded hare.

Amniotic cavity and genitourinary tract disorders and infections

13 Infection of amniotic cavity (658.4). Includes amnionitis,
chonoamnionitis, membranitis, and placentitis.

14 Lower urinary tract infection (646.6). includes cystitis, urethritis,
any inflammatory disease. or infection wittout a specified site in
lower urinary tract.

16 Acute pyelitis/pyelonephritis {690.1). Nonchronic ascending in-
fection from the bladder involving ureters. renal palvis, and kidney
due to local bactenal infection

16 Chronic pyslitis/pyelonephnitis {6§90.0). Chronic or rgcumng -
flammation of the renal parenchyma and pelvis

17 Nephritis, nephrotic syndrome, and nephrosis (680-G83,
690). Inflammation of the kidneys, nephropathy. or degeneration
of renal tubular apithelium. Nephrotic syndroma 1s charactenzed by
edema. massive proteniuna, and hypoalbununemia

18 Pelvic inflammatory disease (614.8, 614.9). includes infecticns
of internal genitalia causad by pathogens other than gonNococcus
and tuberculosis. If the inflammaticn 1s due to ponorrhes. use code
58. f it 1s due 1o tubserculosis use code 55

9 Urinary-genital tract fistula (619.0). Includes vesicovaginat and
urethrovaginal  fistulas as well as thu rarer cervicovesical,
uterovesical. ureterovaginal. and uteroureteric fistulas This cnde
covers all fistulas present In this pregnancy. as well as those
previously repaired. Rectovaginal fistulas should be recorded under
coue 65.

20 Other infections or disorders {846.6, 647.2). Includes any infoc-
tioris or disorders of the genitounnary tract which may complicate
pregnancy or labor Specify condition on Matemity Record form.

Cardiovascular and respiratory disorders

21 Varicose veins ot legs, vulva or vagina (671.0, 871.1). Includes
any abnormelly lengthened. dilated. and sacculated superficial
veins in legs, vulva, or vagina

22 Phlebitis or thrombophlebitis {(871.2). This condition is defined
as inflammation of vein and/or the formation of a thrombus after
wflammation of the wall of a vein

23 Phlebothrornbosis {671.3). Formation of a thrombus in a deep
ven of legs or pelvis in the abscnce of a preexisting inflammation.

24 Congenital cardiovascular disorders {745-747). Any anomaly
or disorder of the cardiovascular system present from birth which
complicates pregnancy or delivery, such as atnoventnculir septal
defects

25 Rheumatic heart disoase (390-398). includes acute rhaumatic
fever with heart involvement as well as chronic rheumatic heart
diseases such as rheumatic pericarditis, diseases of the mitral
valve, aortic vaive, and other endocardial structures.

26 Acute racpiratory conditions (460-456, 480-487). Includes any
respratory condition which compiicates pregnancy or delivery.
Pneumonta and influenza should always be included in this code.
Tuberculosis is coded 55.

27 Chronic obstructive lung disease and allied conditions, rion-
tubercular (490-486). Includes chronic bronchitis, emphysama,
asthma, bronchiectass, as well as pneumonoconiosis due to exter-
nal agents such as asbestos or silicates. Also includes pleurisy, lung
abscess, 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. Spucify conditions on the
Maternity Racord.

Blood disorders

29 Iron deficiancy anemia (280). This condition is characterzed by
small, pale red blood cells, low reticulocyte activity, and depleted
iron reserves. Serum iron concentration is below 60ug/100 ml.

17
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30

31

32

33

Other deficiency ancmias (282-283). Inciudes folic acid
deficiency. megaloblastic anemia, and other deficiercy anemias
{except o aeficiency) either dcquirea or hereditary

Sickie cell anenia 12B2.6). This conditton 1s a forin of hemolytic
anermua that occurs almost exclusively in Blacks Do not include the
presence of sickle celt trart without anemia and or cnsis 0 this
code

Thalassemia (282.4). Any one of the group of chronic farmilial
anemias coeurnng i populabons bordenng on the Mediterranean
or in Blacks. These anemas are charactenzed by the production of
abnormally thin blood cells

Other anemias and blood disorders (285). includes only cond
tions that cannot be more specifically denufied in the above list
Specify the anenmua or disorder on the Maternity Record

Diseases and disorders of pelvic organs

34

35

36

37

38

Tumors of the body of the uterus (654.1). Includes utenine
fibroids present dunng pregnancy and any other bemign tumor ¢
the uterus Mahgnant tumors are coded 70

Incompetent cervix {654.5). Tius condition can be inferred from
a painless dilation and effacement of the cervix. usually in the
second tnmester or from a tustory of repeated relatively painless
and bloodless second trimester abortions M the conditton 15
diagnosed. th'; code should be usea reqardless of whether surgical
repair has been done

