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PREFACE

In 1988, twelve health maintenance organizations (HMOs) and research staff from
RAND jointly formed the HMO Quality of Care Consortium to develop methods and
instruments for collecting comparable data on quality from health plans with different
organizational and financial characteristics and to make those data publicly available. The
work was supported by a grant from the John A. Hartford Foundation. The purpose of the
consortium was to test two propositions. First, such a diverse group can establish and
pursue a unified quality-of-care research agenda. Second, population-based, outcome-
related, quality-of-care measures can be developed and proved valid across differing health
care delivery systems.

The consortium now consists of eleven managed care plans. They are (in alphabetical
order) AV-MED, CIGNA Healthplans, Group Health Cooperative of Puget Sound, Harvard
Community Health Plan, the Health Care Plan of Buffalo, the Health Plan of America,
Kaiser Permanente Colorado Region, Kaiser Permanente Northwest Region, Kaiser
Permanente Southern California Region, MedCenters Health Plan, and United HealthCare
Corporation. The consortium, chaired by Sheila Leatherman of United HealthCare
Corporation, has clearly defined rules for general governance and for the publication of
results from its work. It is the intent of the consortium to make available to the public all
quality-of-care tools developed and validated as a result of its work.

The primary goal of the study for which this medical record abstraction instrument was
developed was to assess the quality of prenatal care delivered in HMOs with different
organizational and financial characteristics. Explicit criteria were developed by which the
quality of prenatal care could be assessed, and a medical records abstraction form was
developed to collect the information necessary to evaluate care according to the criteria.
Because of the large sample sizes required to detect clinically and statistically significant
differences in most outcomes of prenatal care, criteria focused primarily on the process of

care.
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SUMMARY

This report documents the medical record abstraction form and guidelines used to
collect data on the quality of prenatal care for an HMO Quality of Care Consortium project.
It may be of use to individuals interested in assessing the quality of prenatal care provided in

different settings, by various organizations, or to particular populations.

ASSESSING THE QUALITY OF PRENATAL CARE

A working group of obstetrician-gynecologists from some of the participating health
plans was formed to decide on the explicit criteria that would be used for assessing quality.
The work of this group is reported in a publication that provides the literature review used as
a starting point for the deliberations and the criteria agreed upon by the group (Murata et
al., 1992).1 The criteria focused on routine prenatal care and assessed care for two common
complications (pregnancy-induced hypertension and gestational diabetes). The criteria were

used to guide the development of the abstraction form.

DATA COLLECTOR TRAINING, ABSTRACTION, AND MONITORING

Registered nurses experienced in clinical practice were nominated by the
participating HMOs to become data collectors. The nominated individuals were screened for
abstraction skills using a test medical record, abstraction form, and guidelines. Among those
demonstrating adequate skills, eleven nurses from the HMOs and two nurses hired by RAND
to supervise data collection were invited to participate in a training session on the use of the
abstraction form. Training covered the specifics of sampling, abstracting data from the
medical records, and monitoring data collection. The training session took two and one-half
days and was conducted by Value Health Sciences, the subcontractor that was responsible for
developing the data collection form and guidelines. All but one of the abstractors successfully
completed the training program. In that case, the plan sent another abstractor to an
individual training session also conducted by Value Health Sciences.

During data collection, abstractors were monitored using three methods. First, a
nurse overreader (one of the nurses hired by RAND) was responsible for reviewing all of the
abstracted charts from each HMO. The purpose of this review was to ensure internal

consistency and to check whether coding was consistent with supporting clinical data. The

1paul J. Murata, Elizabeth A. McGlynn, Albert L. Siu, and Robert H. Brook, Prenatal Care: A Literature
Review and Quality Assessment Criteria, RAND, JR-05, 1992.
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abstractor was asked to copy verbatim pertinent physicians’ and nurses’ notes in particular
sections of the abstraction form. In addition, specific parts of the record (e.g., prenatal care
visit summary form, labor and delivery record) were photocopied and attached to the
abstraction form. If the overreader had any questions about data in the abstraction form,
she contacted the data collector at the HMO to resolve discrepancies. Second, after the nurse
overreader completed her check of the abstraction form, the lead physician on the study
(PJM) overread the form to make specific clinical judgments (e.g., whether a medication
regimen was adequate in type of medication, dose, and duration). Third, after an abstractor
had completed and returned about ten charts, a “gold standard” record was sent out for
abstraction. This enabled us to assess whether HMOs were maintaining consistent data

collection standards and whether any unique problems were being encountered in the HMOs.

ABSTRACTION FORM
The purpose of the abstraction form is to collect data from both outpatient and

inpatient records on the process of prenatal care. The abstraction form is divided into 13

sections:

I. Tear sheet for confidential patient information
II. Identifying data, including research identification number, and codes for the
hospital, health maintenance organization, and abstractor
III. Patient demographic characteristics
IV. Inclusion and exclusion criteria
V. General medical history
VI. Previous obstetric history
VII. Prenatal care for marker pregnancy
VIII. Laboratory studies and treatment
IX. Prenatal diagnostic and monitoring studies
X. Admission for delivery
XI. Delivery
X1II. Newborn and postpartum period
XII1. Photocopy requirements

The abstraction form was designed to be consistent with the format of a medical record
to enhance the accuracy and efficiency of the abstraction process. Within each set of related

items, the source of data in the medical record was specified. For example, both progress
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notes and laboratory reports are used as sources of information about tests that were done
during the prenatal care period (e.g., pregnancy test, Rh factor, screening for sexually
transmitted diseases); in general, the laboratory report was the preferred source of
information. In addition, items derived from a particular part of the medical record were
grouped. For example, all data from the inpatient portion of care is grouped into Sections X

through XII.

Inclusion Criteria

The universe from which the sample for this study was drawn included all women in
the six participating consortium HMOs who had a delivery between August 1, 1989, and July
31, 1990. Multiple gestation pregnancies were included if at least one fetus was born alive.
The sample was identified using labor and delivery admission records with ICD-9-CM
procedure codes for live births (V27.0, V27.2, V27.3, V27.5, V27.6, V27.9) or pregnancy
complications (640-667: xxx.1 or xxx.2) or with CPT-4 codes for delivery (59400, 59410,
59500, 59501, 59520, 59521, 59540, 59541, 59560, 59561, 59580, 59581). We also required

that the majority of care was received in the plan and that medical records data were

reasonably complete.

Exclusion Criteria

We excluded women who were not members of the plan for the year before the birth to
ensure that women had the opportunity to receive all prenatal care in the plan. We excluded
fetal deaths because they constitute only a small portion of pregnancies (0.8 percent of those
continuing past 20 weeks gestation) and they might be inconsistently identified among plans
based on discharge diagnoses. Out-of-plan deliveries were excluded only if no prenatal care
was received in the plan; these deliveries were identified using administrative data (e.g.,
claim for hospital charges). We also excluded from the abstraction process those charts with
inadequate information available for conducting the review. In particular, if information
regarding prenatal care visits that actually occurred was missing, the chart was excluded.
We kept track of the number of such charts that were identified in each plan as a separate

measure of the quality of medical records documentation.

Patient Demographics and Comorbidity
We collected data on the patient’s age and race. For black women, we also collected
data on the race of the father because the information was required for the criterion on

screening for sickle cell anemia. We collected data on the patient’s general medical history



including a history of genetic disorders, employment in a high-risk occupation (e.g., dialysis
nurse or technician), prior history of communicable diseases, presence of serious comorbid

conditions (e.g., asthma, diabetes mellitus, hypertension), and history of substance abuse.

Previous Obstetric History

We collected information on the total number of pregnancies and the outcomes of prior
pregnancies, whether the patient had a prior cesarean section, any complications of prior

pregnancies, and previous neonatal complications.

Prenatal Care for Marker Pregnancy

We collected information on the last menstrual period or expected date of confinement
and whether those had been changed during the course of the pregnancy, dates for fetal
heart tones and quickening, the patient’s height, a summary of the prenatal care visits
including when the visits occurred, maternal weight, blood pressure measurements, urine
protein and glucose, fundal height, estimated gestational age, edema, whether any home
visits occurred and the results of examinations from those visits, condition of the cervix and
station, fetal presentation, referrals or counseling for substance use or diet instruction, RHO
(D) immune globulin administration during pregnancy, symptoms and findings consistent
with pregnancy-induced hypertension, any orders for bedrest or restricted activity, presence
of communicable diseases during pregnancy, development of any other serious medical
problems during the pregnancy, screening and treatment for gestational diabetes, screening
and treatment for pregnancy-induced hypertension, other complications, and nontoxemia
hospitalizations. Laboratory results for a number of screening tests were noted as were the

results of any diagnostic or monitoring studies (e.g., amniocentesis, nonstress tests).

Labor and Delivery

Because the focus of the study was on prenatal care, limited information was collected
on the labor and delivery process. The date and time of admission were noted along with the
condition of the cervix and station on admission, whether labor had to be induced and if so by
what method, the date and time of labor onset, any complications occurring before delivery,
the date, time and type of delivery, reasons for cesarean section if one was performed, and

the use of anesthesia.
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Newborn and Postpartum Period
We collected information on whether the birth involved multiple infants, one-minute
and five-minute Apgar scores, birthweights, newborn complications, postpartum vaccinations

or medications, maternal postpartum complications, maternal date of discharge, and status

at discharge.

GUIDELINES FOR THE ABSTRACTION FORM

To standardize the abstraction process, detailed guidelines were prepared to
accompany the abstraction form. The guidelines define medical terms, specify data sources
to be used in obtaining information from the medical record, and provide important medical
synonyms. Each item in the abstraction form has a corresponding section in the guidelines.
If the abstractors encountered a problem in the medical record that was not addressed in the
guidelines, they were instructed to call the nurse supervisor at RAND for guidance on how to
proceed. The nurse supervisor also provided feedback throughout the data collection process
on problem areas identified during the review process. This process was designed to ensure
continuing comparability of data collected at the different HMOs; our previous experience

during a pilot study was that these decisions made independently in the field could lead to

noncomparable data.
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PARTI1

PRENATAL CARE MEDICAL RECORD ABSTRACTION FORM






TEAR SHEET

Patient's ID code: ....vvvvevnnnn

Date abstracted: .o.eviieiriieiniieneecrncnncasnncana

Patient's inpatient medical

record number: ......iiieiiieccces

Patient's outpatient medical

record NUMDEr: ...vieeeeecnccanns

Patient's name:

Last name

Patient's date of birth:

(ND=999999) ..cvvrrrnnreeerereeeennnnnnnsnnnoncacans

Patient's address:

Card 001

Month Day

Year

First name

Month Day

Year

Card 002

Number Street Name

OR

P.0. Box

Number

ST, DR,
etc.

City

State

Zip Code
Card 001-002

Apt. #

13-15/

1-12/

16-21/

22-33/

34-45/

46-59/
60-73/

74-79/

13-15/
1-12/

16-20/
21-41/
42-43/
44-47/

48-52/

53-72/
73-74/
75-79/



II.

10.

11.

12.

I-2

IDENTIFICATION DATA

Card 003

Patient's ID Code: ..veveennecncencoosacnnnnna

Patient's Medical Record Numbers:

a) Inpatient ....coviiinniiiiiannnn.

b) Qutpatient .....cevevnnnnniennnn.
Hospital of delivery ID Code: ......ceevvinnnreniinnncenns
1 0 0o s =3 Y
AbStractor Code: ...iiiiereenerisenenneooerecaansncannsnns

Card 003

13-15/

1-12/

16-27/

28-39/

40-43/

44-49/

50-52/



III.
13.

14,

Card 003

PATIENT CHARACTERISTICS
Date of birth (ND=999999):

Date ..

13a)
delivery (ND=999):

Race of patient:

Alaskan native ............
American Indian ...........
Asian/Pacific Islander ....
Black, not Hispanic .......
Haitian/Sub-Saharan .......
Hispanic c.ovvevieienennnn,

White, not Hispanic .......

Other; specify:

Month Day Year

oooooooooooo

......... 1
......... 2
......... 3

(Skip to Q15)

(Continue to Ql4a)

......... 7 » (Skip to Q15)

Nodata «vvvvveninnnnnannnn

14a)
of the baby.

If race of patient is black, indicate the race of the father

(Circle one)

Black, not Hispanic ........cvuvnns 1
Other ittt ittt ciieannns 2
No data ..ovivvinninnnnrnnnnnnnnnss 9

53-58/

If the date of birth is missing, give the patient's age at the time of

59-61/

62/

63/



IV. INCLUSION/EXCLUSION CRITERIA

15. Time Period of Care

During what specified time period did the marker delivery occur?
(Circle One)
August 1, 1989-July 31, 1990 ... 1 (Continue to Q16) 64/
*Other .viiiivriiireriineecnnnns 9* (STOP ABSTRACTING)

16. Live Birth
Did the marker pregnancy end with a live birth?
(Circle One)
YES ittt P 1 (Continue to Q17) 65/
*No/No data «..ocvvvinvinnnnnnnns 9* (STOP ABSTRACTING)

17. Transfer of Care

Is there evidence in the medical record indicating that a part of the
patient's regular prenatal care was administered at a non-HMO clinic?

(Circle One)
fol = - 1* (STOP ABSTRACTING) 66/

No/No data «..evveennnnnnnnnnnnn 9 (Continue to Q18)

18. Delivery Record

Is there documentation or a summary of the labor and delivery present in
the medical record?

(Circle One)
YOS ttetrrrnnrrneraeernaneannns 1 (Continue to Q19) 67/
*No/No data vovvevverennnnnennns 9* (STOP ABSTRACTING)

Card 003



I-5

19. Documentation of Pfenata] Care

Is documentation of all prenatal visits present in the medical record?
(Circle One)
Yes, all visits are documented .... 1) 68/

Yes, the patient had no prenatal

care during the marker pregnancy .. 2
% (Continue to
Not sure, can't tell whether Section V, Q20)
some prenatal care documentation

is missing or if prenatal care

was not provided ....cicviieniinnns 3]

*No, documentation of some or all
of the prenatal care visits is
missing from the record ........... 4* (STOP ABSTRACTING)

Card 003



1-6

WORKSHEET #1: IMPORTANT DAYS

You may wish to use this worksheet throughout this
abstraction form to help remember the dates defining
the time period of the marker pregnancy.

In column (1), locate the following important days:
. Day of onset of last menstrual period (LMP) prior to delivery.
. Delivery day of the marker pregnancy.

In column (2), list the dates referred to.

Use these dates as reference points to keep in mind the marker prenatal period for
questions dealing with clinic and home visits, laboratory results, and other
hospital admissions during the marker pregnancy.

COLUMN 1 COLUMN 2
Important Days Date

Day of onset of LMP
Month Day Year

Delivery Day

Month Day Year




V.

20.

21.

-7

GENERAL MEDICAL HISTORY Card 004 13-15/

1-12/

Family History

At the time of the first prenatal visit, was there a history of any of the
following in the patient, father of the baby, or a close blood relative of
the patient or father of the baby? (NOTE: Close relative includes parent,
child, sibling, niece/nephew.)

(a) (b) (c)
Patient Father Close relative
of baby of patient or
father of baby

YES NO/ND YES NO/ND YES NO/ND
Anencephaly, spina bifida, ,
neural tube defect (NTD) ...... 1 9 1 9 1 9 16-18/
Down's syndrome .....ceceeeeenes 1 9 1 9 1 9 19-21/
Sickle cell anemia ............ 1 9 1 9 1 9 22-24/
Other malformation or
genetic problem;
specify: 1 9 1 9 1 9 25-27/

20a) Did a close relative of the patient have diabetes mellitus?
(Note: Close relative includes parent, child, sibling, niece/nephew,
cousin, uncle/aunt, grandparent.)
(Circle one)

YES titetrecrteannacnes 1 28/

High-risk occupation

Was the patient ever employed in any of the following occupations?

YES NO/ND
i) Dialysis nurse or technician ..... 1 9 29/
ii)  Phlebotomist ...evirieerernvanann 1 9 30/
iii) Caregiver in mental institution .. 1 9 31/

Card 004



22. Prior Communicable Disease History

Prior to the marker pregnancy, did the patient have a history of any of the

following?
YES NO/ND

i) Rubella (German measles) .eeeeevienceerannn. 1 9 32/
11) Genital herpes .....cceieeeveosesccoseonennnn 1 9 33/
131) SYPhiTiS tiiriiiiiiiiiiiiieeneenennnnnnenn. 1 9 34/

) é;izggezo(&61l'93?????.?T ........ (1] 35-36/
V) GONOrrhea .uveevievevensennnenneeenesssonans 1 9 © 37/

) §;1§5§e§°(ﬁ3)é 3;????.?? ......... (1] 38-39/
v) Hepatitis A c.cevvvvennnnnnn. s 1 9 40/
vi)  Hepatitis B tuveeiierirrnnnrroncercnennnnnnns 1 9 41/
vii) Hepatitis non-A, non-B ....ceviieirniiennnn. 1 9 a2/
viii) Hepatitis unspecified ...cevvvevevneeninnnn. 1 9 43/
ix)  Transfusion of blood or blood

products on more than 1 occasion ....... R | 9 a4/
X) History of rejection as a blood

60 T ) o 1 9 45/
xi) Household contact with dialysis

patient ...viiiiiiiii it it 1 9 46/
xii) Household contact with known

hepatitis B carrier ...oiieiiiiiiiinnennnnn. 1 9 47/
Check here if none of the above or no data .... [] 48/

Card 004



I-9

Other Medical History

At the time of the first prenatal visit, did the patient have a history
of any of the following?

YES NO/ND
PULMONARY :
i) X3 1111 - Ot 1 9 49/
CARDIOVASCULAR:

~—ii) Hypertension (HTN) (other than during pregnancy) ... 1 9 50/

iii) Vvalvular Disease:
Mitral stenosis (MS), insufficiency, or
regurgitation (MR);
Aortic stenosis (AS), insufficiency (AI), or
regurgitation (AR);
Tricuspid stenosis (TS), insufficiency (TI),
or regurgitation (TR);
Pulmonic stenosis (PS), insufficiency (PI),
or regurgitation (PR); or
Valve replacement (MVR, AVR, AQOVR), or
surgery (CommissUrotomy) «.oueeeeeveeeeeneeanaanans 1 9 51/
GASTROINTESTINAL:
jv)  Inflammatory bowel disease (IBD)/
Crohn's disease/ulcerative colitis ...veveienennnnn. 1 9 52/
GENITOURINARY:
v) Pyelonephritis ...cuiiiiiiiiiierriniinerrnnnneanenns 1 9 53/
vi) Pelvic inflammatory disease (PID) .vvvvvveennnnnnnns 1 9 54/
Vii) Cervical CanCer ..iveveeeeeeeeeeeeeeccocecoenocacnnns 1 9 55/
viii) Fibroids/myomectomy (fibroid surgery) .............. 1 9 56/
ENDOCRINE:

--4x)  Diabetes mellitus (other than during pregnancy)..... 1 9 57/
x) Hyperthyroidism/hypothyroidism ...oevvuuiiiennnnnn. 1 9 58/
MUSCULOSKELETAL/VASCULAR:

xi)  Rheumatoid arthritis (RA) «vvverriineennnennnnennns 1 9 59/
xii) Lupus erythematosus (SLE) .cveeeniniinnnnnnnennennns 1 9 60/
Check here if none of the above or no data ............ ] 61/

Card 004



24.

Card 004

History of Substance Abuse

Did the patient have a history of any of the following?
indication in the medical record that current or continued use may be a problem

during the marker pregnancy?

(a)
YES NO/ND

i) Intravenous drug use ....... 1 9
ii)  Other, non-1V drug use ..... 1 9
iii) Alcohol abuse .............. 1 g9
iv)  Substance abuse,

unspecified .......cvvvvnnn. 1 9
V) Cigarette smoking in past

6 months ........ocvviennnn. 1 9

Check here if none of the above or no data ...

If YES to (a),
current probiem?

YES NO/ND
1 9

1 9

1 9

1 9

1 9

L

If so, is there any

(b)

62-63/
64-65/

66-67/

68-69/

70-71/

72/



VI

25.

PREVIOUS OBSTETRIC HISTORY Card 005 13-15/
1-12/

Gravida

What is the total number of pregnancies (including the current one) that the patien
has had? (NOTE: Include pregnancies resulting in abortion, miscarriage,
stillbirths, etc., as well as ectopic pregnancies.)

Gravida (total number of pregnancies) ..... 16-17/

(ND = 99)

If the patient is gravida 1, skip to Section VII, Q31. Otherwise,
continue to Q26.

Card 005



26. Pregnancy Outcomes

Indicate the total number of previous deliveries (para), miscarriages/ abortions
and ectopic pregnancies. Where applicable, note the number of previous premature
births, stillbirths, and type of abortions.

If 26a) 21, give number of:

26a) Total number of deliveries 18-19/
>20 weeks {para) .......... ) Live term births (>36 wks) LT 2021/

ii)  Live preterm births
(>20-36 WKS) veveienniinnnn (11 22y

iii) Live births, unspecified . L] 2225/
iv) Term stillbirths (>36 wks) LI 2627/
v) Preterm stillbirths

(>20-36 WKS) ceveeranannnn I TYY

vi)  Stillbirths unspecified .. [T] 30y

vii) Date of last delivery: 'M ! - (ND=999999) 3237/
on ay ear

26b) Total number of ectopic

pregnancies .....ceeeeecens LT] 38-39/
26c) Total number of abortions/ If 26c) >1, give number of:
miscarriages <20 wks ...... [:I:] 40-41/

i) Spontaneous (SAB) <12 wks [ sy
ii)  Spontaneous (SAB)

) >12-20 wks FETS IR L1 asas
iii) Spontaneous (SAB),

unspecified .......cvenennn LT -
iv)  Therapeutic (TAB) ........ L] ssay

V) Abortion, type unspecified (1] s0-s1/

27. Previous Caesarean Sections

Give the number of previous C-sections.

Total previous C-sections ..... 1] (ND = 99) 52-53/

If the patient has had one or more previous C-sections, continue
to Q28. Otherwise, skip to Q29.

Card 005



Card 006
1st 2nd 3rd
C-section C-section C-section
28. Date of C-section.
(ND=999999)
Date +c.cvvnennn.
Mo Day Yr Mo Day Yr Mo Day Yr
28a. Type of C-section. (Circle One) (Circle One) (Circle One)
Low segment transverse ...... 1 1 1
Vertical ("classical")/Low
vertical/Inverted T ......... 2 2 2
Other; specify:
3 3 3
Nodata .covvvvninnnencnennn. 9 9 9
28b. Reason for C-section. Yes No/ND Yes No/ND Yes No/ND
i) Malpresentation ...... 1 9 1 9 1 9
ii) Cephalo-pelvic
disproportion/
Failure to progress/
Abnormal duration of
labor/Failed forceps
OF VACUUM 4eveveonsens 1 9 1 9 1 9
iii) Fetal distress ....... 1 9 1 9 1 9
iv) Placenta abruptio/
Previa coveeeeieenena. 1 9 1 9 1 9
v) Toxemias of
Pregnancy ..c.eeeeeeses 1 9 1 9 1 9
vi) Herpes genitalis...... 1 9 1 9 1 9
vii) Previous C-Section ... 1 9 1 9 1 9
viii)Other; specify: ...... 1 9 ( 1 9 1 9 )
- ) -
(specify) (specify) (specify)

Card 006

13-15/
1-12/

16-21/
22-27/
28-33/

34-36/

37-39/

40-42/

43-45/

46-48/

49-51/
52-54/
55-57/

58-60/
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28c. If unsure of data for Q28a or 28b, copy the exact words from the medical record
describing the previous C-sections.

1st C-section:

2nd C-section:

3rd C-section:

29. Complications of Previous Pregnancies

Did the patient have any of the following problems associated with pregnancy prior
to the marker pregnancy?

YES NO/ND
1) Habitual abortions (3 or more
consecutive spontaneous abortions) ..... Ceeennses 1 9 61/
ii)  Therapeutic abortion for a fetal
problem; specify: 1 9 62/
iii) Incompetent CErviX ...veeeieierrercecrnnnnsancons 1 9 63/
~ iv) Preterm labor, preterm premature rupture of
membranes (PROM), PROM at < 37 weeks ...ovenennn. 1 9 64/
-~ v) Diabetes with pregnancy .....cocvviiiiiinnnnnnns 1 9 65/
— vi) Preeclampsia, eclampsia, toxemia, pregnancy
induced hypertension (PIH) ....cceviiveenneennnnn. 1 9 66/
vii) Multiple births ............ e teetencecceratanans 1 9 67/
Check here if none of the above or no data ......... ] 68/

Card 006
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30. Neonatal Complications Card 007 13-15/
1-12/

Did any of the following complications occur with any previous births?
If so, indicate the total number of each.

(a) (b)
Yes No/ND If Yes to (a)
give number:

(ND = 99)
~1) Birthweight of 1500-2499 gm
f (31b502-51802) cvvvveeinnnnns 1 9 16-18/
ii) Birthweight of 1499 gm
or less (less than 3 1b 5 0z) ........ 1 9 19-21/
- iii) Low birthweight, unspecified ......... 1 9 22-24/
—1iv) Birthweight of 4001 gm or more
(more than 9 Tb) ..vvivrriieninnnnnnen 1 9 25-27/
—~v) Macrosomia, weight unspecified ....... 1 9 28-30/
vi) Death of infant in first 4 weeks
after birth (excluding stillbirth) ... 1 9 31-33/
vii) Anencephaly, spina bifida,
neural tube defect (NTD) ............. 1 g 34-36/
viii) Down's SYNdrome ......eeeeeneeneencnnns 1 9 37-39/
jx)  Other malformation or genetic
problem; specify: i 9 40-42/
x) Other neonatal complication;
specify: 1 9 43-45/
Check here if none of the above or no data ............. ] 46/

Card 007



VII PRENATAL CARE FOR MARKER PREGNANCY

31. Last menstrual period (LMP)/Expected Date of Confinement (EDC)

What was the first day of the patient's last menstrual period (LMP) prior to the
?arker de]iviry and the expected date of confinement (EDC) for the marker pregnancy
ND = 999999

i) IMP ittt 47-52/
Honth Day Year

1) EDC veviineneiannns 53-58/
Month Day Year

3la) Is there any evidence in the medical record that the date of the
LMP or EDC may be unreliable?

YES NO/ND
i) Questionable date, irregular menses ..... 1 9 59/
ii)  Other, specify: 1 9 60/

31b) Does there appear to be more than one date given for the EDC?

YES teverernrenreanns 1 61/
(Skip to Q33)
No/No data .......... 9

! FOR OFFICE USE ONLY !

| |

| |

! . 32. Revised EDC !

| 1

i Was the EDC ever revised during the prenatal care? i

i |

E (Circle one) ;

1 |

E =S 1 (Continue to Q32a) i 62/
1 |

E NO/NO data vouvvemnnernneennannnss 9 (Skip to Q33) i

| i

| 32a) If YES to Q32 give the first revision of the EDC. (ND=999999) |

| E

: i) Revised EDC vvvevinnnennnnnnnn. ! 63-68/
; Month Day Year ;

Card 007



33.

