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IRTRODUCTION

DOCUMENT OBJECTIVES AND READER ASSUMPTIONS

Volume il, Project .(udy Forms and Decumentaticn of Transfer to
Computerized Data Items in Master File, provides researchers with getailed
docurentation for how data were collected, coded and stored on the data base.
Volume Il will help investigators decide: if data were collected in a suitable
wdy for addressing particular iasearch questicns; if revision of forcs
affected the collection of specific data iterss; if data were coded on master,
variatie or work files, or are available only on microfiln. The reader is
assumed to be the principal investigater for a project in which data fron the
data base will he used,

DUCUMERT STRUCTURE

Because of its size, this volume is divided into ten separate parts, each
containing material on 3 group of forms relateg by subject. Each part groups
together sinilar study forms., Generally, a part covers a single tioe pariod,
The parts do not correspond exactly to the hierarchica® classification
structure described in Volume I. The parts of Volume Il include:

Prenatal Record and Meaical History

Labor and Delivery

Pathological Exams and Autopsies

Farily and Socioecoromic History

Neonatsl Exawms and Observations

Pediatric and keurcliogical Exams, Four Months - One Year

Pediatric Neuroiogical Exams, Sewen Years

Ps::chological Exams, Eight Manths

Psychological Exams, Four Years and Seven Years

Speech, Language and Hearing Exams, Three Years and Eight Years {Final)

+ &

L T MMM OS>

This part of Volume §! contains Part B: Labor and Delivery and includes
Fores (8-30, 08-50, 90B-31, 0B-51/52, 08-32, 03-33, 0B-33, 0B-45/56,
08-35/57, ADN-49, ADM-50, ADM-51, 0B-58 and GB-60.
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To allow easy access o the data as they appear on the master file, all

- gocurentatiaon for each form or form grouping representing a card sevies on the
“neﬁter file is identified by form autber appearing at the bolton of eack page.
forrs are arranged in what may appear to be illogical numerical order in soce
‘cases, but the arrangement presented here ties forcs ard their revisions
together and allows an investigator to trace an iten throuch all revision
cycles. Thus, in Part & of Veluce 1§, 05-4z follows £B-9 and G3-i¢ agpears

next to 03-44 and OB-45. (For an explanation of how the master file was
orgaiized to result in this ordering, see the next section of the introduction.)

All raterial related to a forn is eorganized as a singie unit within each
part of Voluoe ii. The material included for each forn is given below in the
order ii appears:

¢ Descriptive Surmary of Fore. Includes purpose of form, history cf use,

TEVISIGNS Ghu 10CaLToR OFf records stered on Haster Fiie. A table is
provided for easch forn {except those on microfilp sniy] showing the

nusher of records svailable for each rewision,

® Dats lters Referencing Form. A list of all data iters in computer
files origirating froa form. List ordered by data item identification
with refererce to iten nrusder on forr.

e Form. Uopy of ilast revision of form.

¢ Form iten curbers linked to datz items. A list grgarized by form iten
nunders of all corputerized date ite—s origirating fron the foro.

# Defwnition of codes. Coding instructions detailing the codes assigned
Lo each corputerized dats item froo the form,

® Haster File Lerd Joage. [1lustrates transfer of data on forn to Haster
Fiie covd,

® instructions for {omplcting Form. The instructions used by study
perscnnel to complete the forv for each case.

e Eariier Forcs or Manuals. Copies of earlier versions of forws or
-aneals that were used during the study.

PASTER FILE CRGANIZATION AND REVISICGN OF FORNS

Sore understanding of how the raster file was organized should aid
investigators who want to trace the entry nf data into corputerized study
files. The rucbering systen used both on forms and cards provides inforrmation
orn how data ray be retrievea froo the raster file,

.89y



Forems

The first feres used in the study were the 0B forme; as & consequence,
this group of fores underwent the rost revision. AL firet glance, it appears
that forrs dissppear fron the file and reappear in strarge or bewildering
places. In actuvality, revisions were nade 2ccording te a specific oethod.

w0 types of revision and subsequent recudes appeer in the rmaster file,
both of which appear in tke €3 series. In the first tvpe of revision, radical
changes in the concept of a forn created a need for new ceing in Lthe corputer
file. Fourm 03-9, for exarpie, was replaced by forus 08-40 {an ¢pticral form
retaired by the institutien), $5-42, and C5-43 in April 1962. Data for earlier
patients were recorded on 0B-% and entered on cards 1365, 230y, 3302 and 2302
of the raster file; after April 1862, data was recorded on 08.42 ard (8-83 ang
were entered on caras 0382, 1343 2nd 2343 of the saster file,

In the second type of revisicn, the Colladorative Periratal Task Force
&hnsigered revisians ioporiant encugh 1o warrant the distinction Of 3 new form
nurher, but considered the cata for both forms to be sinilar ertugh to 1liow
conbining of data from both the old and new forms on the sare card séries. An
exacple of this type of revision s form 08-3%, replaced by 0B-57 in April
1962. Records for both 03-35 and £B-57 are entered on cards 0357, 1357, 2357,
3357, 4357, and 2357 in the master file.