Ovarian cysts and benign ovarian tun.~rs (620.0, 620.1, 620.2,
620.8). Includes follicular cysts. corpus luteum cysts dermoid
cysts. cystadenoimas. and other or unspecified cysts or tumors of
the ovary present dunng pregnancy

Other abnormality of the shape or position of uterus and
neighboring structures (654.4). Includes cystocele. rectocele.
enterocele. pelvic reparr and prolapse of a gravid uterus Previous
repair of these conditians should be included

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 listad elsewhere in
these codes Bemgn tumors should be recorded under code 71.
makhgnancies shouid be recorded under codes 68 to 70. and condr-
tons resulting from venereal disease should be recorded under
codes 57 to 58

Fe\al problams

39

40

41

42

43

45

Rhesi's isoimmunization (656.1}. The presence of anti-Rh an-
ubody in a woman carrying an Rh positive infant This shoulc be
coded only it the condition was diagnosed antenatally if this cond:
tion is dragnosed after dehvery. wnte 5 n ltem 47

ABO and othar isoimmunization (656.2). Includes all those im
munologic disorders resulting from an immune reaction by the
mother against a blood group factor present on the red celis of the
fetus except for the Rh blood group which 15 coded above This
should bz coded only if the condiion was diagnosed antenatally
Fetal distrrss (656.3). Use the code only if abnormat fetal acid
base balarce i1s detected. f fetal heart rate 1s over 160 beats per
minute or less than 120 bedts per minute. f a late or vanable
deceleration pattern of bradycardia 1s detected or if fetal monitor-
ng detects any other fetal manifestaton of distress
Intrauterine death {666.4). Use the code only if the fetus dies after
20 weeks’ gestation but before termination of the pregnancy
Intrauterine growth retardation (656.5). Also called “hght for
dates,” “placental insufficiency.” and “"smal! for dates "

Previous malposition successfully converted to cephalic
{652.1). Use this code for any delivery in which breech, transvers 2
lie, brow, or face or anv other malpresentation is successfully
converted to occiput presentation

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

Fetopelvic disproportion

46

47

Abnormal or contracted pelvis {653.0-663.4). Any abnormahty
of the bony peivis in wrich & major diameter of et mid pelvis. or
outlet 1s compecetased 5o that vagmal delivery of a fetus s not
possible

Large or abnormal tetus (6535 653.7) this codde for
cephatopeivic dispropathion of fetdi oagin: The fetus iay be abnor-

Use

mally formed e hydrocephalic or normatly formed but teo large
for the proportions of e matermnal pelvis

Other complications of pregnancy

48

49

50

51

52

Hyperemesis gravidarum (643) C[xcessive vomiting requinng
care at less than 22 weeks of gestation Do nnt use this code for
VOMItNG OCCurnng .gter i pregrncy
Threatened premature labor {644 0)
weeks gestation

Polyhydramnios (657)
The normai volume of amniotss flud ranges from 800 to 1200 ml
Oligohydramnios (658.0) Detwient amount of smniotic flud
The narmal volume of ammotic flurd ranges trom BOO to 1200 m!
Other complications of pregnancy (640-646, 650-679). Any
disease or disorder of the mother requinng  spectal
observation or care which cannot be caoded more speciiically
elsewhere Specify the cordition on the Matermity Record

False fabor at less than 37

An excessive amount of ammotc flud

fetus  or

Infectious and parusitic diseases

53

54

56

57

58

59

60

61

Rubella (547.5) Often called German or three day measles Code
only f the disease 16 diagnosed dunng pregnancy

Other viral diseases oxcept respiratory (647.6). This code
should be used for diseases caused by any viral agent if the disease
s not specified elsewhere i this st Viral diseases of the
aenmtourninary tract. respiratory system, or gastrointestinal system
shoula be recorded using codes 20 28 or 66

Tuberculosis (647.3}). Includes all active infections by
Mycobacterium tuberculosts human ot bovine. In any ussue or
organ of the body Do not include inactive or healed tubercutosis
Malaria (647.4). Sometimes called marsh fever. paludal fever. or
jungle faver Code if the patient has chronic or acute attacks at any
time durning her pregnancy

Syphilis (647.0). Code if the patient exhibits treated o untreated
positive serology or pnmary (chancre). secondary (condylormata
lata). or ternary (gummata) symptoms of the infectious process of
Treponema palhdum

Gonorrhea (647.1). Any infection ot the gemitahia or other parts of
the body caused by Neisseria yonorrhoeae present du’ing any part
of ihe pregnancy

Bilharzia (Schistosomiasis) {120). A blood fluke disease caused
by schistosoma, a genus of trematode worm

Gastrointestinal parasites {120-129). iIncludes gastrontestinal
infestation by any type of trematode lexcept schistoscimal.
echinostoma. castode. !nichinella. filana. ascans ancviostoma. or
other intestinal helminths

Cther bacterial infections or parasitic diseases (001-136.8).
Includes a.,2ases caused by bactena or parasites not specified 1n
another code If the disease involves the genitouninary tract. car-
rovasculat or respiratory system. or gastrointestinal system. use
code 20. 28. 60. or 66

Gastrointestinal disordeis

62

63

64

65

Appendicitis (5640-5642). Use this code orly 1t the inflammation
of the vermiform appendix required removal of the appendix In-
clude all appendectomies done during the pregnancy.
Noninfective ileitis and colitis (555-558). Inflammation of the il-
eum or colon not capable of being transmitted.