34.

35.

Fetal Heart Tones (FHT) Card 008

Give the dates that fetal heart tones (FHT) were first heard by Doppler
and by fetoscope.  (ND=9999)

i) FHT by Doppler ..........

Month Day

ji)  FHT by fetoscope ........

Month Day

33a) If the dates entered in Q33 do not include the first documentation
of FHT, enter the date FHT were first documented.  (ND=9999)

Month Day

Quickening

Give the date that quickening (fetal movement perceived by the patient)
was first noted to have occurred. (ND = 9999)

Month Day

Height
What was the patient's height?

i) feet inches
OR
ii) centimeters

Card 008

13-15/
1-12/

16-19/

20-23/

24-27/

28-31/

32-34/

35-37/
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36. Summary of Prenatal Visits

Provide the specified data for each of the outpatient prenatal care
visits for the marker pregnancy. (Leave blank where data are not

found) J
(a) (b) (c) . _(d) (e)
Date of Maternal Systolic Diastolic Urine
visit weight BP BP Protein
Mo/Day (1bs)
O0=Neg/Tr  2=2+
1=1+ 3=3+/4+
9=No data
i) [ ] 0 1 2 3 9
1) _ 0 1 2 3 9
1i1) 0 1 2 3 9
-

iv) 0 1 2 3 9
V) 0 1 2 3 9
vi) 0 1 2 3 9
vii) 0 1 2 3 9
viii) 0 1 2 3 9
ix) 0 1 2 3 9
X) 0 1 2 3 9
xi) 0 1 2 3 9
xii) 0 1 2 3 9

(16-19) (20-23). (24-26) (27-29) » (30)



1-19
Summary of Prenatal Visits (Cont'd)

Vv | v
(f) (9) (h) (1)
Urine Fundal Estimated Edema
Glucose height gestational
(cm) age (wks)
0=Neg/Tr  2=2+ 2=2+
3=3+/4+ 3=3+/4+
9=No data 9=No data
2 3 9 2 3
2 3 9 2 3
2 3 9 2 3
2 3 9 2 3
. -
2 3 9 2 3
2 3 9 F_ 2 3
2 3 9 2 3
2 3 9 2 3
2 3 9 2 3
2 3 9 2 3
2 3 9 2 3
..
2 3 9 F_ 2 3
(31) (32-5@) (35-3}) (38)

Cards 009-020

13-15/

1-12/

Card 009

Card 010

Card 011

Card 012

Card 013

Card 014

Card 015

Card 016

Card 017

Card 018

Card 019

Card 020
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36. Summary of Prenatal Visits (Cont'd)

Provide the specified data for each of the outpatient prenatal care
visits for the marker pregnancy. (Leave blank where data are not found)

(a) (b) (c) . (d) (e)
Date of Maternal Systolic Diastolic Urine
visit weight BP BP Protein
Mo/Day (1bs)
0=Neg/Tr  2=2+
1=1+ 3=3+/4+
9=No data
xiii) 0 1 2 3 9
xiv) [ ] ' o 1 2 3 9
Xv) 0 1 2 3 9
xvi) 0 1 2 3 9
xvii) 0 1 2 3 9
xviii) . 0 1 2 3 9
Xix) 0 1 2 3 9
Xx) 0 1 2 3 9
Xx1i) 0 1 2 3 9
xxii) 0 1 2 3 9
xxiii) 0 1 2 3 9
iv) 0 1 2 3 9

(16-19) (20-23). (24-26) (27-29) (30)
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36. Summary of Prenatal Visits (Cont'd) Card
(f) (g) (h) (i)
Urine Fundal Estimated Edema
Glucose height gestational
(cm) age (wks)
O=Neg/Tr  2=2+ O0=Neg/Tr  2=2+
1=1+ 3=3+/4+ 1=1+ 3=3+/4+
9=No data 9=No data
0 1 2 3 9 0 1 2 3
0 1 2 3 9 0 1 2 3
o 1 2 3 9 0 1 2 3
0 1 2 3 9 0 1 2 3
0 1 2 3 9 0 1 2 3
0 1 2 3 9 0 1 2 3
0 1 2 3 9 0 1 2 3
0 1 2 3 9 0 1 2 3
0 1 2 3 9 0 1 2 3
0 1 2 3 9 0 1 2 3
0 1 2 3 9 0 1 2 3
0 1 2 3 9 0 1 2 3
(31) (32-5;) (35-53) (38)

Cards 021-032

13-15/
1-12/

Card 021

Card 022

Card 023

Card 024

Card 025

Card 026

Card 027

Card 028

Card 029

Card 030

Card 031

Card 032



 37. Home Visits
Were any home visits made to the patient during the prenatal period?
; (Circle One)
YOS terirerencnncnacannaneenns 1 (Continue to Q37a) 39/
NO/NO data vovevvvnvenennnenns 9 (Skip to Q38)

37a) If YES to Q37, provide the requested information from each home
visit. (Leave blank where no data are found)

(a) (b) _ (c) (d) (e)
Date Systolic Diastolic Fundal Urine
Mo/Day BP BP Height Protein
(cm)
O=Neg/Tr  2=2+
1=1+ 3=3+/4+
9=No data
i) 0 1 2 3 9
ii) 0 1 2 3 9
iii) 0 1 2 3 9
iv) 0 1 2 3 9
v) 0 1 2 3 9
vi) 0 1 2 3 9
vii) 0 1 2 3 9
viii) 0 1 2 3 9
ix) 0 1 2 3 9
x) 0 1 2 3 9
(16-19) (20-22) (23-25) (26-283 (29)

Card 032



37.

Home Visits (Cont'd)

()
Urine
Glucose

I-23

(g)

Edema

0=Neg/Tr
1=1+

(30)

2=2+

3=3+/4+

9=No data
0 1
0 1
0 1
0 1
0 1
0 1
0 1
0 1
0 1
0 1

(31)

Card

Cards 033-042

13-15/
1-12/

Card 033

Card 034

Card 035

Card 036

Card 037

Card 038

Card 039

Card 040

Card 041

Card 042
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38. Condition of the Cervix/Station/Fetal Presentation Card 13-15/
1-12/

Indicate the notations during the last 2 months of prenatal care of the

condition of the cervix (dilation and effacement) and station and the

presentation of the fetus and the dates these were recorded. Be sure

to include documentation noted in any home visit notes. (Leave blank

where no data are found)

(a) (b) (c) (d) (e)
Date Dilation Efface- Station Fetal
Mo/Day (cm) mt(an§ Presentation
9=No data 1=Vertex/Cephalic
9=0ther/ND
i) -3 -2 -1 01 2 39 1 9 Card 043
i) -3 -2 -1 01 2 3 9 1 9 Card 044
iii) -3 -2 -1 01 2 39 1 9 Card 045
iv) -3 -2 -1 01 2 3 9 1 9 Card 046
v) -3 -2 -1 01 2 3 9 1 9 Card 047
. [ ]
vi) -3 =2 -1 01 2 3 9 1 9 Card 048
]
vii) -3 -2 -1 01 2 3 9 1 9 Card 049
viii) -3 -2 -1 01 2 3 9 1 9 Card 050
ix) -3 -2 -1 01 2 3 9 1 9 Card 051
X) i -3 -2 -1 01 2 3 9 1 9 Card 052
xi) -3 -2 -1 01 2 39 1 9 Card 053
xii) -3 -2 -1 01 2 3 9 1 g Card 054
(16-19) (20-22.) (23-24) (25) (26)

Cards 043-054



39.

i)

iii)

iv)

40.

Referrals/Counseling

I-25

Did the patient receive any of the following types of referrals or
counseling during her prenatal care? If so, indicate the date the
referral was made or counseling was given.

Diabetic diet instruction

Alcohol abuse

Drug abuse

Smoking cessation

RHO (D) Immune Globulin

ooooooooooooooooooooo

(a) (b) (c) (d)
Referral 1If Yes to If no to If Yes to
given? (a), date (a), (c), date

referred counseled? counseled
YES NO/ND (ND=9999) YES NO/ND (ND=9999)

Mo/Day Mo/Day
1 9 1 9
1 9 1 9
1 9 1 9
1 9 1 9

Was RHO (D) immune globulin (Gamulin Rh, HypRho-D, Rhesonativ, RhoGAM)
given to the patient during the marker pregnancy?

40a)

(Circle One)

............. 1 (Continue tc Q40a)
.............. 9 (Skip to Q41)

If YES to Q40, give the date the RHO (D) immune globulin was

administered.

-------------

(ND=999999)

Month Day Year

Card 054

27-36/

37-46/

47-56/

57-66/

67/

68-73/



41. Symptoms/Findings Card 055 : 13-15/
1-12/

At any time during the marker pregnancy, did the patient have any of
the following symptoms or findings? If so, give the date of the first

occurrence.
(a) (b)
If YES to (a),
date of first
occurrence
(ND=9999)
YES NO/ND Mo/Day
~ 1) Severe headache ............ 1 9 16-20/
ii) Mental status change ....... 1 9 21-25/
~ ii1) Visual disturbances ........ 1 9 26-30/
-~ jv)  Right upper quadrant (RUQ)
or epigastric pain ......... 1 9 31-35/
- V) Oliguria coovveivennnnnennnn 1 9 36-40/
vi) Pulmonary edema ............ 1 9 41-45/ -
- vii) Seizures ....iieiiiiiiiienn.. 1 9 46-50/
Check here if none of the above or no data ....... ] 51/

42, Bedrest
During the marker pregnancy, was the patient ever put on bedrest at hLome?

(Circle One)

b (=3 1 (Continue to Q42a) 52/
No/No data .o.evevvvnnnnnnnnnnn 9 (Skip to Q43)
42a) If YES to Q42, indicate the date bedrest at home was first started.
(ND=9999)
Date ..iiiiiiiiiiiiiii, 53-56/
Month Day

Card 055
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Restricted Activity

Did the patient ever discontinue employment or reduce her usual activities
(other than bedrest) during the marker pregnancy?

(Circle One)
YOS tteiteietneitearrteeeaaare 1 (Continue to Q43a) 57/
No/No data ..vevvennennnaananns 9 (Skip to Q44)

43a) If YES to Q43, give the date the patient first stopped
working or restricted her usual activities. (ND=9999)

Date ..veeiniiiaanns 58-61/
Month Day

Communicable Disease

Did the patient have any of the following during the marker pregnancy?

YES NO/ND

i) Rubella (German measles) ......... 1 9 62/
= ji) Genital herpes ........ciiieunnnn. 1 9 63/
= 311) Syphilis ceuiiiiiiiieiiinneeecnnns 1 9 64/
T V) GONOrrhEa c.viievreiirenceonenonas 1 9 65/
~V) Hepatitis A veerrininrnnnennnnns 1 9 66/
vi)  Hepatitis B ...eveeererevieonnnnns 1 9 67/
vii) Hepatitis non-A, non-B ........... 1 9 68/
viii) Hepatitis unspecified ............ 1 9 69/

ix)  Household contact with dialysis
; patient ... iiiiiiiiiiiiiiian, 1 9 70/

L x) Household contact with known

hepatitis B carrier .............. 1 9 71/
Check here if none of the above or no data .. [ 72/

Card 055



45. QOther Medical Problems Card 056 13-15/
1-12/
Did the patient develop any of the following during the marker pregnancy?
YES NO/ND
PULMONARY:
i) ASthMA . vvierrniiineineeeracenescsonsarasanssannaans 1 9 16/
CARDIOQVASCULAR:
ji) Vvalvular Disease:
Mitral stenosis (MS), insufficiency, or
regurgitation (MR);
Aortic stenosis (AS), insufficiency (AI), or
regurgitation (AR);
Tricuspid stenosis (TS), insufficiency (TI),
or regurgitation (TR);
Pulmonic stenosis (PS), insufficiency (PI),
or regurgitation (PR); or
Valve replacement (MVR, AVR, AQVR), or
surgery (COmMiSSUrotomMY) «eeeeeveceevreeonnnncnoas 1 9 17/
GASTROINTESTINAL: :
iii) Peptic ulcer disease (PUD) ..ovvvveennnenancrenncens 1 9 18/
iv Cholelithiasis/Cholecystitis cevverrnnennrcnnncnnnns 1 9 19/
v) PaANCreatitis vevvererreeneeneeenanenncesncernnasanns 1 9 20/
vi) Inflammatory bowel disease (IBD)/
Crohn's disease/ulcerative colitis ...cevvviunencnnn. 1 g 21/
GENITOURINARY:

—-vii) Pyelonephritis coiveeieiiiiiiirninnrnnnrenonnannnes 1 9 22/
viii) Nephrolithiasis ..oeviriiiiniiiriiieiininnanaanen. 1 9 23/
ix)  Pelvic inflammatory disease (PID) ...ccvveveininnnnnn 1 9 24/
x) Cervical CanCer v.vveverveenveoecoesnceacsacanancanens 1 9 25/
xi1)  Fibroids/myomectomy (fibroid surgery) .............. 1 9 26/
ENDOCRINE:

xii) Hyperthyroidism/hypothyroidism .....covvvvniiiienns. 1 9 27/
MUSCULOSKELETAL/VASCULAR:

xiii) Rheumatoid arthritis (RA) ceeiieriiiireeierennnnenn. 1 9 28/
xiv) Lupus erythematosus (SLE) .cveveniiiiennienrrnnannnns 1 9 29/
xv)  Thrombophlebitis ....ciieiriinriininniinnennnennns 1 9 30/
Check here if none of the above or no data ............ [] 31/

Card 056



46.

1-29

Gestational Diabetes

Did the patient develop gestational diabetes during the marker pregnancy?
(Circle one)

| =3 J 1 (Continue to Q46a) 32/
NOo/NO data vevvvveninnnerneennnn. 9 (Skip to Q47)

46a) If YES to Q46, indicate if the patient was placed on any of the
eligible drugs and, if so, the start date of the medication.

ELIGIBLE MEDICATIONS (Q46a)

2 Acetohexamide 1 NPH Insulin

2 Chlorpropamide 2 Oramide

2 Dia Beta 2 Orinase

2 Diabinese 1 - Protamine, Zinc &

2 Dyme lor ITetin I or II

2 Glibenclamide 1 PZI I or II

2 Glipizide 1 Regular Iletin

2 Glucotrol 1 Regular Insulin

2 Glyburide 2 Ronase

1 Humulin L or N or R 1 Semilente Iletin

1 Iletin I or II 1 Semilente Insulin

1 Insulatard NPH 2 Tolamide

1 Insulin 2 Tolazamide

1 Lente Iletin I or II 2 Tolbutamide

2 Micronase 2 Tolinase

1 Mixtard 1 Ultralente Iletin I

1 Novolin L or N or 1 Ultralente Insulin

R or 70/30 1 Velosulin
1 NPH Iletin
(a) (b)
YES NO/ND If YES to (a),
give start date
(ND=9999)
i) Insulin (Class 1) .......... 1 9 33-37/
Month Day
i) Oral diabetic medication
(C1ass 2) vevveeniieennnnnn 1 9 38-42/

Month Day

Card 056
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47. Pregnancy Induced Hypertension

During the marker pregnancy, was the patient ever diagnosed as having
eclampsia, preeclampsia, toxemia, or pregnancy induced hypertension (PIH)?

(Circle one)
YOS teieeteeneennecaccanacenencaenn 1 (Continue to Q47a)
NO/NO data ...evvunerenennnnenanans 9 (Skip to Q48)

47a) If YES to Q47, give the date this diagnosis was first noted
(ND=999999)

i) DAte vevrrnervcncsecrocanans

Month Day Year

47b) If YES to Q47, was the patient given any toxemia-related referrals
for out of clinic observation or hospital admission?

D =1 P 1 (Continue to Q47c)
NO/NO data vovvvvenennnneeeneennnns 9 (Skip to Q48)
47c¢) If YES to Q47b, give the dates of any toxemia-related referrals

for observation or hospital admission and the dates
any toxemia-related observations/admissions occurred. (ND=999999)

Card
(a) (b) (c)
Referrals Observations Hospital

Admissions

Mo/Day/Yr Mo/Day/Yr Mo/Day/Yr
i)
i)
iii)
iv)
v)

(16-21) (22-27) (28-33)

Cards 056-061

43/

44-49/

50/

13-15/
1-12/

Card 057

Card 058

Card 059

Card 060

Card 061
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48. Other Complications

Were any of the following noted as possible problems during the
marker pregnancy? If so, give the date the problem was first noted.

(a) (b)
If YES to (a)

date first noted:

(ND=9999)
YES NO/ND Mo/Day

- 1) Possible fetal growth
retardation (IUGR) ....cevvevvnnnennn. 1 9

-~ 1i1) Large uterus for dates .............. 1 9

iii)  Preterm labor, preterm premature
rupture of membranes (PROM),
PROM at <37 weeks ..vevenirnnennnnnns 1 9

iv) Other, specify: 1 9

49, Other Clinic Visits

Was the patient seen in clinics other than the prenatal clinic during the

marker pregnancy?
: (Circle One)

YOS tvereiennnernnarnnnen 1 (Continue to Q49a)
No/No data ...eevvevnnnnn 9 (Skip to Q50)

49a) If YES to Q49, how many other clinic visits were made during the
marker pregnancy?

Number of visSitsS .tvveeervnnnnnns

(99=No data
98=10 or more visits)

Card 061

34-38/

39-43/

44-48/

49-53/

54/

55-56/



50. Nontoxemia Hospitalizations

Was the patient ever hospitalized during the marker pregnancy for
a reason other than preeclampsia, eclampsia, hypertension, or toxemia?

(Circle One)

1 (Continue to Q50a)
9 (Skip to Section VIII, Q51)

50a) If YES to Q50, give the dates of admission and discharge and
the reason(s) for the last 5 nontoxemia hospitalizations during

the marker pregnancy.

Date of:
(a) (b)
Admission Discharge
(ND=999999) (ND=999999)
Mo/Day/Yr Mo/Day/Yr
i)
ii)
111)
iv)
v)

Cards 061-062

W WN) =

—

i uu

(c)

Reason(s)
pregnancy related
not preg related

Both

No data
2 3
2 3
2 3
2 3
2 3

(d)
If (c) =
1, 2, or 3,
specify reason

57/

Card 062

13-15/

1-12/

16-28/

29-41/

42-54/

55-67/

68-80/
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VIII. LABORATORY STUDIES/TREATMENT Card 063

51.

Base your answers to this section on progress notes and laboratory
reports of specified laboratory tests performed during the marker
pregnancy up until the admission that resulted in delivery.
Include only OUTPATIENT results. NOTE: If the marker pregnancy
was first noted during a hospitalization and prenatal laboratory
studies were performed, include these inpatient laboratory data.

Positive Pregnancy Test

Is there evidence in the record that the patient had a positive
pregnancy test (HCG) during this pregnancy? (NOTE: Exclude "at-home"
pregnancy tests performed by the patient.
(Circle One)
YOS tiiiieiniaeaeeeranaans 1 (Continue to Q5la)

No/No data ......covvunen. 9 (Skip to Q52)

51a) If YES to Q51, give the date of the pregnancy test. (ND=999999)

Month Day Year

Card 063

13-15/
1-12/

16/

17-22/



52.

Card 063

Rh Factor

Give the date and result of the first test of Rh factor performed

during the marker pregnancy. (If no test was performed during the prenatal
period, use the most recent Rh factor test performed prior to the marker

pregnancy.) (ND=999999)

52a) Date Of teSt cveverieereennnaannn

Month Day Year

52b) Result of test:
(Circle One)

Rh positive ..ivvvevennnnnnnnns 1
Rh negative, Du positive ...... 2
Rh negative, Du negative or

unspecified ....ccvvviiiiiinns 3
No data ..ovvvvnininennnnnnnnen 9

52c) Note the date and results of any antibody screens (indirect
Coombs) and follow up titers performed during the marker

pregnancy.
Results
(b)
(a) 1 = Positive (c)
Date 2 = Negative Titer
(ND=999999) 9 = No data (ND=999)
Mo/Day/Yr
i) 1 2 9 1
i) 1 2 9 1:
iii) 1 2 9 1:
iv) 1 2 9 1:
v) 1 2 9 1

23-28/

29/

30-39/

40-49/

50-59/

60-69/

70-79/
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53. Test for Rubella Card 064

Was‘a test for rubella (German measles) performed during the

13-15/
1-12/

prenatal period? (If no test was performed during the marker pregnancy, use

the most recent rubella test performed prior to the marker pregnancy.)
(Circle One)
YES vererienncncoocnnnoans 1 (Continue to Q53a)
No/No data ...ceeeevvnnnnns 9 (Skip to Q53b)
53a) If YES to Q53, give the date and results of the first test.

(If more than one test was performed during the marker pregnancy,
give the date of the first test.) (ND=999999)

i) Date ..cevverrennens
Month Day Year
ii) Results: (Circle One)
Immune .....cooiven 1
(Skip to Q54)
Not immune ......... 2
No data ......c..... 9 (Continue to Q53b)

53b) If No/No data to Q53, is there evidence in the medical record
that the patient received rubella vaccine prior to the marker

pregnancy?
(Circle One)
YES ittt 1
No/No data ............... 9

54, Test for Hepatitis B

Was the test for hepatitis B (HBsAg) performed during the prenatal

period?
(Circle One)
YOS teiiiiiieeteae e 1 (Continue to Q54a)
No/No data ............... 9 (Skip to Q54b)

Card 064

16/

17-22/

23/

24/

25/
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54a) If YES to Q54, give the date and resuits of the first test. (ND=999999)

i) Date .cevvevveennnnn. 26-31/
Month Day Year
iji) Results (Circle One)
Positive «..veenuens 1 32/
(Skip to Q55)
Negative ........... 2
No data ............ 9 (Continue to Q54b)
54b) If No/No data to Q54, is there evidence in the medical record
that the patient had received hepatitis vaccine or had an HBsAb
that was positive prior to the marker pregnancy?
(Circle One)
B U | 33/

55. Hematology

Give the dates and results of all hemoglobin and hematocrit tests
performed during the prenatal period. (Leave blank where data are not found)

(a) (b) (c)
Date Hemoglobin Hematocrit
(Hb, Hgb) (Hct, PCV)
Mo/Day/Yr
i) 34-45/
i1) 46-57/
iii) _ 58-69/
o - . Card 065
13-15/
1-12/
iv) [:} [:] 16-27/
v) [] [] 28-39/

Cards 064-065



56. Syphilis Tests
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Give the dates and results of the first two serologic tests for
syphilis (VDRL, STS, RPR) performed during the prenatal period.

(b)
Results:
(a) — ;
Date = Positive/reactive 3 = Negative/
(ND=999999) = Borderline/ nonreactive
Mo/Day/Yr weakly reactive 9 = No data
i) 1 2 3 9 40-46/
ii) 1 2 3 9 47-53/
56a) Give the dates and results of any subsequent fluorescent treponemal
antibody (FTA) tests or follow-up VDRL titers performed.
FTA: (b)
Results:
(a) - ,
Date = Positive/reactive 3 = Negative/
(ND=999999) = Borderline/ nonreactive
Mo/Day/Yr weakly reactive 9 = No data
i) 1 2 3 9 54-60/
i) 1 2 3 9 61-67/
QUANTITATIVE VDRL: Card 066 13-15/
1-12/
(a) (b)
Date Titer
Mo/Day/Yr (ND=999)
iii) 1: 16-24/
iv) 1: 25-33/
v) 1: ' 34-42/

Cards 065-066
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57. Treatment for Syphilis

Was the patient ever treated during the marker prenatal period for
syphilis?

(Circle one)
D =S U 1 (Continue to Q57a) 43/
NO/NO data .vvveinnneennenncennnnns 9 (Skip to Q59)

57a. If YES to Q57 give the first date of treatment for syphilis during
the marker pregnancy and describe treatment given. (ND=999999)

i) D o = o 44-49/
Month Day Year

ii) Specify treatment:

FOR OFFICE USE ONLY

58. Appropriateness of Treatment for Syphilis

Classify the treatment for syphilis.

(Circle one)

50/
Treatment inappropriate ............ 2
Treatment appropriateness
indeterminate .....ciciiiiiiiiinnns 3
No evidence of treatment ........... 4
o T - - 9

[}
|
]
[
!
13
|
]
1
]
1
{
]
1
I
I
1
|
:
E Treatment appropriate ...c.cvvvevnnns 1
[
!
I
1
i
]
|
i
]
[
i
|
|
1
1
|
|
i
[

Card 066



59.
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Sickle Cell or Other Hemoglobinopathy Screen

Give the date and results of the first sickle cell or other

hemoglobinopathy screen (hemoglobin electrophoresis) performed during the

prenatal period. (ND=999999)

i) Date ..vivveninnnnns
Month Day Year
ji)  Results: (Circle One)
Abnormal for sickle cell ..... 1 (Continue to Q59a)
Abnormal for other
hemogliobinopathy ....oovenenn. 2
No abnormality .....cocvveunn. 3 (Skip to Q60)
No data .vvvvveennnnrennnnanns 9

59a) If Abnormal for sickle cell in Q591i), give the date and results

of any sickle cell screen performed on the father of the baby.
(ND=999999)

i) Date of father's test ...

Month Day Year

ii) Results: (Circle One)
Normal for sickle cell ........ 1
Abnormal for sickle cell ...... 2
Nodata ..ovvvviiinnnninnnnnnn, 9

Card 066

51-56/

57/

58-63/

64/
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60. Gonorrhea Tests

Give the dates and results of the first 2 tests for gonorrhea
(GC) performed in the marker prenatal period.

(a) (b) (c)
Test Date of Results:
test 1=Positive
(ND=999999) 2=Negative
9=No data
i) 1st gonorrhea 1 2 9 65-71/
Month Day Year

ii)  2nd gonorrhea 1 2 9 72-78/
Month Day Year

61. Treatment for Gonorrhea Card 067 13-15/
1-12/

Was the patient ever treated during the marker prenatal period for

gonorrhea?
(Circle one)
YOS tettttettree it e 1 (Continue to Q6la) 16/
No/NO data «vvvvvenvennennnnnnnnnnn 9 (Skip to Q63)

6la If YES to Q61 give the first date of treatment for gonorrhea
during the marker pregnancy and describe the treatment given.
(ND=999999)

i) D= § - S 17-22/
Month Day Year

ii)  Specify treatment:

Cards 066-067
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FOR OFFICE USE ONLY

62. Appropriateness of Treatment for Gonorrhea

Classify the treatment for gonorrhea.

(Circle one)

Treatment inappropriate ............ 2
Treatment appropriateness

indeterminate .....iuiieiiiiiiieiann, 3
No evidence of treatment ........... 4
NO data cvevevennsnenerecnnansnannes 9

! !
! 1
! 1
I 1
! 1
! [
! [
! |
! |
| 1
1 i
! !
! 1
t 1
[ !
| 1
i |
| Treatment appropriate .............. 1 i 23/
|

1 {
! {
| 1
| |
I I
I 1
| 1
| {
[ |
| {
1 I
I |
1 |
[ |
[ !
I [
[ !

Serum Alpha-fetoprotein (AFP)

Give the dates and results of the first 2 serum (not amniotic) alpha-fetoprotein
(AFP) tests performed during the marker pregnancy.

(a) (b)
Results:
1=High
Date 2=Norma1/Neg
(ND=3999999) 3=Low
9=No data
i) 1 2 3 9 2430/

Month Day Year

i1) 1 2 3 9 31-37/
Month Day Year

Card 067



64. Urine Cultures/Urinalyses
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Give the dates and specific results of all urine cultures and
urinalyses performed during the marker pregnancy.

A. URINE CULTURES

(a)
Date
(ND=999999)
Mo/Day/Yr

vi)

vii)

viii)

x)

Cards 067-068

(b)
Results
1=Positive
2=Negative
9=No data

Card 068

38-44/

45-51/

52-58/

59-65/

66-72/

73-79/

13-15/

1-12/

16-22/

23-29/

30-36/

37-43/



I-43

64. Urine Cultures/Urinalyses (cont'd)

B.

i)

iii)

iv)

vi)

vii)

viii)

ix)

x)

URINALYSES

(a)
Date
(ND=999999)

Mo/Day/Yr

(b)
WBCs per HPF OR
(Special codes:
77=Few/mod/present
but quantity NOS
88=Numerous
99=No data)

(c)

WBC dipstick
I=Positive
2=Negative
9=No data
1 2 9
1 2 9
1 2 9
1 2 9

Card 069
1 2 9
1 2 9
1 2 9
1 2 9
1 2 9
1 2 9

Cards 068-069

44-52/

53-61/

62-70/

71-79/

13-15/

1-12/

16-24/

25-33/

39-12/

43-51/

52-60/

51-69/



65. Treatment for Urinary Tract Infection (UTI)

Was the patient ever treated during the marker prenatal period for a urinary
tract infection (UTI)?
(Circle one)

D €= J N 1 (Continue to Q65a) 70/
No/No datad ..vvvevneennennnnnnnnnns 9 (Skip to Q67)
65a) If YES to Q65, give the date of treatment for the first UTI during

the marker pregnancy and describe the treatment given.
(ND=999999)

i) 1= o AP 71-76/
Month Day Year

ii) Specify treatment:

FOR OFFICE USE ONLY

66. Appropriateness of Treatment for UTI

1

|

i

I

[

]

|

|

I

{ Classify the treatment for the UTI.

1

1

; (Circle one)
l

{ Treatment appropriate ...coviivviiaaiaa. 1 77/
[

I

{ Treatment inappropriate ........cccivun.. 2
}

J

} Treatment appropriateness indeterminate .. 3
i

I

: No evidence of treatment .......veenvuenn.. 4
|
|
|
i

Card 069
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67. Serum Glucose/Glucose Tolerance Tests

Card 070

Give the dates and results of all (A) serum glucose tests and (B)

glucose tolerance tests (GTT) and postprandial tests performed during the

prenatal perjod. (Leave blank where no data are found)

A)  SERUM GLUCOSE:
(a) (b)

Date Glucose
(mg/d1)
Mo/Day/Yr

i)

1ii)

iv)

vi)

vii)

viii)

ix)

x)

(c)
Fasting?
1=Yes
9=No/ND

1 9

1 9

1 9

1 9

1 9

1 9

Card 071

1 9

1 9

1 9

1 9

Cards 070-071

13-15/
1-12/

16-25/

26-35/

36-45/

46-55/

56-65/

66-75/

13-15/

1-12/

16-25/

26-35/

36-45/

46-55/
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B) GLUCOSE TOLERANCE/POST PRANDIAL:
(a) (b) (c)

Card 072

Date Loading dose Serum glucose

Meal mg/d1
Mo/Day/Yr (v/=Yes) Gm glucose

i) [] OR fasting:

.5 hr:

1 hr:

2 hrs:

3 hrs:

1) [] OR fasting:

.5 hr:

1 hr:

2 hrs:

3 hrs:

Card 073

1i1) [] OR fasting:

.5 hr:

1 hr:

2 hrs:

3 hrs:

Cards 072-073

13-15/
1-12/

16-28/

29-31/

32-34/

35-37/

38-40/

41-53/

54-56/

57-59/

60-62/

63-65/

13-15/

1-12/

16-28/

29-31/

32-34/

35-37/

38-40/



I-47
B)  GLUCOSE TOLERANCE/POST PRANDIAL:
(a) (b) (c)

Date Loading dose Serum glucose
Meal mg/d]1
Mo/Day/Yr (v=Yes)  Gm glucose

i) D OR fasting:

.5 hr:

1 hr:

2 hrs:

3 hrs:

Card 074

ii) |:| OR fasting:

.5 hr:

1 hre

2 hrs:

3 hrs:

iii) D OR fasting:

.5 hr:

1 hr:

2 hrs:

3 hrs:

Cards 073-074

41-53/

54-56/

57-59/

60-62/

63-65/

13-15/

1-12/

16-28/

29-31/

32-34/

35-37/

38-40/

41-53/

54-56/

57-59/

60-62/

63-65/
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68. Estriol Levels Card 075 13-15/
1-12/

Give the dates and values of all serum or urinary estriol values
performed during the prenatal period. (Leave blank where no data are found)

(a) (b) (c)

Date Serum Urinary

Estriol Estriol

Mo/Day/Yr (mg/24 hrs)

i) 16-27/
1i) 28-39/
iit) . 40-51/
iv) B 52-63/
V) 64-75/
Card 076 13-15/
1-12/

— —
vi) 16-27/
vii) 28-39/
viii) 40-51/
ix) 52-63/
X) 64-75/
Card 077 13-15/
1-12/
xi) 16-27/
xii) 28-39/

o ] ]

xiii) 40-51/

Cards 075-077
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IX. PRENATAL DIAGNOSTIC/MONITORING STUDIES

Base your answers to this section on progress notes and laboratory
reports for tests performed during the marker pregnancy up until
delivery. The source of information used will vary depending

on the specific test.

Ultrasound (US), Include tests performed as an QUTPATIENT
Amniocentesis, AND INPATIENT. This includes tests

Chorionic villus performed during any hospital admissions
sampling (CVS), up until the time of the marker delivery.

Biophysical profile:

Nonstress test (NST), Include tests performed as an OUTPATIENT
Contraction stress This includes references to tests in any
test (CST): prenatal visit, ER visit, labor and
delivery observation and any history and
physical describing the circumstances
of an admission.




69. Uterine Ultrasound (US, USG) Card 078 13-15/
1-12/
Give the dates and results of the first 10 uterine ultrasounds performed
during the prenatal period.
US #1 us #2
Results: 16-27/
Month Day Year Month Day Year
i) Number of fetuses ] [] 28-29/
Fetus #1 Fetus #2 Fetus #1 Fetus #2
i1)  Gestational age (wks) CT.0 C0] g 30-41/
iii) Amniotic Fluid Index (AFI) (00 0 (1.0 1.0 42-53/
iv)  Amniotic Description: Description:
fluid: Mild oligo ........ 1 1 Milde.o..o..ooees, 1 1 54-57/
Mod/Severe/NOS oligo 2 2 Mod/Severe/NOS... 2 2
Normal amount ..... 3 3  Normal amount ... 3 3
Polyhydramnios .... 4 4 Polyhydramnios .. 4 4
No data ........... 9 9 No data ......... 9 9
Measurements: Measurements:
V) Placenta Complete previa .. 1 1 Complete previa.. 1 1 58-61/
position: Partial previa ... 2 2 Partial previa .. 2 2
Nonprevia ........ 3 3 Nonprevia ....... 3 3
No data .......... 9 9 Nodata ......... 9 9
vi) Fetal Vertex/cephalic... 1 1 Vertex/cephalic . 1 1 62-65/
position: Other ............ 2 2 Other ........... 2 2
No data .......... 9 9 Nodata ......... 9 9
vii) Other YES weiriennnnnns 1 1 YeS veveviennnnn. 1 1 66-69/
abnormali- Specify: Specify:
ties: No/No data ....... 9 9 No/No data ...... 9 9
If biophysical profile done: Card 079 13-15/
1-12/
viii) Fetal Normal ........... 1 1 Normal ......... 1 1 16-19/
respiration Abnormal ......... 2 2 Abnormal ....... 2 2
movement: No data .......... 9 9 Nodata ........ 9 9
ix) Fetal tone: Normal ........... 1 1 Normal ......... 1 1 20-23/
Abnormal ......... 2 2  Abnormal ....... 2 2
No data ....ocoe.. 9 9 Nodata ........ 9 9
x) Fetal Normal ........... 1 1  Normal ......... 1 1 24-27/
movement:  Abnormal.......... 2 2  Abnormal........ 2 2
No data .......... 9 9 Nodata ........ 9 9

Cards 078-079
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69. Uterine Ultrasound (US, USG) Card 080 13-15/
1-12/
Give the dates and results of the first 10 uterine ultrasounds performed
during the prenatal period.
us #3 us #4
Results: 16-27/
Month Day Year Month Day Year
i) Number of fetuses J L] 28-29/
Fetus #1 Fetus #2 Fetus #1 Fetus #2
ii) Gestational age (wks) L0 (1.0 0 30-41/
i11) Amniotic Fluid Index (AF1) [ 1T [CI1[] 1.0 OO seesy
iv)  Amniotic Description: Description:
fluid: Mild oligo ........ 1 1 Mildeooooaoonen. 1 1 54-57/
Mod/Severe/NOS oligo 2 2 Mod/Severe/N0OS... 2 2
Normal amount ..... 3 3 Normal amount ... 3 3
Polyhydramnios .... 4 4 Polyhydramnios .. 4 4
No data ........... 9 9 No data ......... 9 9
Measurements: Measurements:
v) Placenta Complete previa .. 1 1 Complete previa.. 1 1 58-51/
position: Partial previa ... 2 2 Partial previa .. 2 2
Nonprevia ........ 3 3 Nonprevia ....... 3 3
No data .......... 9 9 Nodata ......... 9 9
vi) Fetal Vertex/cephalic... 1 1 Vertex/cephalic . 1 1 62-65/
position: Other ............ 2 2 Other ........... 2 2
._No data .......... 9 9 Nodata ......... 9 9
vii) Other YES teeiirnannnann 1 1 YeS ceiviinnannn. 1 1 66-69/
abnormali- Specify: Specify:
ties: No/No data ....... 9 9 No/No data ....... 9 9
If biophysical profile done: Card 081 13-15/
1-12/
viii) Fetal Normal ........... 1 1 Normal ......... 1 1 16-19/
respiration Abnormal ......... 2 2  Abnormal ....... 2 2
movement: No data .......... 9 9 No data ........ 9 9
ix) Fetal tone: Normal ........... 1 1 Normal ......... 1 1 20-23/
Abnormal ......... 2 2 Abnormal ....... 2 2
No data .......... 9 9 No data ........ 9 9
X) Fetal Normal ...cvvvennn 1 1  Normal ......... 1 1 24-27/
movement:  Abnormal.......... 2 2 Abnormal........ 2 2
No data .......... 9 9 No data ........ 9 9

Cards 080-081
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69. Uterine Ultrasound (US, USG) Card 082 13-15/
1-12/
Give the dates and results of the first 10 uterine ultrasounds performed
during the prenatal period.
UsS #5 US #6
Results: 16-27/
Month Day Year Month Day Year
i) Number of fetuses ] ] 28-29/
Fetus #1 Fetus #2 Fetus #1 Fetus #2
ii) Gestational age (wks) COC L O 30-41/
iii) Amniotic Fluid Index (AFI) (100 Cid (00 42-53/
iv)  Amniotic Description: Description:
fluid: Mild oligo ........ 1 1 Milde...o.oooaee.. 1 1 54-57/
Mod/Severe/NOS oligo 2 2  Mod/Severe/NOS... 2 2
Normal amount ..... 3 3 Normal amount ... 3 3
Polyhydramnios ... 4 4  Polyhydramnios .. 4 4
No data ........... 9 9 No data ......... 9 9
Measurements: Measurements:
v) Placenta Complete previa .. 1 1 Complete previa.. 1 1 58-61/
position:  Partial previa ... 2 2 Partial previa .. 2 2
Nonprevia ........ 3 3  Nonprevia ....... 3 3
No data .......... 9 9 No data ......... 9 9
vi) Fetal Vertex/cephalic... 1 1 Vertex/cephalic . 1 1 62-65/
position:  Other ............ 2 2 Other ........... 2 2
No data .......... 9 9 No data ......... 9 9
vii) Other YES veriinnnnnnnnn 1 1 Yes vovenvninnnn. 1 1 66-69/
abnormali- Specify: Specify:
ties: No/No data ....... 9 9 No/No data ....... 9 9
If biophysical profile done: Card 083 13-15/
1-12/
viii) Fetal Normal ........... 1 1 Normal ......... 1 1 16-19/
respiration Abnormal ......... 2 2 Abnormal ....... 2 2
movement: No data .......... 9 9 Nodata ........ 9 9
ix) Fetal tone: Normal ........... 1 1 Normal ......... 1 1 20-23/
Abnormal ......... 2 2 Abnormal ....... 2 2
No data .......... 9 9 Nodata ........ 9 9
X) Fetal Normal ........... 1 1 Normal ......... 1 1 24-27/
movement:  Abnormal.......... 2 2  Abnormal........ 2 2
No data .......... 9 9 No data ........ 9 9

Cards 082-083
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69. Uterine Ultrasound (US, USG) Card 084 13-15/
1-12/

Give the dates and results of the first 10 uterine ultrasounds performed
during the prenatal period.

Us #7 US #8
Results: 16-27/
Month Day Year Month Day Year
i) Number of fetuses L] ] 28-29/
Fetus #1 Fetus #2 Fetus #1 Fetus #2
ii)  Gestational age (wks) L0 O (0 L0 30-41/
iii) Amniotic Fluid Index (aF1) [J0.00 [T 1[0 L O 42-53/
iv)  Amniotic Description: Description:
fluid: Mild oligo ........ 1 1 Mildeooo.oooooaee. 1 1 . 54-57/
Mod/Severe/NOS oligo 2 2 Mod/Severe/N0OS... 2 2
Normal amount ..... 3 3 Normal amount ... 3 3
Polyhydramnios .... 4 4 Polyhydramnios .. 4 4
No data ........... 9 9 No data ......... 9 9
Measurements: Measurements:
v) Placenta Complete previa .. 1 1 Complete previa.. 1 1 58-61/
position: Partial previa ... 2 2 Partial previa .. 2 2
Nonprevia ........ 3 3 Nonprevia ....... 3 3
No data .......... 9 9 Nodata ......... 9 9
vi) Fetal Vertex/cephalic... 1 1 Vertex/cephalic . 1 L 62-65/
position: Other ............ 2 2 Other ........... 2 2
No data .......... 9 9 Nodata ......... 9 9
vii) Other YOS tiiiiiniiaians 1 1 YesS viveivvnnnn.. 1 1 66-69/
abnormali- Specify: Specify:
ties: No/No data ....... 9 9 No/No data ....... 9 9
If biophysical profile done: Card 085 13-15/
1-12/
viii) Fetal Normal sovevnnnnnn 1 1  Normal ......... 1 1 16-19/
respiration Abnormal ......... 2 2  Abnormal ....... 2 2
movement: No data .......... 9 9 No data ........ 9 9
ix) Fetal tone: Normal ........... 1 1 Normal ......... 1 1 20-23/
Abnormal ......... 2 2 Abnormal ....... 2 2
No data «..evovvnn 9 9 Nodata ........ 9 9
X) Fetal Normal ........... 1 1  Normal ......... 1 1 24-27/
movement:  Abnormal.......... 2 2 Abnormal........ 2 pd
No data .......... 9 9 Nodata ........ 9 9

Cards 084-085
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69. Uterine Ultrasound (US, USG) Card 086 13-15/
1-12/

Give the dates and results of the first 10 uterine ultrasounds performed
during the prenatal period.

Us #9 US #10
Results: 16-27/
Month Day Year Month Day Year
i) Number of fetuses ] ] 28-29/
_ Fetus #1 Fetus #2 Fetus #1 Fetus #2
i1)  Gestational age (wks) 1.0 (1.0 1.0 30-41/
iii) Amniotic Fluid Index (ar1) (L)L [C10J .0 1.0 42-53/
iv)  Amniotic Description: Description:
fluid: Mild oligo ........ 1 1 Mildeoooooooa... 1 1 54-57/
Mod/Severe/NOS oligo 2 2  Mod/Severe/NOS... 2 2
Normal amount ..... 3 3  Normal amount ... 3 3
Polyhydramnios .... 4 4 Polyhydramnios .. 4 4
No data ........u.. 9 9 No data ......... 9 9
Measurements: Measurements:
v) Placenta Complete previa .. 1 1 Complete previa.. 1 1 58-61/
position: Partial previa ... 2 2 Partial previa .. 2 2
Nonprevia ........ 3 3 Nonprevia ....... 3 3
No data .......... 9 9 Nodata ......... 9 9
vi) Fetal Vertex/cephalic... 1 1  Vertex/cephalic . 1 1 62-65/
position:  Other ............ 2 2 Other ........... 2 2
No data ...ovuen.. 9 9 Nodata ......... 9 9
vii) Other YES tiireininaann 1 1 Yes vevievinnnnn. 1 1 66-69/
abnormali- Specify: Specify:
ties: No/No data ....... 9 9 No/No data ....... 9 9
If biophysical profile done: Card 087 13-15/
1-12/
viii) Fetal Normal ........... 1 1 Normal ......... 1 1 16-19/
respiration Abnormal ......... 2 2 Abnormal ....... 2 2
movement: No data .......... 9 9 Nodata ........ 9 9
ix)  Fetal tone: Normal ........... 1 1 Normal ......... 1 1 20-23/
Abnormal ......... 2 2 Abnormal ....... 2 2
No data .......... 9 9 No data ........ 9 9
X) Fetal Normal ......c.ue. 1 1  Normal ......... 1 1 24-27/
movement:  Abnormal.......... 2 2 Abnormal........ 2 2
No data .......... 9 9 No data ........ 9 9

Cards 086-087



70.

Amniocentesis

I-55

Did the patient have an amniocentesis during the marker pregnancy?

70a)

i)

i1

iv)

v)

performed.

Results:

Chromosomal
type

Alpha-fetoprotein
(AFP)

) Lecithin/
Sphingomyelin
(LS) ratio

Phosphatidyl-
glycerol (PG)

Other abnormality

ooooooo

(Circle One)

ooooooooooooooooooooo

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

Amnio

&
T

Month Day Year

(ND=999999)
Fetus Fetus

#1 #2
Normal ......... 1 1
Abnormal ....... 2 2
No data ........ 9 9
High ........... 1 1
Normal ......... 2 2
LOW weevenenennn 3 3
No data ........ 9 9

Fetus Fetus

00 00

Fetus Fetus

#1 #2
Trace coveeeonn. 1 1
Present ........ 2 2
Absent ......... 3 3
No data ........ 9 9
YES vevveeenenes 1 1
Specify:
No/ND vovvnnn... 9 9

1 (Continue to Q70a) 28/
9 (Skip to Q71)

If YES to Q70, give the dates and results of the first 3 amniocenteses

Amnio
#2
29-40/
Month Day Year
(ND=999999)
Fetus Fetus
# #2
Normal ......... 1 1 41-34/
Abnormal ....... 2 2
No data ........ 9 9
High ........... 1 1 4528/
Normal ......... 2 2
Low covviennen.. 3 3
No data ........ 9 9
Fetus Fetus
# #
D D D D 49-56/
Fetus Fetus
#1 #
Trace .vovvnn... 1 1 s7-50/
Present ........ 2 2
Absent ......... 3 3
No data ........ 9 9
YOS vevrievennnn 1 1 61-64/
Specify:
No/ND ..vvvnnn. 9 9

Card 087



70.

ii)

iii)

iv)

v)

Amniocentesis (cont'd)

I-56

Card 088

70a) If YES to Q70, give the dates and results of the first 3

amniocenteses performed.

Amnio

Results:
Month
(ND=999999)
Chromosomal Normal .......
type Abnormal .....
No data ......
Alpha-fetoprotein | High .........
(AFP) Normal .......
LOW cveveeeene
No data ......
Fetus

Year

Fetus Fetus

#1

Lecithin/
Sphingomyelin D D D D
(LS) ratio . .

Phosphatidyl- Trace .oovvenn
glycerol (PG) Present ......
Absent .......

Other abnormality | Yes ..........

Card 088

#1

WO N =

W W N

i

W WM

13-15/
1-12/

16-21/

22-23/

24-25/

26-29/

30-31/

32-33/
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71. Failed Attempt at Amniocentesis

Is there documentation in the record that an amniocentesis was
attempted but not successfully performed? (NOTE: An unsuccessful attempt means
that no amniotic fluid or an inadequate amount of fluid was obtained
necessitating a second attempt at another visit/date.)
(Circle One)
YOS ittt aeeeaaaeaan 1 (Continue to Q71a) 34/

No/No data ..vvvevernnnnnnnnns 9 (Skip to Q72)

71a) If YES to Q71, give the date of the failed amniocentesis attempt.
(ND=999999)

Date vveeveieiiiii it 35-40/
Month Day Year

72. Refusal of Amniocentesis

Is there any note in the record that amniocentesis was recommended but
the patient refused the procedure?

(Circle One)

b =3 N 1 41/

73.  Chorionic Villus Sampling (CVS)

Did the patient have chorionic villus sampling (CVS) during the marker
pregnancy?

(Circle One)
2= 3T 1 (Continue to Q73a) 42/
No/No data «vevvvnninnnnnnnnnn. 9 (Skip to 74)

Card 088
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74.

Card 088

3a)

73b)

i)

I-58

If YES to Q73, when was CVS performed? (ND=999999)

Month Day Year

If YES to Q73 what were the results of the CVS?

Fetus #1 Fetus #2
YES NO/ND YES NO/ND

Chromosomal abnormality ..... 1 9 1 S
Other abnormality ........... 1 9 1 9 (Skip to Q75)
Specify:

Refusal of CVS

Is there any note in the record that chorionic villus sampling was
recommended but the patient refused the procedure?

(Circle One)

43-48/



75.

i)

iii)

iv)

vi)

vii)

viii)

ix)

xi)

xii)

Nonstress Test

Give the dates and results of the nonstress tests (NST) performed during
the marker prenatal period. (Leave blank where data are not found)

(a) (b) (c)
Results:
1=Reactive
2=Indeterminate
Date 3=Suspicious
Mo/Day/Yr 4=Nonreactive
9=No data
Fetus #1 Fetus #2
1 2 3 49 1 2 3
1 2 3 4 9 1 2 3
1 2 3 4 8§ 1 2 3
1 2 3 4 9 1 2 3
1 2 3 49 1 2 3
1 2 3 49 1 2 3
1 2 3 4 9 1 2 3
1 2 3 4 9 1 2 3
1 2 3 4 9 1 2 3
1 2 3 49 1 2 3
1 2 3 49 1 2 3
1 2 3 4 9 1 2 3

9
Card 089

9

9
Card 090

9

Cards 088-090

54-61/

62-69/

70-77/
13-15/

1-12/
16-23/

24-31/

32-39/

40-47/

48-55/

56-63/

64-71/

72-79/
13-15/

1-12/
16-23/



76. Contraction Stress Test

Give the dates and results of all the contraction stress tests (CST)
performed during the marker prenatal period.

found)

Card 090

(a)

Date
Mo/Day/Yr

I-60

(b) (c)
Results:
1=Negative 4=Hyperstimulation
2=Suspicious 5=Unsatisfactory
3=Positive 9=No data
Fetus #1 Fetus #2
3 4 5 9 1 3 4
3 4 5 9 1 3 4
3 4 5 9 1 3 4
3 4 5 9 1 3 4
3 4 5 9 1 3 4

(Leave blank where data are not

24-31/

32-39/

40-47/

48-55/

56-63/



77.

i)

ii1)

iv)

vi)

vii)

viii)

ix)

xi)

xii)

xii1)

Biophysical Profile

Card

Give the dates and results of the biophysical profiles performed during
(Leave blank where data are not found)

the marker prenatal period.

(a)

Date
Mo/Day/Yr

Fetus #1
(b)

Score

(16-21)

(22-25)

(c)
Results:
1=Normal
2=Indeterminate
3=Abnormal
9=No data

1 2 3 9
1 2 3 9
1 2 3 9
1 2 3 9
1 2 3 9
1 2 3 9
1 2 3 9
1 2 3 9
1 2 3 9
1 2 3 9
1 2 3 9
1 2 3 9
1 2 3 9
(26)

Fetus #2
(d)

Score

/

(27-30)

(e)
Results:
1=Normal
2=Indeterminate
3=Abnormal
9=No data

1 2 3 9
1 2 3 9
1 2 3 9§
1 2 3 9
1 2 3 g
1 2 3 9
1 2 3 9
1 2 3 9
1 2 3 9
1 2 3 9
1 2 3 9
1 2 3 9
1 2 3 9

(31)
Cards 091-103

13-15/
1-12/

Card 0¢

Card 09

Card 09

Card 09

Card 09

Card 0%t

Card 09;

Card 09¢

Card 096

Card 100

Card 101

Card 102

Card 103
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X. ADMISSION FOR DELIVERY

78. Admission Date and Time

Give the date and time of admission for the hospitalization that
resulted in the delivery of the marker pregnancy. (NOTE: Use a
24-hour clock.) (ND=999999)

i) Date of admission ...... 32-37/
Month Day Year

ii)  Time of admission ...... ° 38-41/
Hour Minute

79. Condition of Cervix and Station on Admission

Give the first assessment of cervical dilation, effacement, and station
noted after admission. (Leave blank where data are not found)

i) Cervical dilation ...... :] cm 42-44/
ii) Cervical effacement .... % 45-47/
iii) Station:
(Circle One)

e T 1 48/

et 2

e 3

0 it it 4

0 T 5

2 it 6

K T 7

No data «..oovvvvnnnnnnn 9

Card 103
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80. Labor Induction/Augmentation

Were any drugs or laminaria used to stimulate labor in a patient not
otherwise in labor or to augment labor?

(Circle One)
Y S vttt 1 (Continue to Q80a) 49/
No/No data ....covvvvnnnnennn. 9 (Skip to Q81)

80a) If YES to Q80, give the date and time that any of the following
were first given. (NOTE: Use a 24-hour clock.) (ND=9999)

(a) (b)
Used? If YES to (a), date
and time first given:
YES NO/ND
1) Laminaria ......... 1 9 * 50-58/
- Month Day Hour Minute
ii) Prostaglandin
(Prostin, carboprost,
dinopost, .
dinoprostone) ..... 1 9 * 59-67
Month Day Hour Minute
1i1) Oxytocin (Pitocin, .
syntocinon ........ 1 9 * 68-76/
Month Day Hour Minute
81. Onset of Labor Card 104 13-15/

1-12/
Give the date and time noted in the delivery record of the onset of
labor. (ND=9999)

) 16-19/
i) Date of onset of labor ...... (If no data,
Month | Day continue to Q8la.
> Otherwise, skip
. to Q82)
ii) Time of onset of labor ...... * 20-23/
Hour Minute

8la) If NO DATA to Q81, did the patient's cervix ever dilate to > 5 cm?