Cholecystitis and cholelithiasis (674.0-674.5, 575.0,
575.1). \aflammation of the gall bladder or a condition in which
concretions are present in the gall bladder or bile duct.
Rectovaginal fistula (619.1). An abnormal passage between the
rectum and voina. Code if patient ever had a fistula.



66 Other gastrointestinal disorders (631-579.9). Includes diseases
of the esophagus, stomach, small bowel. and large bowe! Includes
all functional disorders as well as bactenal, viral. and parasitic dis-
eases of the gastrointestnal system not specified elsewhere
Specify the condition on the Maternity Record

Malignant neoplasms

67 Breast (174) Any malignant neoplasm {carcinoma or sarcoma)
of breast diagnosed before or during pregnancy

68 Cervix (180). Any malgnant neoplasm (carcinoma or sarcoma)
occurnng in the cervix diagnosed before or dunng pregnancy

69 Lymphatic or hematopoietic (200-208). Includes lymphosar-
coma. reticulosarcoma. Hodgkin's disease. neoplasm of lymphuid
and histiocytic tissue trultiple myeloma and leukemias

70 Other malignant neoplasms (140-208.9}. Includes any cancers
not specified above

71 ° nign neoplasms {210-229). Any nonmalignant tumor present
duning the pregnancy at any site except the uterus and ovanes. ~or
bemgn utenne tumors. use code 34 For benign ovanan tumors,
use code 36

Neurologic disorders

72 Cerebrel palsy (343). Any defect of motor power and coording-
tion related to daniage to tha brain. not including hereditary spastic
paraplegia or Vogts disease

73 Encephalitis (062-065). Any viral disease causing nflammation
of the brain

74 Epilepsy (345). A disorder of the central nervous system charac-
terized by paroxysmal attacks of brain dysfunction, either petit mal
or grand mal convulsions

75 Paraplegia {344.1). A paralysis of both legs dunng all or any part
of the pregnancy

76 Other neurological disorders {320-369). Includes any diseass or
disorder of the nervous system not specifically listed above in-
cluding menmingitis. multiple sclerosts, spinncerebellar diseasa, an-
terior horn cell disease. diseases of the spinal cord. autonomic
nervous system. and central nervous system. muscular dystrophy.
and other degenerative diseases

Zaducns diverders

77 Hyperthyroidism (240-242). A disorder also called thyrotox-
Icosis caused by an above-normal increase in circulating thyroid
hormone Graves's disease. Plummer's disease. and gotter are 11-
cluded

78 Hypothyroidism (243-244). A disorder caused by an above-
normal decrease in circulating thyrord hormone This includes both
congenital and acquireo hypothyroidism

79 Diabetes inellitus, preexisting (250). Code for diabetic patients
with any manifestation of the disease diagnosed before this
pregnancy

80 Diabetes mellitus, gestationa! (648.0). The presance of an ab-
normal glicose tolerance test that reverts to normal values follow-
ing delvery. This code should be used when diabetes is first
diagnosed during the pregnancy

81 Parathyroid disurders {262). Code for hyperparathyroidism and
hypoparathyrotdisn manifested during pregnancy

82 Adrenal disorders (255). Includes Cushing's syndrome.
hyperaldosteronism,  adrenogenital  disorders,  corticoadrenal
overactivity, corticoadrenal insufficiency. other adrenal hypofunc-
tions. medulloadrenal hyperfunction. and other adrenal disorders If
the disorder originates from the adrenal or I1s pituitary-induced

83 Other endocrine disorders (240-258.9). 'ncludec .ny disorders
diagnosed before or dunng pregnancy which are not specified
alsawhere in this list. Specify the disorder on the Matemity Record.

Moental disorders

84 Psychosis (290-299). Any mental disarder in which impairment
of mental function has developed to a degree that intarferes grossly
with insight. ability to meet somu ordinary demands of lifs or to
mantain adequate contact with reality. It does include alcoholic
and drug psychosis Specify the typa of psychosis on the Matemity
Rrscord

£~ Neurosis {301-316). Mental disorder without demonstrable
organic basis in which the patient may have considerable insight
and does have unimpaired reality testing The principal manifesta-
tons include excessive anxiety, hysterical symptoms, obsassional
photras. and compulsive symptoms and depression Specify the
type of neurosis

86 Mental retardation (317-319). A condition of arrested or incom-
plete menta! developrnent which is especially charactenzed by sub-
nor-nal intell:gence. This should reflect the individual's current level
of functioning without regard to the nature or cause of the disorder.

87 Alcohol dependence (303). A psychic and usually physical state
resulting from taking alcohol, characterized by bahavicral and other
responsas that atways include a compulsion to tauke aicohol on a
continuous or penodic basis 'n order to exparience its psychic ef-
fects and sometimes to avoid the discomfort of its absence. Use
code 84 for alcoholic psychosis

88 Drug dapendence (304). A psychic and sometmes physical
state resulting from taking a drug charactenzed by behavioral and
other responses that always clude 8 compulsion to take a drug
on a continuous or perodic basis in aider 10 expanence Its psychic
aftects and sometimes to avoid the discom’ort of its absence.
Tolerance may or m:ry not be present Use code 84 for drug
psychosis

89 Pica (307.6). A craving for unusual substances not n~-mally con-
sidered to be food Specify the substance.

Malnutntion

80 Avitanminosis (264-269.2). A deficiency disease state resulting
from an 1radequate supply of one or more vitemins in the diet. Use
this code 1f thare 15 any physical evidence of a deficiency

91 Other malnusritions (260-269). Includes any deficiency disease
state rasulting from an nadequate supply of any nutritional ele-
ment, axcept vitamins

Musculoskeleta! system disorders and injuries

92 Bone and joint disorders of back, pelvis and lower limbs (part
of 711-719, 720-724; part of 726-738). Includes any arthro-
pathy. csteopathy, or other disorder of back. pelvis, and lower
limbs

93 Intemal inj'ry to chest and palvis {8680-869). Inciudes
traumatc injuries of internal organs cfue 1o crushing. blast, lacsra-
tion. puncture, tear, or traumatic rupture, with or without an open
wound

84 Trouma involving abdominal injury (88B). Includes any
traumatic injury of the abdoman involving intemal viscera with or
without an open wound

95 Other musculoskeletal disorders and injuries (part of 710-739
and 800-999). Irciudes any disorders or injunies not specifically
histed above. Specify the condition on the Maternity Record.

Poisoning

96 Poisoning and toxic etfects (960-989). Includes effacts,
diagnosed during pregnancy, which result from drugs or biological
substances gven in error or frorn overdosas of such substances or
from exposure to or ingestion of nonmedicinel substances. Do not
include adversa effects ("hypersonsitivity,” “reaction”) resulting from
correct substances propery adm.nistered.

Other disorders
98 Other, specify. Do not use this code if the condition is more
specifically described elsewhers 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 L_L] L_J_]

day month year
IFRP Form Number J l
Date of Procedure [_ L l ]

day month year

Details of Conditions Upon Admission:

Pertinent Events and Treatment From Admission to Death:

Date of Death:

Cause of Death on Death Certficate:

Contributing Conditions: e o e e

Primary Conditions: __

Was an Autopsy Perfarmed and it so, Specify Pertinent Findings:

Additional Comments: ___

DR 2/76

PLEASE AIRMAIL TO: International Fertility Research Program, Research Triangle Park, North Carolina 27709 USA
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INTERNATIONAL FERTILITY RESEARCH PROGRAM
MULTIPLE BIRTH RECORD

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

IDENTIFICATION OF MOTHER: 1 Hospital or chnic no

. 2 Admission date

3 Mother's name

day month year
Father's name _____ .

4 Address —

STUDY {DENTIFICATION
5 Centername e and number -3
6 Study number -8
7 Maternity Record study number 7-9

8 Mother's patient order numbes
on Msternity Record

9 Delivery date I I I 1020

day month year
MEDICAL DATA
10 Number of births this delivery | ~l"
11 Binth sequence of thisinfant 1) fist 2) second
3) ttard &) fourth 5) fifth 6} sixth Dn

12 Presentation of this infant during labor  0) vertex.
occiput antenor 1) vertex, occiput transverse or posteror
2) frank breech 3)footling breech 4) complete breech

5)brow/face 6) transverse e 7) compound 8) other,
speaity DZJ

13 Type of delivery this infant Q) spontaneous 1) outlet
forceps 2) vacuum extractor 3) mid- or high forceps
4) manual rotation 5) breech extraction 6) cesarean
sect:on 7) destructive procedure 8) othar,
specty

(LT o

1) male 2)}female 3) indeterminate £

14 Birth weight (grams)

15 Sex of this infant

at 1 minute
{8 or more = 8)
at & muinutes

16. Apgar score 9) not done

1

For Items 17-18, use the fullowing codes (0 may be coded
for both itams. No other codes shou!d be repeated):

0) norm=! or stllbirth with no apparent pathology 1) feta)
distress uuring labor 2) minor malformation 3) rnajor
malformaticn 4) respiratory distress syndromae
5)isoimmunization 6) neonatal sepsis 7) trauma

8) other

V7 Prmary fetal/neonatat condition {if coded 2. 3. 7 or 8,

specify) 32

specify) 33

19. Fetal/neonatal death. 0} none 1) antepartum

2) intrapartum  3) postparturn 34

18 Secondary fetal/neonatal condition (if coded 2. 3. 7 or 8. D

@w
Recorder’'s name.