(Circle one)

Cards 103-104
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82. Complications Prior to Delivery

Did any of the following conditions or problems occur during this
admission but prior to delivery?

YES NO/ND

i) Uterine bleeding/placenta previa/

abruptio voiiiiiiiiii i 1 9 25/
ii)  Preterm premature rupture of membranes 26/

(PROM), PROM at < 37 weeks .....ovvvnn.. 1 9
11i) Preterm 1abor ...eeiiiiiiiiiiiiiiiiennan 1 9 27/
iv)  Secondary arrest of labor (failure to

progress after 5 cm)/Cephalo-pelvic

‘disproportion (CPD)/Abnormal duration :

of 1abor vivveiiiiiii i i i e I 9 28/
v) Failed forceps or vacuum ......eeeevenn. 1 g9 29/
vi)  Cord prolapse ..vieiieiiiiiiiiiiinnaienn 1 9 30/
vii) Shoulder dystocia ..oevevvviiniiiennnnn. 1 9 31/
viii) Meconium staining ..oeevivuninnenennnnn 1 9 32/
ix)  Fetal distress ..eeevirerrrrincranennnns 1 9 33/
X) AMNTONTLIS vevevnieeneeenennneneennnaann 1 9 34/
xi)  Preeclampsia, eclampsia, toxemia, or

pregnancy induced hypertension (PIH) ... 1 9 35/
xii) Other, specify: 1 9 36/
Check here if none of the above or no data ........ ] 37/

Card 104



XI.  DELIVERY

83. Delivery

Give the date and time of delivery of the baby or first baby.
(NOTE: Use a 24-hour clock.) (ND=9999)

i) DAte viiritiiii i 38-41/
Month Day

1) Time ceeeii i 42-45/
Hour Minute

84. Type of Delivery

What type(s) of delivery was performed?
YES NO/ND

If YES to i), were any of the
following procedures used in the
course of labor:

a) FOrCepS vevevernnnenennnnn. 1 9 47/
b) Vacuum extraction ......... 1 9 48/
ii)  Caesarean section ............ 1 9 49/

If a Caesarean-section delivery was performed,
continue to Q85.
Otherwise, skip to Q87.

Card 104
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85. Reasons for C-Section

Based on the operative report or labor and delivery summary, which of
the following reasons were given to justify the decision to deliver by C-
section?

YES NO/ND
i) Breech presentation ............. ..., 1 9 50/

ii)  Abnormal presentation other than breech/
Abnormal position ...c.vviiiiiininnnns, 1 9 51/

iii) Cephalo-pelvic disproportion (CPD)/
Failure to progress/Abnormal duration

of Tabor civuieiiiiiiiiiiiiiii i 1 9 52/
jv)  Fetal abnormality ....cveivinivinnennnn. 1 9 53/
v) Failed forceps or vacuum .......c.eeeeene 1 g 54/
vi) Fetal distress ........ N eeeereeeeaeaanns 1 9 55/
vii) Placenta abruptio .....coeviiiiiiiian.. 1 9 56/
viii) Placenta previa ....ovieeeiiniinereannannn 1 9 57/
ix)  Toxemias of pregnancy .......ceeeeeeneees 1 9 58/
X) Herpes genitalis ...vvvvvenennenennnenn. 1 9 59/
xi) Acute bleeding .....cvveieiiiiiinenn.. 1 9 60/
xii) Previous C-section ..oveevevenrnnnnnnnns 1 9 51/
xiii) Failed trial of labor .....coeevnii.... 1 9 62/

xiv) Other (specify):

1 9 83/

85a) If unsure of data for Q85, copy exact words from chart:

Card 104
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86. Scheduled C-section

Is there evidence in the medical record that a decision was made,
before admission, to deliver by C-section?

(Circle One)
YOS i ttieireiea e aanaaaeas 1 (Continue to Q86a) 64/

No/No data «.vvevinvnnenaennne 9 (Skip to Q87)

86a) If YES to Q86, was the date scheduled for the C-section?
(Circle One)
YOS vttt e 1 (Continue to Q86b) 65/
No/NO data vevvrvvnnvnennnnnns 9 (Skip to Q87)

86b) If YES to Q86a, give scheduled date. (ND=999999)

Date tiveiiiii i e 66-71/
Month Day Year

87. Anesthesia

Which of the following methods of anesthesia were used during labor or

delivery?
YES NO/ND
i) Paracervical block, pudendal block,
local infiltration .........cocuiet. 1 9 72/
ii)  Epidural, spinal ......ccoeviiiiiinn, 1 9 73/
111) General ...ieiiiiiiiiiiiiiiiiiae 1 9 74/

88. Positive HBsAg Noted

Was there a note on the delivery record documenting that the patient
was HBsAg positive?
(Circle One)

Y BS titeeaneenaenvocsoacanacnas 1 75/

Card 104



XII.
89.

90.

91.

Card 105

NEWBORN/POSTPARTUM PERIOD Card 105 13-15
1-12/
Multiple Birth

Was this a multiple birth?

(Circle One)

No (single baby) .....cvonnn. 1 16/
Yes, tWwins .coevieeiniiiinnnnns 2
Yes, triplets ..ovviiiiinnnn. 3

Yes, other (specify):

NO data cvevvnennreennnnnnnnnn 9

Apgar Scores

Give the 1-minute and 5-minute Apgar Scores for each newborn. (ND=99)

Newborn:
#1 #2 #3

i) 1-minute 17-22/

ii)  5-minute 23-22/

Birthweight

Give the birthweight in grams or pounds and ounces of each newborn. (ND=953G)

Newborn:
#1 #2 #3
i) gms gms ams LY
OR OR OR
ii) 1bs 0z 1bs 0z 1bs 0z 1132/




92.
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Check here if none of the above or no data

O

Card 106

#3

Newborn Complications During Delivery: Card 106
Based on the labor and delivery record and MD progress notes, indicate
if one or more newborns had any of the following complications.
Newborn:
#1 #2
YES NO/ND YES NO/ND YES NO/ND
~i) Lacerations due to surgery
or forceps or vacuum delivery ..... 1 9 9
ii) Erb's palsy/brachial plexus
INJUPY ittt it e e 1 9 9
i) Facial paralysis .c.ceveniennennnnnn 1 9 9
jv)  Cephalohematoma .........cccvvuunnn 1 9 9
v) Fracture of skull, clavicle, or
femuUr ceiii it i 1 9 9
vi) Hyaline membrane disease (HMD) .... 1 9 9
— vii) Meconium aspiration ........cooiuen 1 9 9
viii) Assisted ventilation, pneumothorax,
respiratory distress unspecified .. 1 9 9
ix) Seizures, excessive jitteriness,
intracranial hemorrhage ........... 1 9 9
X) Congenital anomaly, specify:
1 9 9
- xi)  Admission to ICU ...vevvivevnnnnnnn 1 9 9
S B B S 17 o 1 9 9
xi1i) Neonatal death ......ccvvvevnnnnnn. 1 9 g

13-15/
1-12/

16-18/

19-21/

22-24/

25-27/

28-30/

31-33/

34-36/

37-39/

40-42/

43-45/

46-48/

49-51/

52-54/

55-57/



93.

Postpartum Vaccination/Medication

94.

Were any of the following given to the patient during the postpartum

period?
YES NO/ND

1) Rubella vaccine .c.ovevevenvnennn.. 1 9

ii) RHO (D) immune globulin (Gamulin Rh,
HypRho-D, Rhesonativ, RhoGAM)..... 1 9

a) If No/ND to ii) was there a

note in the record that the
baby was Rh negative? ......... 1 9

Maternal Postpartum Complications:

Card 106

Indicate if any of the following complications were noted in the labor

58/

59/

60/

and delivery record or MD progress notes during delivery or in the postpartum

period.
YES NO/ND
i) Bladder/ureteral injury ...coveviiivnnann.. 1
71)  Bowel inJury ceeeiiiiiiiiiiiiiiiiieaaaa, 1

iii) 3rd or 4th degree perineal

lacerations or episiotomy extension ....... 1
iv)  Abdominal wound infection ................. 1
v) ENdometritis veverrneiiieeieeneenennennenns 1

vi) Pelvic abscess/cellulitis/sentic pelvic

thrombophlebitis ...ovviiiiiiiiiiiiiiat, 1
Vii) PREUMONTA vuvrvnnrrrireeennnennnenneennnnns 1
VIT1) SEPSTS tevririvrunnenenennnannnnnsnsaaennns 1

ix)  Deep venous thrombosis or pulmonary
embolism confirmed by V/Q scan,

pulmonary angiogram, or autopsy ........... 1
X) Blood transfusion or post-partum
hemorrhage .....coviiiiiiiiriiiiiaiiinnennn. 1

xi)  Return to operating room or delivery
room, specify: 1

Check here if none of the above or no data ... []

61/

62/

63/
64/

65/

66/

67/

68/

69/

70/

71/

72/



95.

96.

Maternal Date of Discharge

Give the date of discharge of the mother.

Date of discharge

Status of Mother at Discharge

I-71

(ND=999999)

-------------

Month

What was the status of the mother at discharge?

(Circle One)

Day

Year

Card 106

73-78/

79/
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XIII PHOTOCOPY REQUIREMENTS

97. Photocopy the prenatal history and initial assessment,
prenatal flow chart and any progress notes describing
the prenatal outpatient visits. Also copy any ER visits
and labor and delivery observations that did not result
in an admission to a hospital. Staple these to the inside
back cover of the abstraction form. Be sure to blacken
out the patient's name and any other identifying
information and write the patient's ID code on all copies.

Were copies of the specified prenatal records made?

YES NO
T ) Prenatal flow chart (including initial
history and related progress notes) ....... 1 2
— i) Labor and delivery observations (not
leading to admission) .....ceeeeveennnannnns 1 2
iii) ER visits (including special or after-
hours encouNters) «veeeeeieroreceronecaness 1 2

Card 107

Card 107 13-15/

1-12/

NA

9 16/
9 17/
9 18/



PART II

GUIDELINES FOR PRENATAL CARE MEDICAL RECORD
ABSTRACTION FORM
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PRENATAL CARE GUIDELINES

The goals of prenatal care are to maintain optimal health in the
pregnant patient during the prenatal period and to deliver a healthy baby.
Prenatal care should begin as soon as a pregnancy is suspected. The
objectives of the initial prenatal assessment are to determine the current
health status of the mother, the medical history of the mother as well as the
histories of both parents' families, the gestational age of the fetus, and the
plans for further prenatal care. Patients are screened for preexisting
medical conditions and malnutrition; prior occurrence of fetal abnormalities,
growth retardation, or mortality; and prior preterm delivery. In general,
follow-up visits are planned every 4 weeks for the first 28 weeks of the
pregnancy, then every 2 weeks until week 36, and then weekly thereafter.
During these visits, the prenatal care provider monitors fetal heart rate,
activity, size, and presentation; as well as maternal blood pressure, weight,
uterine size, and symptoms. The purpose of monitoring is to detect and
prevent complications such as antepartum bleeding, gestational diabetes, or
gestational hypertension.

This abstraction form is designed to obtain information concerning: (1)
the patient's prior obstetric and general medical history, (2) the number and
quality of prenatal care visits and laboratory assessments, (3) special
procedures and tests, (4) the type of delivery, and (5) delivery outcomes.
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GENERAL GUIDELINES

You will be asked to abstract the medical records of obstetric patients
to evaluate the quality of prenatal care. The pregnancy for which
prenatal care is evaluated is referred to as the marker pregnancy; the

delivery ending the marker pregnancy is the marker delivery; and the
hospital admission during which the marker delivery occurred is referred

to as the marker admission or marker hospitalization.

The first thing you should do before abstracting is to confirm that you
have the right patient and the appropriate medical record.

The medical records will generally consist of a prenatal care record and
the inpatient record for the hospitalization resulting in delivery.

Some medical records will also include hospitalizations occurring during
the pregnancy for pregnancy- or nonpregnancy-related issues. Sections
in the medical record will have the following standardized format:

. PRENATAL CARE RECORD. The prenatal care record contains the
following information--(1) the patient's personal and family
medical history, the patient's obstetrical history, the
patient's physical exam on the first prenatal care visit,
and some initial laboratory test results; (2) a summary of
prenatal care visits in a flow-sheet format including
gestional age, fundal height, blood pressure, presence of
edema, cervical dilatation and effacement, fetal heart tones
(FHTs), and laboratory data; and (3) handwritten notes made
by the physician documenting the patient's status every time
he/she sees the patient.

. ADMITTING FORM. This is called the "face sheet" and
contains basic demographic information including the
patient's name, address, date of birth, sex, the admitting
diagnosis, how the patient was admitted, and health
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insurance status.

LABOR AND DELIVERY SUMMARY. This is a summary of the course
of labor and delivery (e.g., type of delivery, type of
anesthesia, complications, fetal monitoring). There may be
a summary sheet for physicians and a separate sheet for
nurses.

DISCHARGE SUMMARY. This is a summary of the hospitalization
describing the history of the present illness, hospital
treatment, course in the hospital, disposition, and final
diagnoses. For the hospitalization resulting in delivery,
there may or may not be a discharge summary in addition to
the labor and delivery summaries.

LABOR AND DELIVERY ADMITTING HISTORY AND PHYSICAL. This is
the physician's admitting note summarizing pertinent
information from the marker pregnancy; documenting the
physical exam at the time of admission; and evaluating
cervical dilatation and effacement, fetal station, uterine
contractions, and fetal heart rate (FHR) at the time of
admission.

ADMITTING HISTORY AND PHYSICAL. The admitting history and
physical is a note written by the admitting physician on the
day of admission. The format is somewhat standard: chief
complaint (reason for admission), history of present
illness, prior medical history, family history, social
history (includes alcohol intake and smoking), physical
exam, laboratory test results, diagnostic impressions, and a
treatment plan. For the hospitalization resulting in
delivery, there may or may not be an admitting history and
physical in addition to the labor and delivery admitting
history and physical.
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CONSULTATION REPORTS. Consultations are ordered by the
attending physician when "specialty" opinions and/or
treatments by physicians and others are needed.

MD PROGRESS NOTES. These are usually handwritten notes,
made by every physician treating the patient. They document
the patient's status (e.g., cervical dilatation, fetal
distress) and are written each time he/she sees the patient
or reviews test results. For the hospitalization resulting
in delivery, notes are from the antepartum, intrapartum, and
postpartum periods.

MD ORDER SHEETS. These are handwritten notes made by the
physician whenever he/she orders a test, treatment, or
medication.

LABOR AND DELIVERY NURSING ADMISSION SUMMARY OR ASSESSMENT
OR DATA BASE. This is an admitting note made by the nursing
staff. It includes a summary of pertinent information from
the patient's pregnancy.

LABOR AND DELIVERY NURSING NOTES. These include handwritten
notes and data by a nurse, nursing assistant, or midwife
documenting the course of labor and delivery (e.g., use of
pitocin, vital signs, FHTs, frequency and strength of
uterine contractions, cervical dilatation and effacement,
and fetal station).

LABORATORY RESULTS. There will be outpatient and inpatient
laboratory reports. The different categories of laboratory
reports are (in no particular order):

Chemistry

Hematology

Immunology

Pathology
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Cytology
Blood Bank - Transfusions
Nuclear Medicine
Radiology

OPERATIVE REPORTS. A1l operations (e.g., Caesarean section)
will be described in complete detail, including a
preoperative diagnosis, the techniques used, the findings,
and a postoperative diagnosis. In some hospitals, the
format will include the indication for the procedure.

There is usually also an Anesthesia Record which documents
the patient's condition (vital signs, medications, and fluid
intake) while under anesthesia and a Recovery Room Record
documenting the patient's condition just after surgery but
prior to returning to his/her room.

TEST/PROCEDURE REPORTS. Ultrasounds (USs), amniocentesis,
EKGs, and other special tests and procedures will have a
formal report of the results filed in the chart. There will
be outpatient and inpatient test/procedure reports.

MEDICATION SHEETS. These notes reflect the medications
prescribed and the medications actually given by the nursing
staff.

NURSING FLOW SHEETS. These are sheets with prelabeled rows
and/or columns that allow the nurses to document easily
patient activity levels and/or treatments. The specific
format varies from hospital to hospital.

GRAPHIC CHARTS. These are graphic recordings of the
 patient's vital signs (temperature, pulse, respiration and
blood pressure). They may also include information about
the patient's fluid intake, weight, bowel and urinary output
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and/or various treatments. In obstetric patients, these
graphic recordings are generally postpartum.

Before you begin to abstract, review the chart to familiarize yourself
with this particular patient record (maximum time: five minutes).
Specifically, read the face sheet, labor and delivery summary, the
prenatal care record, and any operative reports. Clarify in your mind
when the patient's prenatal care began, the type of delivery, and any
complications that may have occurred. During this review you may also
wish to note the location of different parts of the medical record
(e.g., prenatal care record, labor and delivery summaries, labor and
delivery histories and physicals, ultrasounds, amniocentesis reports,
medication records, etc.). You may wish to use clothespins or
paperclips to facilitate location of sections of the record during
abstraction.

Some of the questions of the abstraction form request that you copy the
exact words from the medical record that substantiate your response to a
given question. (For example, a question may ask you to document the
reasons for prior C-sections and then request that you copy the exact
words from the medical record describing the reasons.) It is essential
when responding to requests to copy exact words from the medical record,
that you be as detailed as possible and always specify the data source
(e.g., the physician states: ...or the nurse's notes indicate: ...) and
the date that the note was written.

When you are unsure of an answer to a question: (a) make your best
guess, (b) put a question mark in the margin next to your answer, and
(c) copy enough information from the medical record so that a clinical
expert can resolve the problem. Remember, the clinical expert will have
only the information you provide in deciding on the correct answers, so
be as complete as possible.

When you are uncertain if a particular chart should be excluded, (a)
contact the Project Manager to discuss the case, or (b) if the Project
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11.

11-7
Manager is not available, document your concerns and supporting data
from the chart in the abstraction form, and go on to abstract the chart.
If there is conflicting information in the record, for example, if one
physician reports a history of diabetes and another states the patient
had no previous history of diabetes, always document the note of the
"worst" result. In this case, you would indicate that the patient had a
history of diabetes.

Right justify numbers. For example, if there are four numbers in your
answer and five spaces allocated for your response, the empty space(s)
should always be on the left.

Correct: 4 131211 Wrong: 4 131211

The exception to this rule is that you left justify numbers in
Sections I (Tear Sheet) and II (Identification Data) ONLY. 1In
these two sections (with the exception of dates), begin writing
numbers or names in the first (left-hand) box. Do not left
Justify dates.

Correct:

6 1718|8716 011|045 18](|2

Mo. Day Yr.
REMEMBER: Right justify everywhere except in Sections I and II.

Pay attention to relevant time periods specified in the questions. For
example, you are asked to indicate if the patient had a history of
diabetes prior to the marker pregnancy in one question and only during
the marker pregnancy in another question. Be sure that you are
answering each question according to the exact time period specified for
that particular item.

In items where there are "Yes," "No," and "No Data" as three possible



12.

13.

14.

15.
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answers, Yes =1, No = 2, and No Data = 9. In items where the two
possible answers are "Yes" and "No/No Data," Yes = 1, and No/No Data =
9. The specific guidelines will instruct you to circle code "1" if the
anSwer is yes, and if several types of affirmative answers are possible,
the guidelines will instruct you as to which codes to circle. 1In order
to keep the guidelines from being unduly repetitive, when the answer is
"No" (circle code "2") or “No/No Data" (circle code "9"), the
instruction to circle code "2" and to circle code "9" has not been
repeated every time.

If you do not have enough information to complete the abstraction form
or you cannot find the complete record, be sure to contact your Project
Manager. Also, do not hesitate to call with any questions you have
about abstracting. It is essential that everyone interpret the
abstraction form in exactly the same way, so do not make up your own
rules--contact the Project Manager for guidance.

Whenever you have questions but are unable to contact one of our
representatives for an immediate answer, clearly identify your question
on the abstraction form, and try to provide enough details so that
someone else can make accurate judgments about that particular problem.
Medical records are complicated documents, and you should expect to have
questions. We would rather have you indicate questions than simply
record less accurate information.

If a question begins with "IF YES to Q_, ...?", only answer the question
if the answer to Q_was code "1" (i.e., yes). If not, skip to the next
question.

Write clearly and darkly.

When the answer to a group of questions is the same, i.e., several
questions are all "9" (No/No Data), you may put a large circle around
more than one answer. Close all circles carefully so stray marks are
not confused with your circles. In cases where a list of jtems is given
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with a series of Yes-No/No Data options, a check box may be provided at
the bottom of the list. In cases where none of the list answers is
"Yes," the abstractor may place a check in the box in place of circling
each "9" (No/No Data).

If a number is documented in the medical record with more decimal places
than are provided in the abstraction form for that question, round the
number off to the nearest decimal place provided. Use the following
rule for rounding numbers: round up for 5-9 and round down for 1-4.

For example, 2.16 would be rounded off to 2.2; 2.43 would be rounded off
to 2.4.
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SPECIFIC GUIDELINES

TEAR SHEET

This section lists the patient's study identification code, identifying
numbers, name, and date of birth. This information is important to
distinguish one patient record from another and to identify multiple
admissions of the same patient.

To protect the confidentiality of the patient, this information will not
be kept with the completed abstraction form. After completing Sections

I and II, tear out Section I and turn it in separately according to
instructions from the Project Manager.

Left justify numbers and names. Do not left justify dates.

1. Patient's ID Code: Fill in the patient identification code you
have been given.

2. Date Abstracted: Enter the date you abstract the chart.

3. Patient's Inpatient Medical Record Number: Fill in the inpatient
medical record number, being sure that the number on the medical
record and the one in your patient list match. Use the hospital
admission resulting in delivery for the inpatient number.

4, Patient's Qutpatient Medical Record Number: Enter the patient's
outpatient medical record number. Use the outpatient number given
at the prenatal clinic. Refer to the Project Manager if you have
questions regarding which outpatient number to record.

5. Patient's Name: Enter the patient's name, last name first.




Alabama
Alaska
Arizona
Arkansas
California
Canal Zone
Colorado
Connecticut
Delaware
District of
Columbia
Florida
Georgia
Guam
Hawaii
Idaho
I1linois
Indiana
Towa
Kansas

NOTE:

numbers/names are the same.

I1-11

Patient's Date of Birth: Enter the patient's birthdate.

Patient's Address: Enter the patient's address. Give the street

number, name, and apartment number or give the P.0. box number.
Use the following abbreviations: street = ST, drive = DR, avenue
= AV, boulevard = BL, court = CT, lane = LN, road = RD, place =
PL. Also give the city, state abbreviation (refer to the list of
state abbreviations), and zip code. If there are no data for the
street number, apartment number, P.0. box number, or zip code,

fi11 in the boxes with 9s. Remember to left justify numbers and

names.
AL Kentucky KY Ok lahoma
AK Louisiana LA Cregon
AZ Maine ME Pennsylvania
AR Maryland MD Puerto Rico
CA Massachusetts MA Rhode Island
Cz Michigan MI South Carolina
Co Minnesota MN South Dakota
CT Mississippi MS Tennessee
DE Missouri MO Texas

Montana MT Utah

DC Nebraska NE Vermont
FL Nevada NV Virginia
GA New Hampshire NH Virgin Isiands
GU New Jersey NJ Washington
HI New Mexico NM West Virginia
ID New York NY Wisconsin
IL North Carolina NC Wyoming
IN North Dakota ND
IA Ohio CH
KS

Location: Use the following sources in the order given--(1)

admitting labor and delivery form or face sheet for the admission
resulting in delivery, (2) the prenatal care record, (3) any
address documented during the marker pregnancy.

If any of these items are on your patient list, be sure that the
If they are not, consult with the Project
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Manager.
IDENTIFICATION DATA

This section identifies by codes the individual patient's medical

record.

8.

10.

11.

12.

Patient's ID Code: Enter the patient's identification code. Be

sure that it is exactly the same as that entered in question #1.

Patient's Medical Record Numbers: Fill in the inpatient and

outpatient medical record numbers. Make sure that they match the
numbers in Q3 and Q4.

Hospital of Delivery ID Code: Enter the appropriate code for the

hospital where the delivery took place.

HMO Code: Enter the appropriate code for the HMO providing

coverage for the patient.

Abstractor Code: Enter your own abstractor code.
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ITI. PATIENT CHARACTERISTICS

13-14. Demographics: Enter the requested information about the patient's
birthdate and race. If the patient is black, enter the race of
father of the baby in Ql4a.

Location: Typed admission form or face sheet, prenatal record,
labor and delivery admission history and physical.
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INCLUSION/EXCLUSION CRITERIA

The data collected in this section determine whether or not a particular
patient is appropriate for inclusion in the study.

Before completing this section, review the chart to familiarize yourself
with this particular patient record (maximum time: five minutes).
Specifically, read the face sheet, prenatal care record, the labor and
delivery admitting history and physical, and the labor and delivery
summary or discharge summary. Clarify in your mind the patient's
antepartum risks and hospital admissions if applicable, the type of
delivery and delivery outcomes, and the patient's condition at the time
of discharge.

15. Time Period of Care: Circle code "1" if the delivery occurred

during the specified time period. If not, circle code "9" and
stop abstracting.

Location: Labor and delivery summary.

16. Live Birth: Circle code "1" if the marker pregnancy ended with a
live birth. Include all term and preterm live births. If the
newborn was alive at the time of delivery, but died in the
delivery room, circle code "1." With twins, if one fetus was born
alive and one fetus was stillborn, circle code "1." If no fetus
was born alive, circle code "9" and stop abstracting.

Location: Labor and delivery summary.

17. TIransfer of Care: Circle code "1" if a portion of the patient's
prenatal care was administered at a clinic or office other than an

HMO clinic or office, and then stop abstracting.

Location: Prenatal care record.
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Delivery Record: Circle code "1" if the type and time of

delivery, the status of the newborn(s) at delivery, and the status
of the patient at discharge are documented in the medical record.
Otherwise, circle code "9" and stop abstracting.

Location: Labor and delivery summary, operative reports,

discharge summary.

Documentation of Prenatal Care: Circle the appropriate code to

indicate if documentation of all prenatal care visits is present
in the record. If all prenatal visits are documented, circle
code "1" and continue abstracting. If the patient received no
prenatal care, circle code "2" and continue abstracting. If you
cannot distinguish between missing documentation and prenatal care
not given, circle code "3" and continue abstracting. If
documentation of some or all prenatal care visits is missing from
the record, circle code "4" and stop abstracting.