PLEASE AIRMAIL TO ' International Fertili y Research Program,
Research Yriangle Park, North Carolina 27709 USA

MAT-201—kkx022 1/79
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INSTRUCTIONS FOR COMPLETING
THE MULTIPLE BIRTH RECORD
The Muitiple Birth Record should be completed whenever there
is a multiple birth. Complete a separate Multiple Birth Record for
each baby. Fill in only one Materrity Record tor the mother

Identification of the Mother ltems 1-4

+ This information in the upper box 1s not mailed to the IFRP Tne
information should be the same as that on the mother's Matermity
Record.

Study ldsntification items 5-9

5 Center name__ I

and nurnber ] | 13

* 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 the

right
| ]‘-6

+ The study number for the Multiple Birth Record will be assignad
by the IFRP. Al Multiple Birth Records will have the same study

number, unless a special study is undertaken

+ Thts ts the same three-digit number found in ttem 6 of the Ma-
ternity Record

6 Study number

7 Maternity Record study nuraber

8 Mother's petient vrder number
on Maternity Record

L L] Jo

+ This is the same five-digit number found tin {tem 7 on the Mater-

nity Record.
(3 OO Lo
day

month year

9. Delivery date

* Thisis the same date found in item 8 of the Maternity Record

* Note that items 5-3 MUST MATCH EXACTLY the appropriate
items on the Maternity Record, or the computer will reject the en-
uir2 form.

Maedical Data items 10-19

m!

+ Write in the box the number of infants delivered; write 2 if twins
were born, 3 if triplets, etc.
* 0 or 1 should never be written in this box.

10. Number of births this delivery:

11. 8irth sagqucnco of thi 1) first 2} second

o indant: =
3) thard 4) fourth 5) tifth 6) sixth | |22
« 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 deiivery.

12. Presentation of this infant during labor O' vertex.
occiput anterior 1) vertex. occiput transverse or
posterior 2) f nk breech 3) foothng breech 4) complete
breecht 5)brow/face 6) transverse e 7) compound
8) oiher specity

+ See htem 35 of the instructions for the Maternity Record for
definitions of the vanous presentations (especidlly breech presen-
tations)

+ The response to this item 1s nct necessanly the same as the one
to ltem 35 of the Maternity Record. since that refers only to the
presentation of the infant who was the most difficult to deliver

13 Type of dehvery thus infant Q) spontaneous 1) outlet

forceps 2) vacuum extractor 3} nmud- or tugh forceps

41 manual rotation 5 breech extraction B6) cesarean

section 7) destructive procedure 8) other

specify o e Du
* See itern 38 of the instructions for the Maternity Record for
defintions of the methods of delivery
* The response to this item s not necessarily the same as the cne
to Item 38 of the Matermity Record. since that refers only to the
method of delivery of the infant who was the most difficult to de-
hver

+ EXAMPLE: The first twin 1s 1n vertex position 3nd 1s satisfac-
torly delivered spontaneously The second twin 1s in the breech
pesition and is celivered by cesarean section. The correct coding is
as tollows

Item First twin Second twin
10 2 2
1" i 2
12 0 2
{or 3 or 4)
13 0 6

* Record birth weight in grams 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 1s not necessarily the same as the one
to ltem 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

14 Birth weight' (grams)

15 Sexof thisinfant 1) male 2) female 3}indeterminate Dn

* It this infant is a male. write 1 in the box. Wnite 2 in the box if it
is a female.

» 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 1 minute 30
9) not done (8 or more = 8)
at 5 minutes 3

+ See Item 46 of the Maternity Record for instructions on how to
derive the Apgar score.



* Write the scors 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.

* Ifthe score is 8. 9 or 1C, write 8 in the box

* For ltems 17-18, use the following codes

{C may be coded for both iterns. No other codes should be repeated):
0) normat. or stilibirth withk ro apparent pathology

1) fetal distress during labor 2) minor maiformation

3) major malformation 4) respitatory distress syndrome
5)isoimmunization 6} neonatal sepsis 7) trauma 8) other

17 Primary fetal ‘necnatal conditron (f coded 2.3 7 or 8,
specify) Daz

+ For defuntion of the conditions. see instiuction for ltems 47-48
of the Maternity Record

- Record in this item the prmary condition of this infant If the
infant has more than one condition, record the most cevere {clini-
cally most sign:ficant) in this item. and the less severe, or second-
ary condition. in item 18.

18 Secondary fetal/neanatal condition (¢ caded 2.3.70r8.
spucity) l 'n

* Follow the directions for Item 17 above

19 Fetal/neonatal death: Q) none 1) antepartum
2} intrapartum 3) postpartum Du

* The response to the rtem should be consistent with that of Item
49 on the Maternity Record. This item refers to only one infant,
however, and ltem 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 shipmant to the International Fertility Research Program.
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A

Ablatio placenta. See Placenta abruptio.
Abortion, induced, 1
definition of &
as outcome of last pregnancy, 5
Abortion, spantaneous, 1
definttion of 5
as outcome of last pregnancy. 5
threatened. 17
Admission
date ot 3
emergency. 3
Adrenal disorders 19
Adrenogemital disorders, 19
Afibnnogenemia, 17
See also Blood disorders.
Aftercoming head. forceps to, 8
Age. of patient. 4
at marnage, 4
gestational. See Gestational age.
Alcoholism, 19
Amnionitis, 17
Amniotic cavity. infection of, 17
Amniotomy. 6, 7
Analgesia. 7
Analysis, 2
Anemia. 17,18
Anesthesia. 7, 8
Antenatal
conditions. 6
visits, 6
Aortic valve, diseases of, 17
Apgar score, 9, 10
Appendicitis. 18
Arthropathy. 19
Asthma, 17
Attendant at delivery, 9
Augmented labor. 6
Avitaminosis. 19

B

8ilhar2ia. 18
Bitirubin, level of, 10
Birth. definition of. 1. See also Live birth,
Multiple birth, Stillbirth.
Birth attendant. See Attendant at delivery.
8irthweight, 9
conversinn of pounds and ounces
tograms, 16
distinction between spontaneous abortion
and stillbirth, 5
Bladder. injury to. 8
Bleeding
antepartum, 17
intrapartum, 8
postpartum, 10
Blood disorders. 17, 18
Booked, 3
Bowel, 19
Boxes {on form), 2
Breast
inflammation of, 10
malighant neoplasm of, 19
Breastfeading, 5

index

Breech
delivery, 8
extraction, 8
presentation, /
Bronchiectasis, 17
Bronchiuis, 17

c

Carcinoma. 19
Cardio-vascular disorders. 17
Cathartics, 6
Caudal anesthesia. 8
Cephalo-pelvic disproportion (CPD). 8, 18
Cerebral palsy, 19
Cervix
abnormality of, 18
incompetent, 18
Injury to. during delivery. 8
malignancy of. 19
Cesarean section
at this delivery, 8
dehiscence of wound, 10
number of previous, 6
rupture of membrane during. 6
stenhzation during, 11
Children
additional wanted, 11
now living, 5
Cholecysuus, 18
Cholelithiasis, 18
Chorioamnionitis, 17
Cigerettos, 6
“Circumcision” (female). 8
Chinic identification number. 3
Coagulation defects, 17.
See also Blood disorders.
Coitus interruptus, 5
Colitis, 18
Complication
of delivery, 2
of fetus, 10
of labor, 8. 9
of neonate. 10
of pregnancy. 6. 17-19
of puerperium, 2, 10
Compound presentation, 7
Concom, 5. 11
Confidentiahty, 1
Congenital maiformation, 10
Contraception
before this pragnancy. 5
after this delivery, 11
Convulsions, 17
Cord proiapse, 7.8, 9
Corpus luteum cyst. 18
Corrections, to responses, 2
Corticoadienal
overactivity, 19
insufficiency, 19
Craniotomy, 8
Cushing’s syndrome, 19
Cystadenoma, 8
Cystitis, 17
Cystocele, 18
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D

Date
of admission, 3
of delivery. 3
conversion to Western calendar, 3
recording of, 3
Death
of infant born this delivery. 2. 10
of previous live-horn infant, 5
intrauterine, 18
DOeath. maternal
before dehvary, 1
completion of form after, 10
inclusion in records, 1
recording of, 10
Death Report. 1, 10. 20
Degenerative diseases. 19
Dehiscence. 10
Delivery
complication of, 2, 8,9
date of. 3
forceps. 8
multiple. See Multiple births.
premature/mature in pravious pragnancy, 5
type of 2. B
Depo-Provera, 5
Depression. 19
Dermoid cyst. 18
Destructive procedure, 8, 10
Diabates mellitus. 19
Diaphragm, 5. 11
Douche. 5
Drug dependence. 19