Location: Prenatal care record, physician labor and delivery

admitting histories and physicals, nursing labor and delivery
admitting assessment or data base.
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GENERAL MEDICAL HISTORY

The questions in this section focus on whether or not the patient had
certain medical problems prior to the marker pregnancy. Include
problems described as possible or probable. Do not include any medical
conditions or surgeries that occurred for the first time during the
marker pregnancy. For example, assume a physical exam during the marker
pregnancy revealed mitral regurgitation. However, no mention is made of
a prior history of valvular disease. In this case, the mitral
regurgitation is considered to be a condition first occurring during the
marker pregnancy. You would circle code "9" for "No/No Data" to the
question asking if the patient had a history of valvular disease.

If you are unsure if a patient had a particular condition or surgery,
place a question mark by your answer and document the pertinent
information in the margin.

Base your responses on physicians' and nurses' notes. Use the following
sources of information: prenatal care record, labor and delivery
admission history and physical, admission history and physical from any
hospitalization occurring during the marker pregnancy, the history
portion of any discharge summary.
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SPECIAL INSTRUCTIONS

Throughout the remainder of the abstraction form references will be made

to important days and time periods during the patient's prenatal care
and delivery. They are:

IMPORTANT DAYS

. Day of onset of last menstrual period (LMP) prior to delivery

. Day of delivery of the marker pregnancy

At this point in the abstraction, complete Worksheet #1: Calendar of
Important Days. Using the worksheet during the abstraction will be
particularly helpful if the record contains more than one delivery or
information about care before or after the marker prenatal period. To
complete Worksheet #1:

In column (1), Tocate the important days requested.

In column (2), Tist the dates where applicable.
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Family History: Circle code "1" where appropriate if the patient-

-column (a); the father of the baby--column (b); or a close blood
relative of the patient or the father of the baby (parent, child,
sibling, niece/nephew)--column (c) had any of the following:

i) ANENCEPHALY, SPINA BIFIDA, OR NEURAL TUBE DEFECT (NTD):
Anencephaly is the absence of the cerebral hemispheres and
is incompatible with life. Spina bifida refers to the
incomplete closure of the vertebral column which may be
visible or occult. A meningocele is a type of spina bifida
in which the meninges are contained in a sac protruding from
the vertebral column. A myelocele is a type of spina bifida
in which part of the spinal cord is contained in a
protruding sac. Both meninges and spinal cord are found in
the protruding sac of a myelomeningocele.

ii) DOWN'S SYNDROME: Synonyms include Trisomy 21, Trisomy G,
and Mongolism. In this syndrome, there is an extra
chromosome 21 or extra genetic information from chromosome
21 translocated onto one of the normal 46 chromosomes.
Patients with this syndrome have retarded physical and
mental development, distinct physical features, and often
have congenital heart disease.

iii1) SICKLE CELL ANEMIA: Include sickle cell disease, sickle
cell trait, or sickle cell combined with another abnormal
hemoglobin. In sickle cell disease, an abnormality in the
hemoglobin molecule causes the hemoglobin to precipitate and
the red blood cell (RBC) to become sickle-shaped when the
oxygen tension is low; this results in anemia and painful
"crises" in which small vessels become occluded producing
small infarcts. If both genes responsible for hemoglobin
production produce sickle hemoglobin (Hb S), the patient has
sickle cell anemia (SS Disease); if only one gene is
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abnormal, the patient has sickle cell trait. The sickle
hemoglobin may also be combined with the following other
abnormal hemoglobins: sickle cell-hemoglobin C (SC) disease
and sickle cell-B thalassemia (S-B thalassemia) disease.

OTHER MALFORMATION OR GENETIC PROBLEM: Include cases of
congenital heart disease (CHD), such as ventricular septal
defect (VSD) and patent ductus arteriosus (PDA);
gastrointestinal defects, such as biliary atresia,
intestinal obstruction; musculoskeletal defects, such as
cleft 1ip or palate and craniofacial abnormalities; renal
and genitourinary defects, such as polycystic kidney
disease; and genetic problems, such as trisomy syndromes
other than Trisomy 21.

Circle code "1" if a close blood relative of the patient (i.e.,

parent, child, sibling, niece/nephew, cousin, uncle/aunt,
grandparent) had DIABETES MELLITUS. Include diabetes that is
insulin-dependent or managed by oral medication or by diet alone.

Include relatives taking insulin even if diabetes is not

specifically mentioned.

High-risk Occupation: Circle code "1" if the patient was ever

employed in one of the following occupations:

i)

DIALYSIS NURSE OR TECHNICIAN: Include any personnel
involved directly with the care of the patient or with the
equipment used during the dialysis process on a full-time or
part-time basis.

PHLEBOTOMIST: 1Include any person whose job it is to draw
blood samples or to administer (IV) therapy in a hospital,
clinic, physician's office, or blood bank either on a full-
time or part-time basis.
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CAREGIVER IN A MENTAL INSTITUTION: Include any personnel
working directly with patients in an inpatient psychiatric
facility on a full-time or part-time basis.

Prior Communicable Disease History: Circle code "1" where

appropriate if the patient had a definite, probable, or possible

history of any of the following prior to the marker pregnancy:

i)

i1)

ii1)

iv)

RUBELLA (GERMAN MEASLES): Do not include measles not
otherwise specified, rubeola, roseola, or atypical measles.

GENITAL HERPES: Include Herpes simplex (HSV) isolated from
the genital region, or herpes progenitalis. Do not include

herpes labialis or Herpes zoster.

SYPHILIS: 1Include Treponema pallidum infection; positive
test results--VDRL positive, RPR positive, FTA-ABS positive,
TPHA positive; tabes dorsales; neurosyphilis.

iiia) If the patient had a prior history of syphilis,
give the number of episodes the patient had
prior to the marker pregnancy.

GONORRHEA: Include Neisseria gonorrhoeae infettion,

gonococcal (GC) infection; disseminated gonococcal infection
(DGI).
jva) If the patient had a prior history of gonorrhea,
give the number of episodes the patient had
prior to the marker pregnancy.

HEPATITIS A: Include hepatitis A virus (HAV) infection;
presence of hepatitis A antibody (anti-HA, HAIgG);
infectious hepatitis, short-incubation hepatitis. Do not
include alcoholic hepatitis or hepatitis resulting from
cytomegalovirus (CMV) or Epstein-Barr virus (EBV,
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mononucleosis) infection.

vi) HEPATITIS B: Include hepatitis B virus (HBV) infection;
presence of hepatitis B antibody (anti-HB, anti-HBs, anti-
HBc); serum hepatitis (SH), long-incubation hepatitis. Also
include hepatitis D or delta agent hepatitis which is a
defective RNA virus that can only replicate in the presence
of hepatitis B virus. Do not include alcoholic hepatitis or
hepatitis resulting from cytomegalovirus (CMV) or Epstein-
Barr virus (EBV, mononucleosus) infection.

vii) HEPATITIS NON-A, NON-B: Include viral hepatitis described
as non-A, non-B hepatitis; hepatitis C; posttransfusion
hepatitis. Do not include alcoholic hepatitis or hepatitis
resulting from cytomegalovirus (CMV) or Epstein_Barr virus
(EBV, mononucleosus) infection.

viii) HEPATITIS UNSPECIFIED: Include hepatitis not otherwise
specified. Do not include alcoholic hepatitis or hepatitis
resulting from cytomegalovirus (CMV) or Epstein-Barr virus
(EBV, mononucleosus) infection.

ix) TRANSFUSION OF BLOOD OR BLOOD PRODUCTS ON MORE THAN 1
OCCASION: Include patients with transfusions associated
with surgery or bleeding on more than one occasion (i.e.,
more than one surgical procedure or more than one bleeding
episode). Do not count patients receiving more than one
unit of blood on one occasion (e.g., receiving 3 units for
one episode of gastrointestinal bleeding). Include whole
blood, RBCs, and packed RBCs (PRBCs). Also include patients
with repeated blood replacement therapy such as Factor VIII
concentrate or cryoprecipitate; hemophiliacs.

x) HISTORY OF REJECTION AS A BLOOD DONOR: Include patients
rejected as blood donors for any reason.



23.

11-22

xi) HOUSEHOLD CONTACT WITH DIALYSIS PATIENT: Include patients
living in the same household as a dialysis patient. Do not
include patients with relatives undergoing dialysis unless
the household is shared.

xii) HOUSEHOLD CONTACT WITH KNOWN HEPATITIS B CARRIER: Include
patients living in the same household as a hepatitis B
carrier. Do not include patients with relatives who are
known hepatitis B carriers unless the household is shared.

Check the box at the end of Q22 if none of the specified
conditions were present prior to the marker pregnancy or there

were no data about these conditions in the medical record.

Other Medical History: Circle code "1" where appropriate if the

patient had a history of any of the following at the time of the
first prenatal vist:

PULMONARY
i) ASTHMA: Include allergic (extrinsic) asthma and non-
allergic (intrinsic) asthma. Exclude a history of childhood
asthma that has since resolved.

CARDIOVASCULAR
ii) HYPERTENSION (HTN) (OTHER THAN DURING PREGNANCY): Include
any notation of high blood pressure regardiess of severity
or degree of control. Exclude toxemia, preeclampsia,
eclampsia, pregnancy-induced hypertension (PIH).

iii) VALVULAR DISEASE: Include any of the specified valvular
diseases or surgery. Do not include mitral valve prolapse
unless the record also specifies mitral insufficiency.

GASTROINTESTINAL
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INFLAMMATORY BOWEL DISEASE (IBD)/CROHN'S DISEASE/ULCERATIVE
COLITIS: Inflammatory bowel disease refers to specific
diseases characterized by chronic inflammation at various
sites in the gastrointestinal tract. Crohn's disease (also
called granulomatous ileitis or ileocolitis, regional
enteritis) is a type of IBD that results in transmural
inflammation primarily in the distal ileum and colon.
Ulcerative colitis (or ulcerative proctitis) is also a type
of IBD that results in inflammation and ulceration of the
mucosa of the colon. Do not include colitis caused by
radiation, bacterial or amebic dysentery, or use of
antibjotics. Also do not include irritable bowel syndrome
(IBS, function bowel disorders, spastic colon, mucous
colitis).

GENITOURINARY
v) PYELONEPHRITIS: Include acute or chronic infection of the

vi)

kidney or pyelonephritis (also called infective
tubulointerstitial nephritis). Do not include infections of
the bladder (cystitis) or urethra (urethritis) or infections
of the urinary tract (UTIs) not otherwise specified.

PELVIC INFLAMMATORY DISEASE (PID): Include any episode of
acute PID or chronic pain resulting from past PID. Synonyms
for PID include salpingitis (inflammation of the fallopian
tubes), salpingo-oophoritis (inflammation of the ovaries and
fallopian tubes), pelvic infection caused by Chlamydia
trachomatis or Neisseria gonorroeae , endosalpingitis

(inflammation of the endometrium and fallopian tubes),
endometritis (inflammation of the endometrium), pyosalpinx
(distended fallopian tube filled with pus), and tubo-
ovarian complex (TOC, anatomical space defined by fibrous
material and filled with pus in the area of the ovary and
fallopian tube).
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CERVICAL CANCER: Include invasive cervical cancer (i.e.,
cancer extending beyond the basement membrane of the
epithelium), cancer that is metastatic, or cervical cancer
stage I, II, III, or IV. Do not include cervical lesions
described as carcinoma in situ or cervical cancer stage 0.
Do not inciude cervical dysplasia or biopsy results
classified as CIN (cervical intraepithelial neoplasia) I,
II, or III, or low-grade or high-grade SIL (squamous
intraepithelial lesion). Do not include Pap smears reported
as classes I through V. Synonyms for cervical cancer
include cervical squamous cell carcinoma, cervical
adenocarcinoma, and cervical clear cell carcinoma.

FIBROIDS/MYOMECTOMY (FIBROID SURGERY): Fibroids, also
called myomas, fibromyomas, leiomyomas, or leiomyomata, are
benign bundles of smooth muscle cells found in the uteri of
at least 20% of women over 30 years of age. Myomectomy is a
surgical procedure in which fibroids are excised from the
uterus but the integrity of the uterus is maintained.

ENDOCRINE

ix)

x)

DIABETES MELLITUS (OTHER THAN DURING PREGNANCY): Include
diabetes that is insulin-dependent or managed by oral
medication or by diet alone. Include patients taking
insulin prior to the onset of pregnancy even if diabetes is
not specifically mentioned. Exclude gestational diabetes.

HYPERTHYROIDISM/HYPOTHYROIDISM: Include thyroiditis, toxic
goiter or goiter, Hashimoto's disease, thyrotoxicosis,
Grave's disease, or myxedema. Also include any past history
of thyroid surgery, thyroidectomy (surgical removal of the
thyroid), or patient currently taking any thyroid
medication. (See list of thyroid medications below.)

Choloxin Proloid
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Cytomel Propylthiouracil
Dextrothyronine S-P-T

Euthroid Synthroid
Levothroid Tapazole
Levothyroxine Thyrar
Liothyronine Thyroid hormone
Liotrix Thyroglobulin
Methimazole Thyrolar

MUSCULOSKELETAL/VASCULAR

xi) RHEUMATOID ARTHRITIS (RA): This is a chronic, usually
Include the
presence of a rheumatoid nodule seen on physical exam at the

symmetric, inflammation of peripheral joints.

time of the initial prenatal care visit.

xi1) LUPUS ERYTHEMATOSUS (LE, SYSTEMIC LE, SLE, DISSEMINATED LE):
This is a systemic inflammatory connective tissue disorder
with varying symptoms that may include arthritis, skin
lesions, pleurisy, pericarditis, adenopathy, CNS
involvement, and renal involvement. Do not include discoid
or cutaneous LE (DLE) that is restricted to the skin.

Check the box at the end of Q23 if the patient had none of the
specified conditions at the time of the first prenatal visit or

there were no data about these conditions in the medical record.

History of Substance Abuse: Circle code "1" in column (a) where

appropriate if the patient had a history of substance abuse prior
to the marker pregnancy. Circle code "1" in column (b) where
appropriate if there is evidence in the medical record that
continued use was suspected to be a problem or was a problem
during the marker pregnancy.

i) INTRAVENOUS DRUG USE: 1Include any IV drug.

i1) OTHER, NON-IV DRUG USE: Include abuse, dependence, or
tolerance with amphetamines, cocaine, sedatives/hypnotics,
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narcotics, marijuana, any non-IV prescribed drug, and any
over-the-counter (0TC) drug.

iii) ALCOHOL ABUSE: For column (a)--history of substance abuse,
include alcohol/ethanol/ETOH abuse, dependence, or
tolerance; moderate to heavy or binge drinking. Also
include patients whose daily or almost daily alcohol intake
is greater than or equal to 1/2 bottle of wine (4 glasses)
or 3 beers or 3 shots (ounces) of hard Tiquor (e.g.,
whiskey) or 3 cocktails (mixed drinks). Do not count
patients described as social, 1light, or occasional drinkers.
For column (b)--current problem, include patients whose
daily or almost daily alcohol intake is greater than or
equal to 1 glass of wine or 1 beer or 1 shot (ounce) of hard
liquor (e.g., whiskey) or 1 cocktail (mixed drink). Do not
count patients described as social, light, or occasional
drinkers. ‘

jv) SUBSTANCE ABUSE, UNSPECIFIED: Include substance abuse not
otherwise specified.

v) CIGARETTE SMOKING IN PAST 6 MONTHS: Include any quantity of
cigarette smoking. Include as "smokers in the past six
months" patients who quit smoking "recently” or within the
six months prior to the marker pregnancy. Do not count
other tobacco use such as cigars, pipes, or chewing tobacco.

Check the box at the end of Q24 if none of the specified
conditions occurred or if there were no data about history of
substance abuse.
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PREVIOUS OBSTETRIC HISTORY

The questions in this section ask about the number and outcomes of
previous pregnancies such as the number, type and time of delivery, and
maternal and newborn complications. Include complications described as
possible or probable. Do not include complications that occurred for
the first time during the marker pregnancy. If you are unsure if a
patient had a particular complication, place a question mark by your
answer and document the pertinent data from the chart in the margin.

Base your responses on physicians' and nurses' notes. Use the following
sources of information: prenatal care record, labor and delivery
admission history and physical, the history portion of any discharge
summary.

25. Gravida: Indicate the total number of pregnancies (including the
marker pregnancy) that the patient had regardless of the outcome.
The number of pregnancies and deliveries the patient had may be
summarized numerically in some institutions as follows: G6 P3-2-
1-2 where the digit following the G refers to the number of
pregnancies; the first digit following the P refers to the number
of term deliveries (not infants); the second digit following the P
refers to the number of preterm deliveries; the third digit
following the P refers to the number of abortions; and the fourth
digit following the P refers to the number of living children. In
this example, the patient had 6 pregnancies, 3 term deliveries, 2
preterm deliveries, 1 abortion, and has 2 living children. This
patient may also be described as gravida 6, para 5. If the
patient had twins during one of the deliveries, she would still be
described as para 5 even through she delivered 6 infants. A
nulligravida is a woman who has never been pregnant; a
primigravida is a woman who is pregnant for the first time; a
multigravida has had more than one pregnancy. A nullipara is a
woman who has not completed a pregnancy beyond a spontaneous or
therapeutic abortion; a primipara has completed one pregnancy to
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the point of viability of the fetus; a multipara has completed two
or more pregnancies to the point of viability. Parity refers
here, again, to the number of deliveries rather than to the number
of infants delivered.

Pregnancy Outcomes: Indicate the number of deliveries, ectopic

pregnancies, and abortions/miscarriages as requested. In 26a)
provide the number of deliveries (not infants) occurring after 20
weeks gestation. If at least one such delivery occurred, fill in
questions 26ai) through 26avi) providing the number of infants in
each category: 1live term births, 1ive preterm births, live births
for which the length of gestation is unspecified, term
stillbirths, preterm stillbirths, and stillbirths for which the
length of gestation is unspecified. 1In 26avii), give the date of
the last delivery of >20 weeks gestation prior to the marker
pregnancy. In 26b) give the total number of ectopic pregnancies.
In 26c) give the number of abortions and miscarriages of 20 weeks
or less gestation. If the patient had at least one abortion or
miscarriage, fill in questions 26ci) through 26cv) providing the
number of occurrences (not infants) in each category: spontaneous
abortions of 12 weeks or less gestation, spontaneous abortions of
greater than 12 weeks to 20 weeks gestation, spontaneous abortions
for which the length of gestation is unspecified, therapeutic
(elective) abortions, and abortions of unspecified type.

Previous Caesarean Sections: Indicate the number of previous C-

sections.

If the patient had at least one previous C-section, provide the
date(s) of the previous C-section(s). Space is provided for three
prior C-sections; they do not need to be listed in chronological
order. If the patient had more than 3 previous C-sections,
provide the dates of the last 3.

If the patient had at least one previous C-section, indicate the
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type(s) of C-sections performed. C-section type is determined by
the type of uterine incision and not the type of abdominal wall
incision. Circle code "1" if the uterine incision was a low
segment transverse incision (i.e., a transverse incision in the
lower uterine segment). Circle code "2" if the uterine incision
was described as vertical, classical (i.e., a vertical incision
from the lower uterine segment to the uterine fundus), low
vertical, low segment longitudinal, or inverted T. Circle code
"3" and specify if the type of uterine incision cannot be
classified under codes "1" and "2" (e.g., C-section hysterectomy).
Do not count descriptions of the type of abdominal wall incision
[e.g., infraumbilical midline vertical or Pfannenstiel (a low
transverse curvilinear incision)].

28b. If the patient had at least one previous C-section, circle code
"1" where appropriate to indicate the reason(s) for the C-
section(s).

i) MALPRESENTATION: Include breech presentation (frank, complete,
incomplete, or footling), face presentation in which the head is
hyperextended so that the chin is the presenting part, transverse
lie 1in which the long axis of the fetus is perpendicular to the
long axis of the mother.

ii) CEPHALO-PELVIC DISPROPORTIGN/FAILURE TO PROGRESS/ABNORMAL DURATION
OF LABOR/FAILED FORCEPS OR VACUUM: Include pelvic disproportion
(CPD) in which the architecture of the pelvis (pelvic inlet,
midpelvis, or pelvic outlet) js contracted with respect to the
size of the fetal head; failure to progress or abnormal
prolongation of the duration of labor; failed attempt to deliver
using forceps (Simpson, Tucker-MclLane, or Kielland) or vacuum.

ii1) FETAL DISTRESS: Include fetal distress ( e.g., persistent late
decelerations of fetal heart rate, fetal hypoxia or acidosis, low
fetal scalp pH).
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PLACENTA ABRUPTIO/PREVIA: Include abruptio placentae (i.e.,
partial or complete separation of the normally implanted placenta
before delivery; also called ablatio placentae or accidental
hemorrhage) or placenta previa (i.e., implantation of the placenta
over or very near the internal os; may be total, partial, or
marginal placenta previa or low-lying placenta).

TOXEMIAS OF PREGNANCY: Include toxemia (any disorder in which
hypertension, proteinuria, or edema is present during pregnancy),
preeclampsia (hypertension with proteinuria and/or edema),
eclampsia (hypertension with proteinuria and/or edema along with
convulsions), pregnancy-induced hypertension (PIH), or pregnancy-
aggravated hypertension.

HERPES GENITALIS: Include genital herpes (genital HSV)/Herpes
gentalis/Herpes simplex or Human Herpesvirus isolated from the
genital region.

PREVIOUS C-SECTION: Include a prior C-section regardless of the
type of incision.

IT unsure of how to answer Q28a or (Q28b, copy exact words from the
medical record describing the type of C-section or the reasons for

the C-section.

Complication of Previous Pregnancies: Circle code "1" where

appropriate if the patient had any of the following conditions
assocjated with pregnancy but prior to the marker pregnancy:

i) HABITUAL ABORTIONS (3 OR MORE CONSECUTIVE SPONTANEOUS
ABORTIONS): Do not count therapeutic abortions or abortions
of unspecified type. Do not count 3 or more spontaneous
abortions that were not consecutive (i.e., separated by a
delivery).
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THERAPEUTIC ABORTION FOR A FETAL PROBLEM, SPECIFY: Include
therapeutic abortions for genetic or developmental fetal
abnormalities.

INCOMPETENT CERVIX: This is early dilation of the cervix
during the second or third trimester. If progressive and
untreated, it will result in prolapse and rupture of
membranes and expulsion of the fetus.

PRETERM LABOR, PRETERM PREMATURE RUPTURE OF MEMBRANES
(PROM), PROM AT <37 WEEKS: Preterm labor refers to the
onset of labor at a gestational age (measured from the time
of onset of the LMP) of less than 37 weeks. Premature
rupture of membranes refers to the rupture of membranes
before labor begins. Preterm rupture of membranes refers to
the rupture of membranes at a gestational agé of less than
37 weeks. Include only preterm rupture of membranes.

DIABETES WITH PREGNANCY: Include diabetes of any degree of
severity with onset or first recognition during pregnancy
(i.e., gestational diabetes). Include patients whose
diabetes developed during an earlier pregnancy and
persisted beyond the earlier pregnancy. Do not include
patients with pregestational diabetes (i.e., diabetes with
onset or first recognition occurring outside of pregnancy).

PREECLAMPSIA, ECLAMPSIA, TOXEMIA, PREGNANCY-INDUCED
HYPERTENSION (PIH): 1Include any episode of toxemia (any
disorder in which hypertension, proteinuria, or edema is
present during pregnancy), preeclampsia (hypertension with
proteiunuria and/or edema), eclampsia (hypertension with
proteinuria and/or edema along with convulsions), pregnancy-
induced hypertension (PIH), or pregnancy-aggravated
hypertension.
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vii) MULTIPLE BIRTHS: Include any episode of multiple births

(e.g., twins, triplets) occurring as a result of a previous
pregnancy regardiess of whether or not the patient was
taking fertility medications. Include any episode
regardless of the fetal outcomes (e.g., one fetus was
stillborn and one was liveborn).

Check the box at the end of Q29 if the patient had none of the
specified conditions during a prior pregnancy or there were no
data about conditions during prior pregnancies in the medical

record.

Neonatal Complications: Circle code "1" where appropriate in

column (a) and give the number of infants affected in column (b)

if the patient had any of the following neonatal complications in

previous pregnancies:

i)

i1)

1)

iv)

BIRTHWEIGHT OF 1500-2499 GM (3 LB 5 0Z - 5 LB 8 0Z): Include
an actual or estimated weight. Include live births only.

BIRTHWEIGHT OF 1499 GM OR LESS (LESS THAN 3 LB 5 0Z):
Include an actual or estimated weight. Include live births
only.

LOW BIRTHWEIGHT, UNSPECIFIED: Include documentation of a
low birthweight infant for which the actual or estimated
weight is unknown. Include live births only.

BIRTHWEIGHT OF 4001 GM OR MORE (MORE THAN 9 LB): Include an
actual or estimated weight. Include live births only.

MACROSOMIA, WEIGHT UNSPECIFIED: 1Include occurrence of
macrosomia or high birthweight infant (where the actual or
estimated birthweight is not documented) whether due to
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large size of the parents, diabetes or obesity in the
mother, or prolonged gestation. Include live births only.

DEATH OF INFANT IN FIRST 4 WEEKS AFTER BIRTH (EXCLUDING
STILLBIRTH): This is also called a neonatal death. Do not
include stillbirths or deaths occurring after the first 4
weeks after birth.

ANENCEPHALY, SPINA BIFIDA, NEURAL TUBE DEFECT (NTD):
Anencephaly is the absence of the cerebral hemispheres and
is incompatible with life. Spina bifida refers to the
incomplete closure of the vertebral column which may be
visible or occult. A meningocele is a type of spina bifida
in which the meninges are contained in a sac protruding from
the vertebral column. A myelocele is a type of spina bifida
in which part of the spinal cord is contained in a
protruding sac. Both meninges and spinal cord are found in
the protruding sac of a myelomenigocele.

DOWN'S SYNDROME: Synonyms include Trisomy 21, Trisomy G,
and Mongolism. In this syndrome, there is an extra
chromosome 21 or extra genetic information from chromosome
21 translocated onto one of the normal 46 chromosomes.
Patients with this syndrome have retarded physical and
mental development, aistinct physical features, and often
have congenital heart disease.

OTHER MALFORMATION OR GENETIC PROBLEM, SPECIFY: Include
cases of congenital heart disease (CHD), such as ventricular
septal defect (VSD) and patent ductus arteriosus (PDA);
gastrointestinal defects, such as biliary atresia,
intestinal obstruction; musculoskeletal defects, such as
cleft 1ip or palate and craniofacial abnormalities; renal
and genitourinary defects, such as polycystic kidney
disease; and genetic problems, such as trisomy syndromes
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other than Trisomy 21.

x) OTHER NEONATAL COMPLICATION, SPECIFY: Include any other
complication occurring during the first 28 days after birth.

Check the box at the end of Q30 if none of the specified
complications occurred with previous births or there were no data
about complications occurring during previous births.
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PRENATAL CARE FOR MARKER PREGNANCY

The questions in this section ask about the care the patient received

during the marker pregnancy. Questions focus on defining gestational

age, summarizing prenatal visits, and identifying complications and

hospitalizations.