E

Eclampsia. 17
Ectopic pregnancy. §
Edema. 17
Education, of patient, 4
Embryotomy, 8
Emergency admission, 3
Emphysema, 17
Encephalitis, 19
Erdocardial structures, diseases of, 17
Endocrine disorders, 19
Enema, b
Erterocele, 18
Epidural anesthasia, 8
Epilepsy. 17,19
Episiotomy
type of, 8
dehiscence of, 10
repair of, 8
Esophagus, 19
External version. 8

F

False lobor, 1, 10

Fetal conditicn, 10

Fetal distress, 10, 18
Feto-pelvic disproportion, 8, 18
Fetus, large or abnormal, 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, 13

Forms
Death Keport, 20
Matermity Recora 12,13
Muttiple Birth Record. 21
Shipping Control Sheet, 14

G

Gall bladder. 18
Gastromntesunal disorders, 18, 19
General anesthesia, 8
German measles, 18
Gaestational age. 6
as distinction between spontaneous
abortion and stillbirth. 5
Goiter, 19
Gonorrhea, 17,18
Grand mal, 19
Graves's disease. 19

H

Hematocrnit, 6

Hematoma with episiotomy, 8
Hematopoietic neoplasm, 19
Hemoglobin, 6

conversion of percent of normal to

gms/100 mi, 16
Hemolytic anemia. 18
Hemorrhage

definition of, 8

antepartum, 17

intrapartum, 8

postpartum. 10
High farceps delivery. 8
Hodgkin's disease. 19
Hospital Abortion Record, 1
Hospital identification number, 3
Hospitalization

during pregnancy, 6

before delivery, 10

aftar delivery, 11
Hyaline meimbrane disease. 10
Hydrocephaly, 18
Hyperaldosteronisin, 19
Hyperemesis, 18
Hyperfibrinolysis, 17.

See also Blood disorders.
Hypertension, 17
Hyperthyroidism, 19
Hypertonic uterine contractions, 8

defined. 9
Hypnosis, 7
Hypoalbuminemia, 17
Hypofibrinogunemia. 17.

See also Blood disorders.

Hypothyroidism, 19

Hypotonic utarine contractions, 8
defined. 9

Hysterectormny, 11

Hysteria. 19

Icterus, of the newborn, 10
Identification
of center {climc. hospital). 2. 3
of patiert. 3
of study. 3
Immunolog: disorders, 18
Induced labcr See Labor
Injectables. 5. 11
Infectious diseases. 18
Influenza. 17
lleitis, 18
Inconsistencies in data. 1, 2

Induced ahortion See Abortion, induced.

Induced labor. 6, 7

Infant death. defimition of. 5

Inhalation anesthesia. 7

Injury
fetal 10
maternal, 8

Internal version. 8

International Classification of Diseases
(iCD). 17

International Federation of Gynaecology
and Obstetrics {FIGG), 1

International Fertihty Research Program
{IFRP). 1-3.6. 1"

Intrauterine death. 18

intrauterntne device (1UD), 5. 11

Intrauterine growth retardation {{UGR). 18

Isoimmunization, 10, 18

J4
Jelly, spermicidal, 5. 11

i
Kidney, disorders of 17

L

Labor
compiication of, 8
duration of, 9
false, 1. 10
mnduced. 6, 7
obstructed, 8, 9
onsetof, 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
Leukernia, 19
“Light for dates,” 18

Live birth
defimtion 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
Lymphosaicoma, 19

M

Matana. 18
Melformation. 10
Malnutnition. 19
Malposition. 7. 18
Marginal sinus, rupture of. 9
Marital status 4
Mastitrs. 10
Maternal injury. 8
Maternity Record. 12,13

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

infection of, 17

rupture of. 6
Meningitis, 19
Mental disorders. 19
Mental retardation. 19
Midforceps delivery, 8
Vhidwife

deivery 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 Birth Record. 21-24
Multiple sclerosis. 19
Muscular dystrophy, 19
Musculoskeletal disorders, 19
Myeloma. 19

N

“Natural childbirth,” 7

Neonatal condition, 10
Necplasms, 19

Nephntis, 17

Nephrosis, 17

Nephrotic synarome, 17
Nervous system, diseases of. 19
Neurologic disorders. 19
Neurosis, 19

Nurse, 9

(o]

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



Qutlet forceps. 8
Ovary. cysts or tumors of, 18
Oxytocics, 6

-]

Paracervicai block. 7-8
Paramedic. 9
Paraplegia. 19
Parasitic diseases, 18
Parathyroid disorders. 19
Patient
charactenistics of. 4
confidentiahity. 1
inclusion of 1
order number 1-2
status of 4
Pelvic inflammatory disease (PID), 17
Pelvic crgans disorders of. 18
Pelvic repair 18
Pelwis. contracted, 18
Penineai tcar. 8
Pefrineum, 8
njury (0. 8
Petit mal, 19
pH. of fetal scalp, 10
Phlebitis.
during pregnancy. 17
postparturn, 11
Phlebothrombosis. 17
Phobia. 19
Physician
delivery by, 9
referral by, 3
Pica. 19
Pills. 5
Pitwitary-induced disorders, 19
Placenta
expulsion of 8
infection of. 17
insufficiency of, 18
low-lying. 17
manual removal of, 9
premature separation of, 17
retention of, 8, 9
Placenta abruptio
antenatal diagnosis of, 6, 17
definitionof, 9, 17
recording of, 9
Pilacenta previa
antenatal diagnosis of, 6, 17
definition of, 9, 17
recording of. 9
Pteurisy, 17
Plummer's disnase, 19
Pneumonia. 17
Pneumonoconiosis, 17
Poisoning, 19
Polyhydramnios, 18
Preeclampsia, 17
Pregnancy
comphcations of, 6, 17-19
duration of, 6
cotopic. 5
hospitalization, 8
interval {months since last pregnancy), 5
molar, 1,5

Pregnancy
outcome of last pregnaricy. 5
outcome of this pregnancy, 9- 11
Premature
birth. as outcome of last pregnancy. 5
births. inclusion of. 1
dafinition of, 5
labor, threatened. 18
rupture of membranes, 6
separation of placenta, 17
Presentation
during labor, 7
at delvery, 7
Private patient, 4
Prolonged fabor, 8, 9
Proteinuna. 17
Psychoprophylaxis, 7
Psy-' - .s. 19
Pudendal block. 7-8
Puerperai condition, 2, 10
Pulmonary syndrome, 10
Pyelitis, 17
Pyelonephntis, 17

Q

Queries, 1

R

Recorder, 11
Rectocele, 18
Rectum, injury to. 8
Registration status, 3
Rejected records, 1.2. 6,9
Renal disease, 17
Renal parenchyma. 17
Reports, 1
Residence. of patient. 4
Respiratory disorders. 17
Respiratory distress syndrome. 10
Retained products, 8
defined, 9
Retained twin, 9
Reticulcsarcoma, 19
Rheumatic heart disease, 17
Rheumatic pericarditis. 17
Rh isoimmunization, 18
Rhythm, 5, 11
Rotation, 7
Rubella. 8
Rupture
of the marginal sinus, 9, 17
of the membranes, €
of the uterus, 6, 8, 11
S
Safe period, 5
Sarcoma, 19
Scalp pH. 10
Schistosomiasis. 18
Separation
of the form, 2
of the placenta {premature), 17
Sepsis, neonatal, 10

Septal defacts, 17
Sex, of infant, 2, 9

Shipping Control Sheet, 14
Shipping the forms, 2, 15
Sickle cell anemia, 18
Skeletal disorders, 19
“Small for dates,” 18
Smoking. 6
Special studias, 11
Spermicides, 5. 11
Spinal anesthesia. 8
Spinal cord. diseases of. 19
Spinocerebellar disease, 19
Sporntaneous labor, 6
Sterilization, female
at tnis admisssion, 11
before this pregnancy. 5, 6
Sterilization, male
afiar this dehvery, 11
before this pragnancy, 5
Stillbirth
as outcome of last pregnancy, 5
as outcome of this pregnancy. 10
definition of. §
inclusion of, 1
Stomach, 19
Student, 9
Supply of forms, 15
Symphysiotomy, 8
Syphilis, 18
Systemic contracaption, 5, 11

T

Term delivery, as outcome of last
pregnancy, 5

Thalassemia, 18

Thrombophlebitis, 17

Thyrotoxicosis, 19

Toxemia, 17

Transfusion, blood, maternal. 10

Transverse lie, 7

Trauma, 19

Tuberculosis, 17, 18

Twins
recording data on delivery of, 7-10
retention /n utero of, 9

U

Umbilical cord, presenting, 9
Unknown responses, 1, 2
Urether, injury to, 8
Urethritis, 17
Urinary tract infection (UTI)
antenartum, 17
postpartum, 10
Uterine bleeding, 17
Uterine dysfunction, 9
Uterine fibroids, 18
Uterine inertia, 9
Uterine rupture
in nravious pregnancy, 8
in this pregnancy, 8. 11
Uterine tumor, benign, 18
Uterus
abnormality of, 18
injury to. 8
prolapso of, i8
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v

Vacuum extractor, 8
Vagina
abnormality of, 18
injury to, 8
varicosity of, 17
Vi-icose veins, 17
Vasectomy. See Sterilization. male
Venereal diseases, 18
Version, 7. 8
Viability. 1. 5
Viral diseases. 18, 19
Vogt's disease. 19
Vuiva
abnormality of, 18
injury to. 8
varicosity of, 17

w

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