Base your responses on physicians' and nurses' notes.

Use the following

sources of information: prenatal care record, labor and delivery

admission or observation history and physical, admission history and

physical from any hospitalization occurring during the marker pregnancy,

the history portion of any discharge summary, emergency room reports,

and notes from special or after-hours encounters.

Do not include visits

to specialty clinics (e.g., urology, ophthalmology).

31.

3la.

Last Menstrual Period (LMP)/Expected Date of Confinement (EDC):

Give the dates of (i) the first day of the patient's last
menstrual period before the marker delivery and (ii) the estimated
date of confinement or delivery. Use a definite or estimated date
for the LMP. Use the EDC given; if the EDC is not given, do not
calculate it during the abstraction. For your information, the
EDC is determined as follows: the date of the first day of the
last normal menstrual period minus 3 months plus 7 days plus 1
year. The EDC may also be determined by adding 268 days to the
date of the day of ovulation determined by basal body
temperatures. If the EDC was revised prior to delivery, give the
original EDC here.

If there is evidence in the medical record that either the LMP or
the EDC was unreliable, circle code "1" where appropriate.

i) QUESTIONABLE DATE, IRREGULAR MENSES: Since the EDC often
depends on the LMP, both may be unreliable if the last
period of bleeding recognized by the patient was not a
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normal menstrual period, if the patient had irregular
menses, or if the patient became pregnant after
discontinuing birth control pills. A questionable date may
be indicated in the record by a question mark.

ii) OTHER, SPECIFY: List any other evidence suggesting that the
LMP or EDC is unreliable.

Circle code "1" if more than one date is given for the EDC. Do
not consider ultrasound (US) dates as EDC dates.

Revised EDC: FOR OFFICE USE ONLY

FOR OFFICE USE ONLY

Fetal Heart Tones (FHT): Give the dates when fetal heart tones

were first heard by (i) Doppler (+D or +DT) and by (ii) fetoscope
(+FS). Fetal heart tones can usually be heard by Doppler (i.e.,
ultrasound) at a gestational age of 10 weeks; whereas, fetal heart
tones cannot be heard by stethoscope or fetoscope until week 17.
The date at which fetal heart tones are first heard by fetoscope
is used to determine the gestational age of the fetus if the LMP
is unreliable. If the date is specified as "first week in June,"
code this as June 4. If the date is specified as "middle of
August," code this as August 15.

If fetal heart tones were heard (prior to the dates documented in
Q33 or if no data in Q33) but you cannot determine the method
used, give the date fetal heart tones were first heard here.

Quickening: Give the actual or estimated date that quickening or
the perception of fluttering movements were first noted by the
patient. This occurs sometime between week 16 and 20 after the
onset of the LMP and can be used as an aid in determining the
length of gestation. If the date is specified as "first week in
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June," code this as June 4. If the date is specified as "middle
of August," code this as August 15.

Height: Give the patient's height measured at any time during the
pregnancy or delivery admission in (i) feet and inches or (ii)
centimeters.

Summary of Prenatal Visits: Provide the information requested for
each of the outpatient clinic prenatal care visits the patient had
for the marker pregnancy. During the prenatal period, the patient
may have had a number of visits that may or may not be related to
the marker pregnancy. Use the following guidelines to determine
which visits to include in Q36. Include all visits to the
prenatal care clinic, all emergency room visits, all labor and
delivery observation visits that did not result in admission, all

special encounter clinic visits, and all after-hours clinic
visits. Do not include visits to specialty clinics (e.g.,
urology, ophthalmology). Do not include visits for which the only
documentation was a laboratory test result or for which the
purpose was to provide a laboratory specimen (e.g., blood draw);
however, if there is evidence that the patient was examined,
include the documentation as a visit. Do not include home visits
or telephone contacts in this question. Do not include
assessments made during hospital admissions in this question. Do
not list appointments for which the patient did not appear. The
visits do not have to be entered in chronological order. Be sure
to include information from the initial prenatal intake visit even
if no examination was performed. In column (a), give the date of
the visit. 1In column (b), give the maternal weight in pounds.
Provide the maternal systolic blood pressure (SBP) in column (c)
and the diastolic blood pressure (DBP) in column (d). If more
than one blood pressure reading is given, use the highest SBP and
the highest DBP even if the two values come from different
readings. In column (e), code the measurement of urinary protein.
Urine measurements may be abbreviated as follows:
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Urine A/S: A = albumin, S = sugar
Urine N/SP: N = nitrogen, S = sugar, P = protein
Urine glu/pro: glu = glucose, pro = protein

If urinary protein is documented as "+," code this as "1+." The
urinary protein may also be documented as a concentration. Code
urinary protein concentrations as follows:

30 mg/1 = 1+
100 mg/1 = 2+
300 mg/1 = 3+

>2000 mg/1 = 4+

If the column heading on the prenatal flow sheet is "urine" but
the type of test is not specified and the data are recorded as "N
N N," code the protein as negative as long as all tests are
negative. If one test is positive (e.g., N 2+ N), code the
protein as "No data.” If a line is drawn through the space for
urine protein, code this a negative for urine protein. In column
(f), give the results for urinary glucose or sugar. If urinary
glucose is given as "+," code this as "1+." If the column heading
on the prenatal flow sheet is "urine" but the type of test is not
specified and the data are recorded as "N N N," code the glucose
as negative as long as all tests are negative. If one test is
positive (e.g., N 2+ N), code the glucose as "No data." 1If a
line is drawn through the space for urine glucose, code this as
negative for urine glucose. In column (g), provide the fundal
height measurement in centimeters. If the fundal height is given
in centimeters and is followed by a "+," code the measurement as
if the plus sign was absent. If a range is given, use the
midpoint. The following abbreviations may be used for fundal
height:

U = at the level of the umbilicus = 20.0 cm
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2 FB = two fingerbredths below the level of the
umbilicus = 18.0 cm
S/SP = symphysis/symphysis pubis = leave blank

In column (h), give the estimated gestational age (GA) in weeks.
If the GA is given as a fraction of a week, code it as if the
fraction were a decimal number (e.g., code 18 2/7 weeks as 18.2).
If the GA is given in weeks and is followed by a "+," code the GA
as if the plus sign was absent. If edema is assessed, code the
assessment in column (i).

Home Visits: Circle code "1" if there were any home visits made

to the patient during the marker pregnancy. Do not include
telephone contacts.

If there were home visits made, provide the information requested
for each of the home visits. Do not include telephone contacts.
Visits do not need to be entered in chronological order. In
column (a), give the date of the visit. In column (b), provide
the maternal systolic blood pressure (SBP), and in column (c), the
diastolic blood pressure (DBP). If more than one blood pressure
reading is given, use the highest SBP and the highest DBP even if
the two values come from different readings. In column (d), give
the fundal height in centimeters. If the fundal height is given
in centimeters and is followed by a "+," code the measurement as
if the plus sign was absent. If a range is given, use the
midpoint. The following abbreviations may be used for fundal
height:

U = at the level of the umbilicus = 20.0 cm

U-2 FB = two fingerbredths below the level of the
umbilicus = 18.0 cm

S/SP = symphysis/symphysis pubis = leave blank

In column (e), code the measurement of urinary protein. Urine
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measurements may be abbreviated as follows:

Urine A/S: A = albumin, S = sugar
Urine N/SP: N = nitrogen, S = sugar, P = protein
Urine glu/pro: glu = glucose, pro = protein

If urinary protein is documented as “+," code this as "1+." The
urinary protein may also be documented as a concentration. Code
urinary protein concentrations as follows:

30 mg/1 = 1+
100 mg/1 = 2+
300 mg/1 = 3+

>2000 mg/1 = 4+

If the concentration is given using different units (e.g.,
mmo1/1), document the information in the margin and leave the
gquestion blank. If the column heading on the prenatal flow sheet
is "urine" but the type of test is not specified and the data are
recorded as "N N N," code the protein as negative as long as all
tests are negative. If one test is positive (e.g., N 2+ N), code
the protein as "No data." If a line is drawn through the space
for urine protein, code this as negative for urine protein. In
column (f), give the results for urinary glucose or sugar. If
urinary glucose is given as "+," code this as "1+." If the column
heading on the prenatal flow sheet is "urine" but the type of test
is not specified and the data are recorded as "N N N," code the
glucose as negative as long as all tests are negative. If one
test is positive (e.g., N 2+ N), code the glucose as "No data."
If a line is drawn through the space for urine glucose, code this
as negative for urine glucose. If edema is assessed, code the
assessment in column (g).

Condition of the Cervix/Station/Fetal Presentation: During the

Tast 2 months of prenatal care (as measured from the last prenatal
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care visit), provide the information requested from each
outpatient clinic visit and each home visit during the marker
pregnancy. Do not include any measurements done during hospital
admissions. Visits do not need to be entered in chronological
order. In column (a), give the date of the assessment. In column
(b), give the degree of cervical dilation in centimeters. If a
range is given (e.g., 2-3 cm), take the midpoint of the range.
The following abbreviations are used in measuring the degree of
dilation:

CLOSED = 0.0 cm

TFT 1.0 cm

LFT 2.0 cm

FT = fingertip unspecified = 1.0 cm

AL = anterior 1ip = 9.5 cm

RIM = 9.5 cm

C = comp]éte = 10.0 cm

tight fingertip

loose fingertip

In column (c), give the percent of cervical effacement. This
process refers to the drawing up of the internal os of the cervix
so that the cervical canal becomes more funnel-shaped. The
percent effacement refers to the length of the patient's cervical
canal compared to that of an uneffaced cervix (2 cm). At 100%
effacement, the cervical canal is obliterated. If the cervix is
referred to as "thick" or "long," code this as 0% effacement. If
a range is given, use the midpoint of the range. In column (d),
give the fetal station. This refers to the level of the
presenting part of the fetus in the birth canal. When the
presenting part is at the level of the ischial spines, this is
station zero (0). When the presenting part is at the level of the
pelvic inlet, the station is minus three (-3). When the
presenting part is at the perineum, the station is plus three
(+3). One, two, or three upward-pointing arrows should be coded
as station (-3). A fetus described as floating (F) or ballottable
(B) should also be coded as station (-3). If a range is given for
station, code the least advanced estimate; for example, if the
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range is (-3) to (-2), code (-3). In column (e), circle code "1"
if the fetal presentation is vertex or cephalic (i.e., the head is
the presenting part whether or not it is flexed so that the chin
is in contact with the thorax). Also include occiput, face, or
brow. Circle code "9" if the presentation is described as breech,
footling, shoulder, or other.

Referrals/Counseling: Circle code "1" where appropriate in column

(a) if the patient was given a referral for one or more of the
conditions listed during her prenatal care. Include as a
referral, a recommendation that the patient visit a clinic or
other health care provider for specialized education or treatment.
Be sure to examine documentation only from outpatient visits. Do
not include hospital admissions even if the patient was seen by a
consultant for one of the specified conditions during the
admission. . If a referral was given, give the date of the first
referral in column (b). If one of the specified types of
referrals was not given, circle code "1" in column (c) if the
patient received counseling about the specified condition or
problem. If the patient was counseled, give the date the patient
was first counseled in column (d).

i) DIABETIC DIET INSTRUCTION: Include education relating to
glucose control including diet and self-measurement of
glucose.

ii) ALCOHOL ABUSE: Include education relating to
alcohol/ethano1/ETOH abuse, dependence, or tolerance;
moderate to heavy or binge drinking.

iii) DRUG ABUSE: Include education relating to IV or non-IV drug
abuse, dependence, or tolerance (e.g., amphetamines,
cocaine, sedatives/hypnotics, narcotics, marijuana, any
over-the-counter (0TC) or prescription drug).
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iv) SMOKING CESSATION: Include education relating to any
quantity of cigarette smoking. Do not include other tobacco
use .

Rho(D) Immune Globulin: Circle code "1" if the patient received

Rho (D) immune globulin or one of the medications listed below at
any time during the marker pregnancy. Do not include the
inhospital postpartum period for the marker delivery.

Gamulin Rh
HypRho-D
Rhesonativ
RhoGAM

Do not include the mini doses of Rho (D) immune globulin (e.g.,
HypPho-D Mini-Dose, MICRhoGAM, Mini-Gamulin Rh).

If Rho (D) immune globulin was given, provide the date it was
first given. For Rho (D)-negative nonimmunized women, it is
recommmended that one dose of Rho (D) immune globulin be given at
28 to 32 weeks gestation, within 72 hours after the birth of a D-
positive infant, at the time of amniocentesis, and whenever there
is uterine bleeding.

Symptoms/Findings: Circle code "1" where appropriate in column

(a) if the patient had any of the specified symptoms or findings
during the marker pregnancy. Include documentation of
symptoms/findings documented during outpatient visits. Include
all visits to the prenatal care clinic, all emergency room visits,
all Tabor and delivery observation visits that did not result in
admission, all special encounter clinic visits, and all after-
hours clinic visits. Do not include symptoms/findings documented
during hospital admissions. If specified symptoms/findings were
present, give the date of first occurrence in column (b).

i) SEVERE HEADACHE: Include headache in any location (e.g.,
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frontal or occipital) that is described as
severe/progressive/deteriorating/worsening or is resistant
to ordinary over-the-counter (0TC) analgesics.

MENTAL STATUS CHANGE: Include a description of the patient
as confused--disoriented (x 1, 2, or 3); oriented x 2 (0x2),
oriented x 1 (0x1); unable to identify time, place, self,
friends, or family; unable to follow simple commands or
answer simple questions, had signs of neurologic change--
agitated, restless, lethargic, poorly arousable,
semicomatose, drowsy, stuporous, obtunded; having episodes
of seizures or convulsions, syncope, loss of consciousness
(LOC), or 1in coma.

VISUAL DISTURBANCES: Include any type and any severity of
visual disturbance such as blurring, partial or total
blindness, or scotoma (an area within the visual field where
vision is absent or decreased).

RIGHT UPPER QUADRANT (RUQ) OR EPIGASTRIC PAIN: Inciude RUQ
abdominal or epigastric pain of any degree or severity. Do
not include abdominal pain with unspecified location.

OLIGURIA: Include any documentation of oliguria or a urine
outflow of less than 400 milliliters (ml, cc) in 24 hours

(less than 130 ml per 8-hour shift or less than 200 ml per
12-hour shift).

PULMONARY EDEMA: Include pulmonary edema of any degree or
severity. Include interstitial pulmonary edema
(interstital/peribronchial/perihilar/perivascular edema,
fluid, congestion, or infiltrate; Kerley B lines; edema
along lung markings; peribronchial cuffing) and alveolar
pulmonary edema.
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vii) SEIZURES: Include seizures and convulsions of any type or
severity.

Check the box at the end of Q41 if none of the specified
symptoms/findings were present or there were no data about
symptoms/findings.

Bedrest: Circle code "1" if the patient was ever placed on

bedrest at home (whether or not the patient was compliant) during
the marker pregnancy. Bedrest is defined as staying in bed for at
least 22 hours per day and getting up to do nothing more than eat
meals, use the toilet, and shower.

If the patient was placed on bedrest, give the date the
recommendation was first given.

Restricted Activity: Circle code "1" if the patient ever

discontinued employment or reduced her usual activities during the
marker pregnancy. Usual activities may include work, housework,
meal preparation, child care, and sports. Count restricted
activity instituted by the patient or by recommendation of the
doctor.

If the patient discontinued employment or reduced her usual
activities for any reason, give the date she first restricted her

activities.

Communicable Disease: Circle code "1" where appropriate if the

patient had a definite, probable, or possible history of any of
the following during the marker pregnancy:

i) RUBELLA (GERMAN MEASLES): Do not include measles not
otherwise specified, rubeola, roseola, or atypical measles.
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GENITAL HERPES: Include Herpes simplex (HSV) isolated from
the genital region, or herpes progenitalis. Do not include
herpes labialis or Herpes zoster.

SYPHILIS: Include Treponema pallidum infection; positive
test results--VDRL positive, RPR positive, FTA-ABS positive,
TPHA positive; tabes dorsales; neurosyphilis. If test
results were positive but it was definitely indicated that
the infection and treatment occurred prior to the marker

pregnancy, circle code "9."

GONORRHEA: Include Neijsseria gonorrhoeae infection,

gonococcal infection; disseminated gonococcal infection
(DGI).

HEPATITIS A: Include hepatitis A virus (HAV) infection;
presence of hepatitis A antibody (anti-HA, HAIgG) unless
infection was definitely documented as occurring prior to
the marker pregnancy; infectious hepatitis, short-incubation
hepatitis. Do not include alcoholic hepatitis or hepatitis
resulting from cytomegalovirus (CMV) or Epstein-Barr virus
(EBV, mononucleosus) infection.

HEPATITIS B: Include hepatitis B virus (HBV) infection;
presence of hepatitis B antibody (anti-HB, anti-HBs, anti-
HBc) unless definitely documented as occurring prior to the
marker pregnancy; serum hepatitis (SH), long-incubation
hepatitis. Also include hepatitis D or delta agent
hepatitis which is a defective RNA virus that can only
replicate in the presence of hepatitis B virus. Do not
include alcocholic hepatitis or hepatitis resulting from
cytomegalovirus (CMV) or Epstein-Barr virus (EBY,
mononucleosus) infection.

HEPATITIS NON-A, NON-B: Include viral hepatitis described
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as non-A, non-B hepatitis; hepatitis C; posttransfusion
hepatitis. Do not include alcoholic hepatitis or hepatitis
resulting from cytomegalovirus (CMV) or Epstein-Barr virus
(EBV, mononuc]eosué) infection.

HEPATITIS UNSPECIFIED: Include hepatitis not otherwise
specified. Do not include alcoholic hepatitis or hepatitis

" resulting from cytomegalovirus (CMV) or Epstein-Barr virus

(EBV, mononucleosus) infection.

HOUSEHOLD CONTACT WITH DIALYSIS PATIENT: Include patients

living in the same household as a dialysis patient. Do not
include patients with relatives undergoing dialysis unless

the household is shared.

HOUSEHOLD CONTACT WITH KNOWN HEPATITIS B CARRIER: Include
patients living in the same household as a hepatitis B
carrier. Do not include patients with relatives who are
known hepatitis B carriers unless the household is shared.

Check the box at the end of Q44 if none of the specified
conditions were present during the marker pregnancy or there were

no data about these conditions during the marker pregnancy.

Other Medical History: Circle code "1" where appropriate if the

patient developed any of the following during the marker

pregnancy:

PULMONARY
i) ASTHMA: Include allergic (extrinsic) asthma and non-

allergic (intrinsic) asthma. Exclude a history of childhood
asthma that has since resolved.

CARDIOVASCULAR

i1)

VALVULAR DISEASE: Include any of the specified valvular
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diseases or surgery. Do not include mitral valve prolapse
uniess the record also specifies mitral insufficiency.

GASTROINTESTINAL
i51) PEPTIC ULCER DISEASE (PUD): Include gastric (stomach)

iv)

vi)

ulcers, channel (pyloris of the stomach) ulcers, duodenal
ulcers, and lower esophageal ulcers. Do not include acute
gastritis or stress ulcers.

CHOLELITHIASIS/CHOLECYSTITIS: Include stones or calculi in
the gallbladder (cholelithiasis) and in the bile ducts
(choledocholithiasis). Also include acute or chronic
jnflammation of the gallbladder (cholecystitis) and removal
of the gallbladder (cholecystectomy).

PANCREATITIS: Include acute and chronic inflammation of the
pancreas and pancreatic pseudocyst (a collection of
pancreatic enzymes contained by a fibrous and vascular
capsule).

INFLAMMATORY BOWEL DISEASE (IBD)/CROHN'S DISEASE/ULCERATIVE
COLITIS: Inflammatory bowel disease refers to specific
diseases characterized by chronic inflammation at various
sites in the gastrointestinal tract. Crohn's disease (also
called granulomatous ileitis or ileocolitis, regional
enteritis) is a type of IBD that results in transmural
inflammation primarily in the distal ileum and colon.
Ulcerative colitis (or ulcerative proctitis) is also a type
of IBD that results in inflammation and ulceration of the
mucosa of the colon. Do not include colitis caused by
radiation, bacterial or amebic dysentery, or use of
antibiotics. Also do not include irritable bowel syndrome
(1IBS, function bowel disorders, spastic colon, mucous
colitis).
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GENITOURINARY

vii)

viii)

ix)

x)

PYELONEPHRITIS: Include acute or chronic infection of the
kidney or pyelonephritis (also called infective
tubulointerstitial nephritis). Do not include infections of
the bladder (cystitis) or urethra (urethritis) or infections
of the urinary tract (UTIs) not otherwise specified.

NEPHROLITHIASIS: This refers to stones or calculi found
anywhere in the urinary tract (kidney, ureter, bladder,
urethra). Also include urolithiasis.

PELVIC INFLAMMATORY DISEASE (PID): Include any episode of
acute PID or chronic pain resulting from past PID. Synonyms
for PID include salpingitis (inflammation of the fallopian
tubes), salpingo-oophoritis (inf]ammation'of the ovaries and
fallopian tubes), pelvic infection caused by Chlamydia
trachomatis or Neisseria gonorroeae , endosalpingitis

(inflammation of the endometrium and fallopian tubes),
endometritis (inflammation of the endometrium), pyosalpinx
(distended fallopian tube filled with pus), and tubo-
ovarian complex (TOC, anatomical space defined by fibrous
material and filled with pus in the area of the ovary and
fallopian tube).

CERVICAL CANCER: Include invasive cervical cancer (i.e.,
cancer extending beyond the basement membrance of the
epithelium or cancer that is metastatic) or cervical cancer
stage I, II, III, or IV. Do not include cervical lesions
described as carcinoma in situ or cervical cancer stage 0.
Do not include cervical dysplasia or biopsy results
classified as CIN (cervical intraepithelial neoplasia) I,
II, or III, or SIL (squamous intraepithelial lesion) I or
II. Do not include Pap smears reported as classes I through
V. Synonyms for cervical cancer include cervical squamous
cell carcinoma, cervical adenocarcinoma, and cervical clear
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cell carcinoma.

FIBROIDS/MYOMECTOMY (FIBROID SURGERY): Fibroids, also
called myomas, fibromyomas, leiomyomas, or leiomyomata, are
benign bundles of smooth muscle cells found in the uteri of
at least 20% of women over 30 years of age. Myomectomy is a
surgical procedure in which fibroids are excised from the
uterus but the integrity of the uterus is maintained.

ENDOCRINE

xii)

HYPERTHYROIDISM/HYPOTHYROIDISM: Include thyroiditis, toxic
goiter or goiter, Hashimoto's disease, thyrotoxicosis,
Grave's disease, or myxedema. Also include any past history
of thyroid surgery, thyroidectomy (surgical removal of the
thyroid), or patient currently taking any thyroid
medication. (See list of thyroid medications below.)

Choloxin Proloid

Cytomel Propylthiouracil
Dextrothyronine S-P-T

Euthroid Synthroid
Levothroid Tapazole
Levothyroxine Thyrar
Liothyronine Thyroid hormone
Liotrix Thyroglobulin
Methimazole Thyrolar

MUSCULOSKELETAL/VASCULAR

xiii)

Xiv)

RHEUMATOID ARTHRITIS (RA): This is a chronic, usually
symmetric, inflammation of peripheral joints. Include the
presence of a rheumatoid nodule seen on physical exam at the
time of the initial prenatal care visit.

LUPUS ERYTHEMATOSUS (LE, SYSTEMIC LE, SLE, DISSEMINATED LE):
This is a systemic inflammatory connective tissue disorder
with varying symptoms that may include arthritis, skin
lesions, pleurisy, pericarditis, adenopathy, CNS



II-51

involvement, and renal involvement. Do not include discoid
or cutaneous LE (DLE) that is restricted to the skin.

xv) THROMBOPHLEBITIS: Include venous thrombosis, phlebitis,
deep venous thrombosis (DVT).

Check the box at the end of Q45 if the patient had none of the
specified conditions at the time of the first prenatal visit or

there were no data about these conditions in the medical record.

46. Gestational Diabetes: Circle code "1" if the patient developed

gestational diabetes during the marker pregnancy. Include
diabetes of any degree of severity with onset or first recognition
during the marker pregnancy (i.e., gestational diabetes). Do not
include patients whose diabetes developed during an earlier
pregnancy and persisted beyond the earlier pregnancy. Do not
include patients with pregestational diabetes (i.e., diabetes with
onset or first recognition occurring outside of pregnancy).

46a. If the patient developed gestational diabetes during the marker
pregnancy, circle code "1" where appropriate in column (a) if the
patient was placed on any of the eligible medications. Refer to
the list of eligible medications. Give the date(s) the
medication(s) were first started in column (b).

47. Pregnancy-Induced Hypertension: Circle code "1" if the patient
was ever diagnosed with pregnancy-induced hypertension during the
marker pregnancy. Include any episode of toxemia (any disorder in
which hypertension, proteinuria, or edema is present during
pregnancy), preeclampsia (hypertension with proteinuria and/or
edema), eclampsia (hypertension with proteinuria and/or edema
along with convulsions), pregnancy-induced hypertension (PIH), or
pregnancy-aggravated hypertension. Do not include a patient with
elevated blood pressure unless the specified diagnosis was made.
Base your answer on outpatient prenatal care records as well as
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documentation of hospital admissions not resulting in delivery.

If pregnancy-induced hypertension was diagnosed during the marker
pregnancy, give the date when it was first noted.

If pregnancy-induced hypertension was diagnosed during the marker
pregnancy, give the dates of any toxemia-related referrals for
observation or hospital admission in column (a), the dates of
toxemia-related observation unit stays in column (b), and the
dates of toxemia-related hospital admissions in column {c). For
example, a patient seen in the prenatal clinic on 9/17/90 had
elevated blood pressure, a moderate headache, and 1+ edema, and
was referred to the hospital for observation. She went to the
hospital at 20:00 on 9/18/90, was placed in an observation unit
for 6 hours, and was admitted to an inpatient bed on 9/19/90. You
would code 9/17/90 in column (a), 9/18/90 in column (b), and
9/19/90 in column (c).

Other Complications: Circle code "1" where appropriate in column

(a) if the patient had any of the specified problems during the
marker pregnancy. If so, give the date the problem was first
noted in column (b).

i) POSSIBLE FETAL GROWTH RETARDATION (IUGR): Include possible,
probable, or definite cases of intrauterine growth
retardation and symmetrical {type I, intrinsic) or
asymmetrical (type II, extrinsic) fetal growth retardation.
Also include a fetus described as "small for gestational
age" (SGA).

ji) LARGE UTERUS FOR DATES: Include any suspicion of large for
gestational age (LGA) documented during the marker

pregnancy.

iii) PRETERM LABOR, PRETERM PREMATURE RUPTURE OF MEMBRANES
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(PROM), PROM AT <37 WEEKS: Preterm labor refers to the
onset of labor at a gestational age (measured from the time
of onset of the LMP) of less than 37 weeks. Premature
rupture of membranes refers to the rupture of membranes
before labor begins. Preterm rupture of membranes refers to
the rupture of membranes at a gestational age of less than
37 weeks. Include only preterm rupture of membranes.

iv) OTHER, SPECIFY: Circle code "1" and specify if there were
any other complications occurring during the marker

pregnancy.

Other Clinic Visits: Circle code "1" if the patient was seen in

clinics other than the prenatal care clinic during the marker
pregnancy. Do not include emergency room visits, labor and
delivery observation visits, hospital admissions, special
encounter clinic visits, or after hours clinic visits. Do include
clinic visits that are not emergent and are for a reason other
than prenatal care (e.g., urology, orthopedics).

If the patient was seen in clinics other than the prenatal care
clinic, give the number (up to 9) of this type of clinic visits
made during the marker pregnancy. Use code "98" for 10 or more
clinic visits during the marker prenatal period.

Nontoxemia Hospitalizations: Circle code "1" if the patient was

ever hospitalized during for the marker pregnancy for a reason
other than preeclampsia, eclampsia, hypertension, or toxemia.
Exclude the admission resulting in the marker delivery.

If the patient was hospitalized during the marker pregnancy for a
reason other than preeclampsia, eclampsia, hypertension, or
toxemia, provide the information requested for the last 5
hospitalizations prior to delivery (excluding the admission
resulting in delivery). In column (a), give the date of
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admission. 1In column (b), give the date of discharge. Code the
reason(s) for admissijon in column (c). If the reason(s) for
admission was known, specify the reason(s) in column (d).
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VIII. LABORATORY STUDIES/TREATMENT

This section summarizes the results of various laboratory studies and
treatments performed during the marker pregnancy. Base your answers on
the following sources of information: progress notes from prenatal
clinic and home visits, prenatal laboratory reports, emergency room
visits, labor and delivery observation visits, and special encounter or
after hours clinic visits. Do not include labs taken in specialty
clinics such as urology or ophthalmology. In general, use outpatient
documentation only; do not use documentation from hospital admissions
either resulting in or not resulting in delivery. However, there is one
exception to the use of outpatient-only documentation. If the pregnancy
was first diagnosed during a hospital admission and the initial
laboratory evaluations (e.g., pregnancy test, rubella test) were
performed during that admission, include that documentation in this
section. Do not include data from clinic visits other than those
specified above (e.g., urology, orthopedics). In recording the dates
for laboratory tests, use the dates documented for sample collection on
laboratory slips as a primary source. For some laboratory results
documented on the prenatal flow sheet and initial assessment, use the
dates given unless they are contradicted by laboratory slips.

51. Positive Pregnancy Test: Circle code "1" if the patient had a
positive pregnancy test during the marker pregnancy. Exclude "at-
home" pregnancy tests performed by the patient. Pregnancy tests
are based on the detection of HCG (human chorionic gonadotropin)

in plasma or urine.

bla. If the patient had a positive pregnancy test, give the date of the
test.

52. Rh Factor: Rh factor refers to the CDE or rhesus blood group
system of red blood cell antigens. The D or Rho antigen provokes
the most significant immunologic response used in blood typing.
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If the fetus is Rh positive and the mother is Rh negative (i.e.,
the D antigen is not present on the mother's red blood cells), the
mother will develop antibodies to the D antigen if fetal blood
cells enter her circulation. A subgroup of the D antigen called
"Du* or "Rho variant" may be present on the mother's red blood
cells. Rarely, a patient who is Du-positive may develop
antibodies to the D antigen on the fetal red blood cells if they
enter her circulation.

Give the date of the first Rh factor test performed during the
marker pregnancy. If no test was performed during the marker
pregnancy, use the most recent test performed prior to the marker
pregnancy (e.g., during an earlier pregnancy).

Give the results of the test for which you have provided the date
in Q52a. Circle code "1" if the patient is Rh positive (i.e., D
or Rho-positive). Circle code "2" if the patient is Rh negative
and Du positive [i.e., D(Rho)-negative but Du(Rho variant)-
positive]. Circle code "3" if the patient is Rh negative and Du
negative or unspecified [i.e., D(Rho)-negative and Du(Rho
variant)-negative or unspecified]. The patient's blood type and
Rh factor may be listed together on the prenatal assessment sheet
as follows: 0+. In this example, the "0" refers to the blood type
and the "+" refers to the D(Rho) antigen.

Give the dates, results, and titers for any antibody screens
performed on the mother's blood during the marker pregnancy. The
antibody screens are performed using an indirect Coombs test. 1In
this test, red blood cells (RBCs) of known antigenic type are
exposed to the serum to be tested. If antibodies to the known
antigens are present in the serum being tested, they attach to the
RBCs. When Coombs serum is added, the RBCs agglutinate if
antibodies have attached. Do not include the results of direct
Coombs tests. Give the date of the test in column (a). Give the
results of the test in column (b). The results may be referred to
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on the prenatal assessment sheet as "ABS" or "antibody." If you
are unsure of the results of the test, document the pertinent
information in the margin. Give the titer in column (c). The
titer measures the amount of antibody present--the higher the
titer number, the greater the amount of antibody. If the titer is
1:4, the antibody could still be detected if the serum was diluted
to one part in four. If the titer was 1:16, the antibody could
still be detected if the serum was diluted to one part in sixteen.

Test for Rubella: Indicate whether a test for rubella (German

measies) was performed during the marker pregnancy. If no test
was performed during the marker pregnancy, use the most recent
test performed prior to the marker pregnancy (e.g., during an
earlier pregnancy). Do not include measles not otherwise
specified, rubeola, rdseo]a, or atypical measles.

Give the date and results of the first test performed during the
marker pregnancy. If no test was performed during the marker
pregnancy, give the date and results of the most recent test
performed prior to the marker pregnancy. If only a titer is given
or you are unsure of the results of the test, document the
pertinent information in the margin. Consider a result described
as "positive" or a titer greater than 1:8 (e.g., 1:64) as immune.
"No evidence for" is equivalent to "not immune."

If a rubella test was not performed, circle code "1" if there is
evidence in the medical record that the patient received the
rubella vaccine prior to the marker pregnancy. Include
vaccination with Meruvax II, Biavax II, or M-M-R II.

Test for Hepatitis B: Circle code "1" if a test for Hepatitis B

antigen (HBsAg) was performed during the marker pregnancy.
Include tests for hepatitis B virus (HBV) infection; or for serum
hepatitis (SH) or long-incubation hepatitis. Also include tests
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for hepatitis D or delta agent hepatitis which is a defective RNA
virus that can only replicate in the presence of hepatitis B
virus. Do not include tests for hepatitis resulting from
hepatitis A virus (HAV), cytomegalovirus (CMV), or Epstein-Barr
virus (EBV, mononucleosus) infection.

Give the date and results of the first test for Hepatitis B during
the marker pregnancy. If only a titer is given, or you are unsure
of the results of the test, document the pertinent information in
the margin.

If a Hepatitis B test was not performed, circle code "1" if there
was any evidence in the medical record suggesting that the patient
was positive for hepatitis B antibody (anti-HB, anti-HBs, anti-
HBc) or had a hepatitis B vaccine prior to the marker pregnancy.

Include vaccination with Heptavax-B, Recombivax HB, and Engerix-
B.

Hematology: Give the dates and results of all hemoglobin and
hematocrit tests performed during the marker pregnancy. Tests do
not need to be entered in chronological order. If there were more
than 5 tests in the record, record the first 5.

Syphilis Tests: Give the dates and results of the first two
serologic tests for syphilis (VDRL, STS, RPR) performed during the
marker pregnancy. The STS (serologic test for syphilis) is based
on the reaction between an antibody called "reagin" that is
produced in patients with syphilis. Reagin, though not specific
to Treponema pallidum (the bacterium producing syphilis), reacts
with a mixture of lipoproteins including cardiolipin, cholesterol,
and lecithin. The VDRL (Veneral Disease Research Laboratory) test
and the RPR (rapid plasma reagin) test are both types of STS.

Give the date of the test in column (a) and the results in column
(b). The syphilis test may be referred to on the prenatal
assessment sheet as “"serology." If you are unsure of the results
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of the test, document pertinent information in the margin and
continue to Q56a.

Give the dates and results of any subsequent fluorescent
treponemal antibody-absorbed (FTA-ABS) tests or follow-up VDRL
titers. The FTA-ABS test is specific to I. pallidum. There is
also a microhemagglutination test (MHA) that is specific to T.
pallidum; this test is easier and less expensive than the FTA-ABS
test. Give the dates of the tests in column (a). In column (b),
give qualitative results in rows (i) and (ii) and give
quantitative results in rows (iii), (iv), and (v).

Treatment for Syphilis: Circle code "1" if the patient was ever
treated during the prenatal period for syphilis.

If the patient was treated for syphilis during the prenatal
period, give the date of the first treatment in row (i) and
describe specific medications, dosages, and duration of treatment
given in row (ii).

Appropriateness of Treatment for Syphilis: FOR OFFICE USE ONLY

Sickle Cell or Other Hemoglobinopathy Screen: Give the date and

the results of the first screen for sickle cell disease or any
other hemoglobinopathy performed during the marker pregnancy.
Give the date of the test in row (i). If the type of test is
specified and more than one type of test was done, count the first
hemoglobin electrophoresis test performed. Give the results in
row (ii). Circle code "1" if the screen is positive for sickle
cell disease, sickle cell trait, or sickle cell combined with
another abnormal hemoglobin. In sickle cell disease, an
abnormality in the hemoglobin molecule causes the hemoglobin to
precipitate and the RBC to become sickle-shaped when the oxygen
tension is low; this results in anemia and painful "crises" in
which small vessels become occluded producing small infarcts. If



50a.

60.

61.

6la.

I1-60

both genes responsible for hemoglobin production produce sickle
hemoglobin (Hb S), the patient has sickle cell anemia (SS
Disease); if only one gene is abnormal, the patient has sickle
cell trait. The sickle hemoglobin may also be combined with the
following other abnormal hemoglobins: sickie cell-hemoglobin C
(SC) disease and sickle cell-B thalassemia (S-B thalassemia)
disease. Circle code "2" if the patient has another
hemoglobinopathy such as hemoglobin C (CC) disease, hemoglobin C
trait, hemoglobin E disease or trait, a-thalassemia, B-
thalassemia major (Cooley's anemia) or minor. Circle code "3" if
the hemoglobin electrophoresis was normal.

If the patient was positive for sickle cell, give the date and
results of any sickle cell screen performed on the father of the
baby. Give the results in row (ii1). Circle code "1" if there is
no evidence of sickle hemoglobin (Hb S). Circle code "2" if the
patient has sickle cell (SS) disease, sickle cell trait, or sickle
cell combined with any other abnormal hemoglobin (e.g., sickle
cell-hemoglobin C (SC) disease and sickle cell-B thalassemia (s-B
thalassemia) disease).

Gonorrhea Tests: Give the information requested for the first two

tests for gonorrhea (GC, Neisseria gonorrhoeae, gonococcus,

disseminated gonococcal infection, DGI) performed during the
marker pregnancy. Give the dates in column (b). Give the results
in column (c). If you are unsure of the results, document the
pertinent information in the margin. Code a cervical culture not
otherwise specified as a GC test.

Treatment for Gonorrhea: Circle code "1" if the patient was ever

treated for gonorrhea during the prenatal period.

If the patient was treated for gonorrhea during the prenatal
period, give the date when the patient was first treated in row
(i) and describe the specific medications, dosages, and duration
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of treatment given in row (ii).

Appropriateness of Treatment for Gonorrhea: FOR OFFICE USE ONLY

Serum Alpha-fetoprotein (AFP): Give the dates and results of the

first two serum AFP tests performed during the marker pregnancy.
Do not include the results of AFP tests done on amniotic fluid as

part of an amniocentesis in this question. Give the date in column
(a). Give the results in column (b). Circle code "1" if the
level was described as "high" or the level for only one fetus was
at least 2.6 MoM (i.e., multiples of the median for that
population). If there is a discrepancy between the qualitative
description and the MoM value, use the qualitative description.
Circle code "2" if the level was "normal" or the test was
"negative." Circle code "3" if the level was described as "low"
or it was less than 0.4 MoM.

Urine Cultures/Urinalyses: Give the dates and results for all

urine cultures (in section A) and urinalyses (in section B)
performed during the marker pregnancy. Be sure to give the final
results for urine cultures. Consider a urine culture positive if
there is growth of more than 100,000 colonies per milliliter of a
single organism. If a urinalysis (UA) is "negative," code this as
negative in column (c)--WBC dipstick.

Treatment for Urinary Tract Infectjon (UTI): Circle code "1" if

the patient was ever reated for a urinary tract infection during
the marker pregnancy.

If the patient was treated for a urinary tract infection during
the marker pregnancy, give the date of treatment for the first UTI
in row (i) and specify the specific medications, dosages, and
duration of treatment given in row (ii).

Appropriateness of Treatment for UTI: FOR OFFICE USE ONLY
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Serum Glucose/Glucose Tolerance Tests: In section (A), provide

the information requested for all serum glucose tests performed
during the marker pregnancy. Include only tests that are not part
of a timed series taken after a meal (postprandial) or after a
loading dose of glucose. Give the date of the test in column (a).
Give the glucose value in mg/dl in column (b); if the
concentration is given using other units (e.g., mmo1/1), document
the information in the margin and leave the boxes blank. In
column (c), circle code "1" if the test was done while the patient
was fasting. In section B, provide the information requested for
all serum glucose tests performed during the marker pregnancy that
were part of a timed series taken after a meal (postprandial) or
after a loading dose of glucose. Give the date in column (a).
Check the box in column (b) if the glucose test(s) was
postprandial.. If the glucose test(s) followed a loading dose of
glucose, give the amount of the loading dose in column (c). In
column (d), give the glucose value(s) in mg/dl1; if the
concentration is given using other units (e.g., mmol1/1), document
the information in the margin and leave the boxes blank. Be sure
to place the glucose value(s) opposite the appropriate
postprandial or post-loading dose time intervals.

Estriol Levels: Estriol is produced by the placenta from

precursors produced by the fetus and is used as an index of fetal
well-being. Give the dates and results of all estriol tests
performed during the marker pregnancy. Results do not need to be
entered in chronological order. Give the dates in column (a).
Give the results for serum unconjugated estriol in column (b). If
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total estriol is provided or the type of estriol is unspecified,
document this in the margin. Give the results of urinary estriol
in mg/24 hours in column (c).
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PRENATAL DIAGNOSTIC/MONITORING STUDIES

This section summarizes the results of various diagnostic and monitoring
studies performed during the marker pregnancy. Base your answers to
questions in this section on outpatient and inpatient documentation.

Use progress notes from prenatal clinic and home visits, prenatal
special test and procedure reports, prenatal laboratory reports,
emergency room visits, labor and delivery observation visits, special
encounter or after-hours clinic visits; progress notes, discharge
summaries, laboratory reports, and reports of special tests and
procedures from all hospital admissions (including the admission
resulting in delivery). In recording the dates for tests, use the dates
documented on procedure reports as a primary source. For some test
results documented on the prenatal flow sheet and progress notes, use
the dates given unless they are contradicted by procedure reports.

69. Uterine Ultrasound {US, USG): Give the dates and the results of
the first 10 uterine ultrasounds performed during the marker

pregnancy. If appropriate and where indicated, provide results
for the first two fetuses described. Ultrasounds do not need to
be entered in chronological order. If a series of ultrasounds are
provided and the result for a given ultrasound is "normal amniotic
fluid volume (AFV), otherwise same as previous test,” code only
the information provided fer the test in question (i.e., AFV).

i) NUMBER OF FETUSES: Give the number of fetuses present.

ii) GESTATIONAL AGE (WKS): Give the estimated gestational age
of the fetus(es). The age is based on fetal structural
measurements which may vary slightly. If an overall
estimate of gestational age is not specified, use the
estimated age based on the biparietal diameter (BPD).

jii) AMNIOTIC FLUID INDEX (AFI): The amount of amnijotic fluid
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may be documented using the amniotic fluid index (AFI). To
calculate the AFI, the patient's abdomen is divided into
quadrants, the largest pocket of fluid in each quadrant is
measured, and the four measurements are added together. If
the total is greater than 6.0 cm, the AFI is considered
normal.

AMNIOTIC FLUID DESCRIPTION: If a qualitative description of
the amount of fluid is given, circle the appropriate code.
O0ligohydramnios refers to a decreased amount of amniotic
fiuid. Circle code "1" if the patient has oligohydramnios
(oligo) that is mild. Circlie code "2" if the patient has
oligohydramnios that is moderate or severe, or not otherwise
specified (NOS). Circle code "3" if the patient had a
normal or adeguate amount of amnjotic fluid. Circle code
"4" if the patient had polyhydramnios or too much amniotic
fluid. If a quantitative fluid measurement description is
given, document the pertinent information in space provided
after the term "measurements.”

PLACENTA POSITION: Placenta previa refers to the
implantation of the placenta over or very near the internal
0os. Circle code "1" if the patient had total or complete
placenta previa (i.e., the internal cervical os is
completely covered by the placenta). Circle code "2" if the
patient had partial (i.e., internal os partially covered) or
marginal (i.e., edge of the placenta is at the margin of the
internal os) placenta previa, or the patient has a low-
lying placenta (i.e., placental edge is close to but does
not reach the internal os). A placenta described as
"anterior previa" should be coded as a partial previa. A
placenta described as “previa" without any other description
should be coded as complete previa. A placenta described as
"anterior," "posterior," “fundal," or "cornual" without the
term "previa" should be coded as nonprevia (code 3).
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vi) FETAL POSITION: Circle code "1" if the fetal presentation

vii)

is vertex or cephalic (i.e., the head is the presenting part
whether or not it is flexed so that the chin is in contact
with the thorax). Also include occiput, face, or brow.
Circle code "9" if the presentation is described as breech,
footling, shoulder, or other.

OTHER ABNORMALITIES: Circle code "1" and specify the type
if there are any fetal abnormalities (e.g., hydrocephalus,
large abdomen, ascites, enlarged kidneys or liver, conjoined
twins) seen on ultrasound.

COLLECT THE INFORMATION FOR (viii) THROUGH (x) ONLY IF A BIOPHYSICAL
PROFILE (BPP) WAS CALCULATED. The biophysical profile is a measure of

fetal
test,
tone,

wellbeing. It generally consists of 5 components: nonstress

fetal breathing movements, fetal body or limb movements, fetal

and amniotic fluid volume.

viii) FETAL RESPIRATION MOVEMENT: Circle code "1" if fetal

respiration is described as normal or if fetal respiratory
movements are present as indicated by a check. Circle code
"2" if the movements are described and they are either
questionable or abnormal.

FETAL TONE: Circle code "1" if the fetal tone is described
as normal or fetal tone is present as indicated by a check.
Circle code "2" if the tone is described and it is
questionable or abnormal.

FETAL MOVEMENT: Circle code "1" if the fetal movements are
described as normal or fetal movements are present as
indicated by a check. Circle code "2" if the movements are
described and they are questionable or abnormal.
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Location: A1l outpatient and inpatient documentation during the

prenatal period including the admission resulting in delivery
until the time of delivery.

Amniocentesis: Circle code "1" if the patient had an

amniocentesis during the marker pregnancy. Do not count an
amniocentesis that was refused or one that was unsuccessful. Do
not include chorionic villus sampling (CVS). Amniocentesis is the
insertion of a needle through the abdominal wall into the amniotic
sac to withdraw amniotic fluid.

Location: ATl outpatient and inpatient documentation during the

prenatal period including the admission resulting in delivery
until the time of delivery.

If amniocentesis was performed, provide the results requested from
each test for the first two fetuses, if appropriate. Test results
do not have to be entered in chronological order. Provide the
date each test was performed.

i) CHROMOSOMAL TYPE: Circle code "1" where appropriate if the
chromosome evaluation is normal. Circle code "2" if the
evaluation is abnormal (e.g., deviation from the normal
number of 46; trisomies such as Trisomy 21 or Down Syndrome,
Klinefelter Syndrome or 47 XXY, Turner Syndrome or 45 X0).

1i) ALPHA-FETOPROTEIN (AFP): Circle the appropriate code to
indicate the results of the AFP evaluation. Be sure to code
only AFP from amniotic fluid in this question. Circle code
“1" if the level was described as "high" or the level for
only one fetus was at least 2.6 MoM (i.e., multiples of the
median for that population). If there is a discrepancy
between the qualitative description and the MoM value, use
the qualitative description. Circle code "2" if the level
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was "normal" or the test was "negative." Circle code "3" if
the level was described as "low" or it was less than 0.4
MoM. If the AFP levels suggest neural tube defects (e.g.,
spina bifida, anencephayly, myelomeningocele), circle code
T

iji) LECITHIN/SPHINGOMYELIN (LS) RATIO: This ratio is a measure
of the maturity of the fetal lung; it measures the relative
amount of surface active phospholipids present in the fetal
lung alveoli. Surface active phospholipids are required to
prevent alveolar collapse during expiration. Give the
actual ratio values.

iv) PHOSPHATIDYLGLYCEROL (PG): PG is also important in
preventing alveolar collapse and the PG concentration
correlates well with continuing fetal lung development. PG
appears in amniotic fluid during the 35th week of gestation
and continues to increase in concentration until term.
Circle the appropriate code to indicate relative presence or
absence of PG in amniotic fluid.

v) OTHER ABNORMALITY: Circle code "1" and specify the type if
an abnormality not specified in i) through iv) was
identified during the amniocentesis. Examples include
biochemical genetic abnormalities such as Tay-Sach disease
or cystic fibrosis.

Failed Attempt at Amniocentesis: Circle code "1" if an

amniocentesis was attempted during the marker pregnancy, but it
was not successful (i.e., no amniotic fluid or an inadequate
amount of fluid was obtained and another amniocentesis was
scheduled).

If an unsuccessful amniocentesis was performed, give the date of
the attempt. If more than one unsuccessful attempt was made, give
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the date of the first.

72.  Refusal of Amniocentesis: Circle code "1" if there is any

evidence in the medical record suggesting that an amniocentesis
was recommended but the patient refused the procedure.

73. Chorionic Villus Sampling (CVS): Circle code "1" if chorionic

villus sampling was performed during the marker pregnancy. The
chorion is of fetal origin and a sample or biopsy of chorion cells
can be used to investigate chromosomal abnormalities in the fetus.

Location: A1l outpatient and inpatient documentation during the
prenatal period.

73a. If the patient underwent chorionic villus sampling, give the date
when it was first performed.

73b. If the patient underwent chorionic villus sampling, give the
results of the test for the first two fetuses.

i) CHROMOSOMAL ABNORMALITY: Circle code "1" where appropriate
if the chromosome evaluation was abnormal (e.g., deviation
from the normal number of 46; trisomies such as Trisomy 21
or Down Syndrome, Klinefelter Syndrome or 47 XXY, Turner
Syndrome or 45 X0).

ii) OTHER ABNORMALITY: Circle code "1" and specify the type if
an abnormality not specified in i) was identified during the
CVS. Examples include biochemical genetic abnormalities
such as Tay-Sach disease or cystic fibrosis.

74. Refusal of CVS: Circle code "1" if there is evidence in the
medical record that CVS was recommended during the marker

pregnancy but the patient refused the procedure.
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Nonstress Test: Give the dates in column (a) and the results for

the first two fetuses in columns (b) and (c) for all nonstress
(NST) tests performed during the eligible time periods of the
marker pregnancy.

In the nonstress test, the fetal heart beat is recorded and the
mother indicates on the tracing when she feels fetal movement.
Documentation of NSTs may be brief (e.g., FHTs reactive). For
this reason, code any information describing fetal heart rate
patterns from monitoring strips or when the patient is on a
monitor. If the patient is not on a monitor, consider that no NST
has been performed. Reference to FHTs alone does not indicate
that the patient is on a monitor. Reference to FHT patterns
(e.g., accelerations, decelerations, variables, beat-to-beat
variability) does indicate that the patient is on a monitor.
Reference to the type of monitor (e.g., external fetal monitor,
EFM) also indicates that the patient is on a monitor. Circle code
"1" under results if the NST is reactive or normal. A reactive
test is generally defined as one in which two or more fetal
movements are associated with an increase in fetal heart rate of
15 beats or more for at least 15 seconds during a period of 20
minutes. Circle code "3" if the results are suspicious [e.g.,
fetal heart rate shows late decelerations (also called "lates") or
decels unspecified associated with uterine contractions whether or
not they are persistent or consistent; in a late deceleration, the
fetal heart rate slows after the contraction begins, the peak
slowing occurs after the peak contraction, and the heart rate
return to baseline occurs after the contraction is completed]. Do
not include variable decelerations (the relationship between onset
of slowing of fetal heart rate and onset of contraction is not
constant) and early decelerations (fetal heart rate slowing begins
with onset of contraction and returns to baseline as the uterus
relaxes) in code "3." Circle code "4" if the test is nonreactive.
A nonreactive test is generally one in which fetal heart rate
accelerations are inadequate for a 40 minute period. Circle code
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"2" if the test is indeterminate. Also circle code "2" if the
fetal heart rate pattern does not fit into codes "1," "3," or "4"
and is described as follows: variables, variable decelerations,
early decelerations, accelerations unspecified, no decels.
Occasionally a test may be considered indeterminate if the fetal
heart rate response is not adequate but the fetus 1is believed to
be sleeping. If you are unsure of how to code the results of
monitoring of fetal heart rate patterns, document the pertinent
information in the margin providing sources of information and
dates.

For prenatal care visits, ER visits, special enounters, or after-
hours clinic visits, include each reference to an NST. For labor
and delivery observations not leading to admission, make one entry
for all the NST documentation on a given day. In the following
example, the observation begins at 23:00 on Tuesday and ends at
08:00 on Wednesday: 23:20 FHTs reactive; 02:00 late decel noted;
06:45 FHTs reactive. You would make one entry for Tuesday and one
entry for Wednesday. There are two possible codes for the
Wednesday entry. Use the following hierarchy if there is more
than one possible answer on a given day: Code "3"--suspicious,
Code "1"--reactive, Code "4"--nonreactive, Code "2"--
indeterminate. For hospital admissions, use labor and delivery
observation data, if present, and documentation of the reasons for
admission (e.g., history and physical, L& admission form). Make
one entry for all NST documentation on a given day. Use the
following hierarchy if there is more than one possible answer on a
given day: Code "3"--suspicious, Code "1"--reactive, Code "4"--
nonreactive, Code "2"--indeterminate.

Location: Prenatal care flow sheet and related progress notes,
labor and delivery observations not resulting in delivery, ER
visits, special encounter or after-hours clinic visits, labor and
delivery observation notes preceding admissions, and documentation
of the reasons for admission (e.g., admission history and
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physical, L& admission form) from all hospitalizations occurring
during the prenatal period including the admission resulting in
delivery. Do not include documentation from other parts of the
admission records.

Contraction Stress Test: Give the dates in column (a) and the

results for the first two fetuses in columns (b) and (c) for all
contraction stress tests (CSTs, oxytocin challenge tests, OCTs)
performed during the eligible time periods of the marker
pregnancy. Make a separate entry for each CST performed. Do not
consider a CST to be performed unless it is specified as such.

In the contraction stress test, fetal heart rate is recorded using
ultrasound and uterine activity is recorded using an external
tocographic transducer. If spontaneous uterine activity is
insufficient for the test, oxytocin or nipple stimulation is
performed. Circle code "3" if the test is considered positive. A
positive test is one in which the fetal heart rate shows a
persistent late deceleration (also called "lates") or decels
unspecified associated with uterine contraction. In a late
deceleration, the fetal heart rate slows after the contraction
begins, the peak slowing occurs after the peak contraction, and
the heart rate return to baseline occurs after the contraction is
completed. Circle code "2" if the result is considered
suspicious. A suspicious result is one in which late
decelerations are present but are inconsistent and not persistent.
Circle code "1" if the result is considered negative. A negative
test is one in which at least 3 contractions lasting at least 40
seconds and occurring within 10 minutes are not associated with
late decelerations. Early decelerations, variable decelerations,
and variables are not late decelerations. Circle code "4" if the
result is considered to be hyperstimulation. If the uterus is
hyperstimulated or uterine hypertonus occurs, late decels if
present do not necessarily predict impaired fetal wellbeing.
Circle code "5" if the result is considered unsatisfactory (i.e.,
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the tracing is poor or the frequency of uterine contraction is not
adequate for the test). If you are unsure of the results of CSTs,
document the pertinent information in the margin.

Location: Prenatal care flow sheet and related progress notes,
labor and delivery observations not resulting in delivery, ER
visits, special encounter or after-hours clinic visits, labor and
delivery observation notes preceding admissions, and documentation
of the reasons for admission (e.g., admission history and
physical, L& admission form) from all hospitalizations occurring
during the prenatal period including the admission resulting in
delivery. Do not include documentation from other parts of
admission records.

Biophysical Profile: Give the dates in column (a) and the scores
or results in columns (b), (c), (d), or (e) for the first two
fetuses. The biophysical profile (BPP) is a measure of fetal

wellbeing. It generally consists of 5 components: nonstress
test, fetal breathing movements, fetal body or 1imb movements,
fetal tone, and amniotic fluid volume. A score of 10 is possible
if all 5 components are normal (2 points per item if normal). The
biophysical profile score may be modified by not including the
nonstress test; in this case, the total number of points possible
is 8. The results for the biophysical profile may be given as a
ratio of the number of points the fetus received divided by the
number of possible points or the results may be given
qualitatively as "normal" or "abnormal." If a series of BPPs are
provided and the result for a given BPP is "remains stable, same
score as previous test," use the ratio from the previous test for
the BPP in question.

Location: A1l outpatient and inpatient documentation during the
prenatal period including the admission resulting in delivery
until the time of delivery.
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X. ADMISSION RESULTING IN DELIVERY

This section focuses on the admission resulting in delivery. Base your
answers to questions in this section on inpatient documentation. Use
progress notes, consult reports, labor and delivery record, labor and
delivery summaries, discharge summaries, laboratory reports, and reports
of special tests and procedures from the hospital admission resulting in
delivery.

78. Admission Date and Time: Give the date and time of the admission
resulting in delivery. Use a 24-hour clock for the time.
Therefore, if the admission was at 3:00 in the afternoon, enter

15:00 in row (ii). If the time is specified as "evening," code
this as 18:00; if the time is specified as "morning," code this as
06:00. Do not use the time the patient arrived for observation at
labor and delivery. If more than one delivery time is given in
the record, use the earliest time excluding the time of arrival
for observation.

79. Condition of Cervix and Station On Admission: Give the first

notation after admission documenting the condition of the cervix
and fetal station. In row (i), give the degree of cervical
dilation in centimeters. If a range is given (e.g., 2-3 cm), take
the midpoint of the range. The following abbreviations are used
in measuring the degree of dilation:

CLOSED = 0.0 cm
TFT = tight fingertip
LFT = loose fingertip

1.0 cm
2.0 cm
FT = fingertip unspecified = 1.0 cm

AL = anterior lip = 9.5 cm
RIM = 9.5 cm
C = complete = 10.0 cm
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In row (ii), give the percent of cervical effacement. This
process refers to the drawing up of the internal os of the cervix
so that the cervical canal becomes more funnel-shaped. The
percent effacement refers to the length of the patient's cervical
canal compared to that of an uneffaced cervix (2 cm). At 100%
effacement, the cervical canal is obliterated. If the cervix is
referred to as "thick" or "long," code this as 0% effacement. If
a range is given, use the midpoint of the range. In row (iii),
give the fetal station. This refers to the level of the
presenting part of the fetus in the birth canal. When the
presenting part is at the level of the ishial spines, this is
station zero (0). When the presenting part is at the level of the
pelvic inlet, the station is minus three (-3). When the
presenting part is at the perineum, the station is plus three
(+3). One, two, or three upward-pointing arrows should be coded
as station (-3). A fetus described as floating (F) or ballottable
(B) should also be coded as station (-3). If a range is given for
station, code the least advanced estimate; for example, if the
range is (-3) to (-2), code (-3).

Labor Induction/Augmentation: Circle code "1" if medications or

laminaria were given to either induce or to augment labor. Refer
to the Tist of eligible medications.

If any of the specified medications or laminaria were given to
induce or augment labor, indicate which were used in column (a)
and give the date and time when first given in columns (b) and
(c). Use a 24-hour clock for the time. For example, if oxytocin
was given at 11:00 p.m., code this as 23:00.

i) LAMINARIA: Laminaria tents are made from seaweed and
inserted into the cervix in order to cause softening and
dilation. The laminaria is hydroscopic and draws water from
the tissue. Also include dilators made of hydrogel polymers
and Lamicel, a polyvinyl alcohol polymer sponge impregnated
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with magnesium sulfate.

ii) PROSTAGLANDIN (PROSTIN, CARBOPROST, DINOPROST,
DINOPROSTONE): Prostaglandins stimulate uterine
contractions and soften the cervix. Include gels and
suppositories.

iii) OXYTOCIN (PITOCIN, SYNTOCINON): Oxytocin stimulates uterine
contractions and is given IV. Do not include oxytocin given

just after delivery to cause the uterus to contract.

Onset of Labor: Based on the labor and delivery summary, give the

date and time labor began. Use a 24-hour clock for the time. For
example, if labor began at 8:00 p.m., code this as 20:00.

If there is no date and time given for onset of labor in the labor
and delivery summary, circle code "1" if the degree of cervical
dilation was ever documented to be greater than or equal to 5.0
cm.

Complications Prior to Delivery: Circle code "1" where

appropriate if any of the specified complications occurred during
the admission that resulted in delivery but occurred prior to
delivery. Include ongoing conditions that first occurred during
the prenatal period.

i) UTERINE BLEEDING/PLACENTA PREVIA/PLACENTA ABRUPTIO: Circle
code "1" if uterine bleeding occurred. Do not include
slight bleeding occurring with extrusion of the mucous plug
from the cervical canal during late pregnancy (bloody show).
This is a normal part of labor and is due to small veins
breaking during cervical dilation and effacement. More
bleeding may be abnormal. If unsure if the bleeding
documented is a complication, write the pertinent
information in the margin. Also circle code "1" if placenta
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previa (i.e., implantation of the placenta over or very near
the internal os; may be total, partial, or marginal placenta
previa or low-lying placenta) was a problem at the time of
delivery. Also circle code "1" if the patient had placenta
abruptio (i.e., partial or complete separation of the
normally implanted placenta before delivery; also called
ablatio placentae or accidental hemorrhage) occurring
during the admission that resulting in delivery.

PRETERM PREMATURE RUPTURE OF MEMBRANES (PROM), PROM AT <37
WEEKS: Premature rupture of membranes refers to the rupture
of membranes before labor begins. Preterm rupture of
membranes refers to the rupture of membranes at a
gestational age of less than 37 weeks. Include only preterm
rupture of membranes.

PRETERM LABOR: Preterm labor refers to the onset of labor
at a gestational age (measured from the time of onset of the
LMP) of less than 37 weeks.

SECONDARY ARREST OF LABOR (FAILURE TO PROGRESS AFTER 5
CM)/CEPHALO-PELVIC DISPROPORTION (CPD);ABNORMAL DURATION OF
LABOR: Labor is generally divided into three stages. The
first stage begins when contractions are sufficient to cause
changes in cervical dilation and effacement and ends when
the cervix is fully dilated. The second stage ends when the
infant has been delivered. The third stage is the delivery
of the placenta and fetal membranes. Prelabor or the
latent stage of labor occurs during the few weeks prior to
active labor when slow dilation and effacement of the cervix
may occur. Cephalo-pelvic disproportion (CPD) occurs when
the architecture of the pelvis (pelvic inlet, midpelvis, or
pelvic outlet) is contracted with respect to the size of the
fetal head. Include prolongation or arrest of the first or
second stages of labor, failure to progress, uterine
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dysfunction, CPD, and dystocia (difficult and abnormally
slow progress of labor).

FAILED FORCEPS OR VACUUM: Include notation of a failed
attempt to deliver using forceps (Simpson, Tucker-McLane, or
Kielland) or vacuum.

CORD PROLAPSE: Cord prolapse occurs when a loop of the
umbilical cord extends past the presenting fetal part.
Include complete prolapse (when the cord passes through the
cervix), occult prolapse (when a loop of the cord lies along
side the presenting part), and forelying cord (when the cord
is beyond the presenting part but membranes have not yet
ruptured).

SHOULDER DYSTOCIA: Shoulder dystocia occurs when the head
is delivered but the delivery of the shoulders is arrested.

viii) MECONIUM STAINING: Meconium is a blackish-green material,

xi)

sometimes passed from the fetal gastrointestinal (GI) tract,
that can stain the amniotic fluid and fetal membranes. If
the fetus aspirates amniotic fluid before birth, it can also
aspirate meconium. Include meconium staining and meconium
aspiration.

FETAL DISTRESS: Include notation of fetal distress, or
fetal hypoxia or acidosis. If you believe fetal distress
occurred but the documentation is unciear, write the
pertinent information in the margin.

AMNIONITIS: Include amnionitis, chorioamnionitis, and
infection of the amniotic membranes.

PREECLAMPSIA/ECLAMPSIA/TOXEMIA/PREGNANCY-INDUCED
HYPERTENSION (PIH): Include any episode of toxemia (any
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disorder in which hypertension, proteinuria, or edema is
present during pregnancy), preeclampsia (hypertension with
proteiunuria and/or edema), eclampsia (hypertension with
proteinuria and/or edema along with convulsions), pregnancy-
induced hypertension (PIH), or pregnancy-aggravated
hypertension.

xii) OTHER, SPECIFY: Indicate if a complication not specified
above occurred during labor.

Check the box at the end of Q82 if none of the specified
complications occurred or there were no data about any of the
specified complications.
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DELIVERY

This section focuses on the timing and type of delivery. Base your
answers to questions in this section on inpatient documentation. Use
progress notes, consult reports, labor and delivery record, operative
reports, labor and delivery summaries, discharge summaries, laboratory
reports, and reports of special tests and procedures from the hospital
admission resulting in delivery.

83. Delivery: Give the date and time of the delivery of the baby or
the first baby if a multiple birth. Use a 24-hour clock. For
example, if the delivery occurred at 4:00 p.m., code 16:00 in row

(ii).

84. Type of Delivery: Circle code "1" in row (i) if the delivery was
vaginal [spontaneous vaginal delivery (SVD) or induced vaginal
delivery]. If the delivery was vaginal, circle code "1" in row

(ia) if forceps were used during labor or delivery. Commonly used
forceps include Simpson, Tucker-MclLane, and Kielland. Circle code
"1" in row (ib) if vacuum was used during labor or delivery.
Circle code "1" in row (ii) if the delivery was by C-section.

85. Reasons for C-Section: Based on the operative report or a labor

and delivery summary, circlz code "1" where appropriate if any of
the specified reasons were noted to justify the decision to
perform a C-section.

i) BREECH PRESENTATION: Include any type of breech
presentation. In frank breech, the thighs are flexed
against the abdomen and the legs are extended. In complete
breech, the thighs are flexed against the abdomen and the
legs are also flexed. In incomplete or footling breech
presentation, one or both feet or knees are the presenting
parts.
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ABNORMAL PRESENTATION OTHER THAN BREECH/ABNORMAL POSITION:
Presentation refers to the presenting part. Include face
presentation in which the head is hyperextended so that the
chin is the presenting part, brow presentation in which the
head is partially extended so that the brow is the
presenting part, shoulder presentation, and transverse lie
in which the long axis of the fetus is perpendicular to the
long axis of the mother. Do not include vertex, occiput, or
cephalic presentation. Position refers to the relation of a
specified portion of the presenting part to the birth canal-
-the occiput (0) for vertex presentations, the chin (mentum)
(M) for face presentations, and the sacrum (S) for breech
presentations. The position may be left (L) or right (R),
anterior (A) or posterior (P). Include LMA, LMP, RMA, RMP,
LSA, LSP, RSA, RSP. Do not include LOA, LOP, ROA, ROP.

CEPHALO-PELVIC DISPORPORTION (CPD)/FAILURE TO
PROGRESS/ABNORMAL DURATION OF LABOR: Cephalo-pelvic
disproportion (CPD) occurs when the architecture of the
pelvis (pelvic inlet, midpelvis, or pelvic outlet) is
contracted with respect to the size of the fetal head.
Include CPD, failure to progress, abnormal duration of
labor, and dystocia (difficult and abnormally slow progress
of labor).

FETAL ABNORMALITY: 1Include fetal abnormalities that might
interfere with the progress of labor by causing obstruction
(e.g., hydrocephalus; enlarged fetal abdomen due to
distended bladder, ascites, or enlarged kidneys; or
conjoined twins).

FAILED FORCEPS OR VACUUM: Include notation of a failed
attempt to deliver using forceps (Simpson, Tucker-MclLane, or
Kielland) or vacuum.
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FETAL DISTRESS: Include notation of fetal distress, or
fetal hypoxia or acidosis. If you believe fetal distress
occurred but the documentation is unclear, write the
pertinent information in the margin.

PLACENTA ABRUPTIO: Include abruptio placentae (i.e.,
partial or complete separation of the normally implanted
placenta before delivery; also called ablatio placentae or
accidental hemorrhage).

PLACENTA PREVIA: Include placenta previa (i.e.,
implantation of the placenta over or very near the internal
os; may be total, partial, or marginal placenta previa or
low-1ying placenta).

TOXEMIAS OF PREGNANCY: Include toxemia (any disorder in
which hypertension, proteinuria, or edema is present during
pregnancy), preeclampsia (hypertension with proteiunuria
and/or edema), eclampsia (hypertension with proteinuria
and/or edema along with convulsions), pregnancy-induced
hypertension (PIH), or pregnancy-aggravated hypertension.

HERPES GENITALIS: Include genital herpes/genital infections
of Herpes simplex (HSV)/Herpes Genitalis/genital infections
of Human Herpesvirus.

ACUTE BLEEDING: Circle code "1" if uterine bleeding
occurred. Slight bleeding occuring with extrusion of the
mucous plug in the cervical canal during pregnancy (bloody
show) is common during active labor and is due to small
veins breaking during cervical dilation and effacement.
More bleeding may be abnormal. If unsure if the bleeding
documented is a complication, write the pertinent
information in the margin.
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xii) PREVIOUS C-SECTION: Circle code "1" if the C-section was
performed because of a prior C-section regardiess of the
type of incision.

xiii) FAILED TRIAL OF LABOR: Circle code "1" if the C-section was
performed because of an unsuccessful attempt at labor and
vaginal delivery. The term "trial of labor" is usually
applied to women who have had a prior C-section, but it may
also be applied to women with breech presentation.

xiv) OTHER, SPECIFY: Indicate any other reason(s) used to
justify delivery by C-section.

If unsure of the answer(s) to Q85, copy exact words from the
operative report or labor and delivery summary describing the

reasons justifying delivery by C-section.

Scheduled C-Section: If a baby was delivered by C-section, circle

code "1" if the decision to deliver by C-section was made prior to
admission. For example, the patient had an inverted-T C-section
in the past and the decision to deliver the marker pregnancy by C-
section was made early in the pregnancy.

If the decision to deliver by C-section was made prior to
admission, circle code "1" if the date for the planned C-section

was scheduled.

If the date for the C-section was scheduled, give the scheduled
date.

Anesthesia: Circle code "1" where appropriate to indicate the
type(s) of anesthesia used during labor and delivery.

1) PARACERVICAL BLOCK, PUDENDAL BLOCK, LOCAL INFILTRATION:
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Paracervical block is used to relieve the pain of uterine
contractions. Pudendal block is used to block sensory input
from the local genital tract during delivery which is
carried by the pudendal nerves. Local infiltration may be
used before delivery and episiotomy or after delivery to
relieve pain from lacerated tissues or the episiotomy wouild.
Only include Tocal infiltration given before delivery.

ii)  EPIDURAL, SPINAL: Epidural (peridural) block refers to the
injection of anesthetic into the epidural space. Spinal
block refers to the introduction of anesthetic into the
subarachnoid space. Spinal block may also.be called
subarachnoid block or saddle block.

iii) GENERAL: 1Include inhalation anesthesia with gas anesthetics
(e.g., nitrous oxide) and volatile anesthetics (e.g.,
halothane, enflurane, isoflurane). Also include intravenous
drugs such as thiopental.

Positive HBsAg Noted: Circle code "1" if there was a note on the

delivery record [labor and delivery (L & D) summary, L & D
admission history and physical, L & D nursing admission
assessment/data base, operative report for C-section] that the
patient was positive for Hepatitis B antigen. Include Hepatitis B
surface antigen (HBsAg) and Hepatitis B e antigen (HBeAg). Do not
include the presence of hepatitis B antibody (anti-HB, anti-HBs,
anti-HBc), hepatitis D or delta agent hepatitis which is a
defective RNA virus that can only replicate in the presence of
hepatitis B virus, cytomegalovirus (CMV), or Epstein-Barr virus
(EBV, mononucleosus) infection.
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NEWBORN/POSTPARTUM

This section focuses on the newborn and maternal outcomes occurring

during and after delivery. Base your answers to questions in this

section on inpatient documentation. Use progress notes, consult

reports, labor and delivery record, labor and delivery summaries, and

discharge summaries.

89.

90.

91.

92.

Multiple Birth: Circle the appropriate code to indicate if the
marker pregnancy resulted in a single or multiple birth.

Apgar Scores: Give the 1-minute and 5-minute scores for each
newborn. Be sure not to include the 10-minute scores.

Birthweight: Give the birthweight in grams or pounds and ounces
for each newborn.

Newborn Complications During Delivery: Based on the labor and

delivery record and on MD progress notes, circle code "1" where
appropriate if any of the specified newborn complications occurred
during delivery. Indicate the complications for each newborn.

i) LACERATIONS DUE TO SURGERY OR FORCEPS OR VACUUM DELIVERY:
Include any lacerations of the newborn occurring during
delivery. Do not include cervical, vaginal, perineal; or
first, second, third, or fourth degree lacerations of the
mother.

ii)  ERB'S PALSY/BRACHIAL PLEXUS INJURY: Include injuries of the
brachial plexus resulting in paralysis of the upper
extremity; Duchenne's paralysis; Erb's paralysis; and
Klumpke's paralysis.

iii) FACIAL PARALYSIS: 1Include facial paralysis or palsy.
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CEPHALOHEMATOMA: Cephalohematoma results from bleeding in
the periosteal layer of the skull usually due to injury
during delivery. Do not include intracranial hemorrhage or
caput succedaneum (swelling of the scalp due to edema fluid
over the periosteum).

FRACTURE OF SKULL, CLAVICLE, OR FEMUR: Include fracture of
the skull, humerus (long bone of the upper extremity),
clavicle (collar bone), or femur (long bone of the lower
extremity).

HYALINE MEMBRANE DISEASE (HMD): HMD (also called idiopathic
respiratory distress syndrome) is a disease of premature
newborns 1in which there is insufficient lung surfactant to
reduce surface tension in lung alveoli or air spaces and
these spaces collapse on expiration.

MECONIUM ASPIRATION: Meconium aspiration occurs at birth
when the neonate aspirates amniotic fluid that contains
meconium from the fetal gastrointestinal tract. Aspiration
of meconium can result in mechanical obstruction of airways
and a chemical pneumonitis.

ASSISTED VENTILATION, PNEUMOTHORAX, RESPIRATORY DISTRESS
UNSPECIFIED: Include assisted ventilation (e.g.,
endotracheal tube, continuous oxygen, continuous positive
airway pressure), pneumothorax, or respiratory distress not
other specified. Do not include oxygen blow-by, or suction
by bulb or DeLee trap.

SEIZURES, EXCESSIVE JITTERINESS, INTRACRANIAL HEMORRHAGE:
Include seizure disorder (epilepsy) or
excessive/severe/moderate jitteriness regardless of the
cause. Include any of the following types of intracranial
hemorrhages: subdural, subarachnoid, cortical, white
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matter, cerebellar, intraventricular, and periventricular.

CONGENITAL ANOMALY, SPECIFY: Include anencephaly or spina
bifida. Anencephaly is the absence of the cerebral
hemispheres and is incompatible with Tife. Spina bifida
refers to the incomplete closure of the vertebral column
which may be visible or occult. A meningocele is a type of
spina bifida in which the meninges are contained in a sac
protruding from the vertebral column. A myelocele is a type
of spina bifida in which part of the spinal cord is
contained in a protruding sac. Both meninges and spinal
cord are found in the protruding sac of a myelomeningocele.
Also include Down's syndrome. Synonyms include Trisomy 21,
Trisomy G, and Mongolism. In this syndrome, there is an
extra chromosome 21 or extra genetic information from
chromosome 21 translocated onto one of the normal 46
chromosomes. Patients with this syndrome have retarded
physical and mental development, distinct physical features,
and often have congenital heart disease. Also include other
anomalies: congenital heart disease (CHD), such as
ventricular septal defect (VSD) and patent ductus arteriosus .
(PDA); gastrointestinal defects, such as biliary atresia,
intestinal obstruction; musculoskeletal defects, such as
cleft 1ip or palate and craniofacial abnormalities; renal
and genitourinary defects, such as polycystic kidney
disease; and genetic problems, such as trisomy syndromes
other than Trisomy 21.

ADMISSION TO ICU: Indicate if the newborn was admitted to
the intensive care unit (ICU, NICU) or critical care unit
following delivery.

STILLBORN: 1Indicate if the newborn was dead at the time of
delivery.
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xiii) NEONATAL DEATH: Indicate if the newborn died after
delivery.

Check the box at the end of Q92 if none of the specified newborn
complications occurred or if there were no data about newborn

complications.

Postpartum Vaccination/Medication: Circle code "1" where

appropriate if any of the specified therapies were administered in
the postpartum period.

i) RUBELLA (GERMAN MEASLES) VACCINE: Include vaccination with
Meruvax II, Biavax II, or M-M-R II. Do not include measles
not otherwise specified, rubeola, roseola, or atypical
measles.

ii)  RHO (D) IMMUNE GLOBULIN: Circle code "1" if the patient
received Rho (D) immune globulin or one of the medications
listed below in the postpartum period for the marker
delivery.

Gamulin Rh
HypRho-D
Rhesonativ
RhoGAM

iia) If the patient was not given RhoGAM in the postpartum
period, circle code "1" if there was a note in the record

that the baby was Rh-negative.

Maternal Postpartum Complications: Based on the labor and

delivery record and on MD progress notes, circle code "1" where
appropriate if the patient had any of the specified postpartum
complications.

i) BLADDER/URETERAL INJURY: Include puncture of the bladder or
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vesical wall; and kinking, tying, or cutting of the ureter
(the tube connecting the kidney to the bladder).

BOWEL INJURY: Include tying or cutting of the intestine.

3RD OR 4TH DEGREE PERINEAL LACERATIONS OR EPISIOTOMY
EXTENSION: 1Include lacerations or episiotmy extensions that
involve the rectal sphincter or rectal wall.

ABDOMINAL WOUND INFECTION: Include an abscess, cellulitis,
infection, infected hematoma, or drainage of pus at the site
of the abdominal incision. Also include stitch abscess.

ENDOMETRITIS: Include infection of the endometrium (or
decidua), myometrium, or parametrial tissues. Synonyms
include endomyometritis, endoparametritis, and metritis.

PELVIC ABSCESS/CELLULITIS/SEPTIC PELVIC THROMBOPHLEBITIS:
Include an abscess, cellulitis, or infection in the pelvic
region other than the uterus or abdominal wound. Also
include thrombophlebitis arising from a pelvic infection and
involving the myometrial veins, ovarian veins, iliofemoral
veins, and vena cava.

PNEUMONIA: Include pneumonitis, air bronchogram, lung
inflammation, and lung infiltrate.

SEPSIS: 1Include fever associated with infection of the
genital tract (vagina, uterus, ovaries).

DEEP VENOUS THROMBOSIS OR PULMONARY EMBOLISM CONFIRMED BY
V/Q SCAN, PULMONARY ANGIOGRAM, OR AUTOPSY: Include deep
vein thrombosis (DVT); do not include thrombophlebitis or
phlebitis of superficial veins. Include only a pulmonary
embolism (PE) or blood clot in the Tung that has been
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verified by a V/Q sca, pulmonary angiogram, or by autopsy.
Do not include a possible or probable pulmonary embolism.

In a V/Q (ventilation/perfusion) scan, pictures produced
after intravenous injection of radiolabeled particles and
jnhalation of a radilabeled gas are compared. In a
pulmonary angiogram, a radio-opaque dye is injected into the
venous system or, by catheter, into the right heart or the
pulmonary artery.

BLOOD TRANSFUSION OR POST-PARTUM HEMORRHAGE: Include
transfusions of red blood cells (RBCs), packed RBCs (PRBCs),
or whole blood started after the birth of the baby. Do not
include transfusions of platelets, Factor VIII, or
antihemolytic factor. Include hemorrhage or bleeding
occurring after the birth of the baby resulting from uterine
atony, lacerations of the vagina and cervix, and injury to
blood vessels.

RETURN TO OPERATING ROOM OR DELIVERY ROOM, SPECIFY: Inciude
any situation in which the patient is returned to the
operating room or delivery room and specify the type of
procedure performed.

Check the box at the end of Q94 if none of the specified
complications occurred or if there were no data about maternal

postpartum complications.

Maternal Date of Discharge: Give the date the mother was

discharged.

Status of Mother at Discharge: Indicate the status of the mother

at discharge.
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XIII. PHOTOCOPY REQUIREMENTS

This section refers to the portions of the medical record that should be
photocopied, de-identified, and attached to the inside back cover of the
abstraction form.

97. Circle code "1" where appropriate if copies of the specified
portions of the medical record were made, deidentified, and
attached to the inside back cover of the abstraction form.

i) Prenatal flow chart including history and any progress notes
describing the prenatal outpatient visits.

ii) Labor and delivery observations (not leading to hospital
admission.

iii) ER visits (including special encounter or after-hours encounter
visits).
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