In assigning rurbers 1o forrs ard their revisions, designers of the study
foliowea 2 plan: prenatal records, history, end sumaries of the prenatai
period received nuchers )| through 15; when revised, these forms were assigned
nyrbers in the forties. lLator and hospital records appeared on the 30 series
of forcis. her these forcs were revised, they were assiemed nunbers in the
fifties. Sere (8 dete in the rester file were abstracted by NIKCDS staf¢
recbers from foros filled out at the hospital. Csrds derived froo this
procedure were cesignated os coming fren forms ADN-49, S0 and 51 (which were
sCtually ASSTRACT SHEETS). Autopsy protocel and iaboratory exams of the
piacenta were recorded on forrs PATH-1, PATH-Z and PATH-3,

Fores for recording family health history and genetic infgrmalion dyuring
pregnancy also received a fair amount of revision. Eariy records appear on
forms FiiH-1,2,3 and 4. With revisions in April 1965, form SE-1 replaces part
of FEN-1 and FHH-3; FMH-2, FHP-4 and parts of FHH-1 and EHH-3 were replaced by

11.B.v



forrms GEN-5 through GEN-8 in Hay 1961, Ferm FH-9, <nitiated in Nowecber 1565
for colliection of sOriocecenonic data at tire the child was seven years of age,
was rot replaced or rewised,

The PED series of forms underwent little revision. PRecords for nesdorn
bsbies appeared in PEG-1 through PEQ-8; records for children up to age one and
interval records were placed on PED-10 threugh PED-Z8. Seven sear records were
incluged in the series nusbered PED-78 and wp. Only ore pediatrics foro was
vadically revises: PED-7 was repizced by PED-8 in {larch 1963.

No replacarents occur in the PS series, where resulls of psycholiagical ard
speech, language and hearing tests were recorded. Tte PS forms are diviced
into distinct groups based on tice of testing and subject of testing.
Psychological testing occurred at & ponths, 4 years and 7 years, speech,
language and nearirg exans were adninistered at ages 3 ard 8. Only the B conth
psyeroiggicai exaninatign underwent substanticl revisions.

Master File Card Nusder and
NIXGSE Case hurder Raticnale

Corputer cavds for each HCPP study forr are ru~bered to reflect their
origin and possible revisions., Card nuchers are assigred to identify the type
of gata (subject), the presence of twltiple cards in a series, NCFP study formn
and forr: revisions. The first five digits of cach card on the master file are
the card aurber. The study fores and card ryrbers are given in Figyre 1.

The first fourteen columns of each raster file corputer card contain the
caster file card nuzber and the NINDR case nu-ger. Table 1 identifies the
function of each of these columns.

Colucn 1 identifies rwitiple cards in & series. It oniaing a zero for
cards unique to a particular form {that is, no other cards are presenl), for
exarple 08-3, or for cards where repetitive data ave contained., C(ards for
0B-2 are an exdrple of this second type; no rew categories of information are
included on successive cards, but previous births 1n excess of four rust be
recorded on an add-on card. For card series where data entesed are unigue to
3 card and core than one card is required to corplete the series, 3 "1° is
used to designate the first card, for erarple QR-5. CB-57, PATH-7 and PED.14
are exceptians to these rules.

11.B.yid
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JAtiz 1. Oerivaliuvn of Masler Tile Sard NusSer
and NIKUB Case Number,

Contents Coluzns

Master File Card Nurber

card identifier i

general subject matter

form nycher 3-4

revision code , ]
NiNDB Case himber

collaborating institution 6-7

type of patient selection 8

gravida identification nurber 9-12

order of the pregnancy 13

identifies child or gravida 15

The secong digit on the card reveais the general subject ratter covered iy
dats o5 the card. AVl cards containing infortaticn pertaining to abstetrics,
for exazple, are designated by a "3" in coluen 2; farily histories arg
designated by a *5°; pathoiogy with a "2, pediatrics, with a "4"; and
psycholagicail testing with a 1",

Columns three and four reveal the foro number. in the case of forms where
old and new forms having different nucbers are inclufed together, the nurder of
the latest fovn appears or the caster file. This rule d¢oes not apply to dats
abstracted from several foms by NINCDS staff {ADM forrs).

Colurm 5 of the carc contains a revisign code irdicating which form ur
corbination of forms was used in arriving at dite on a particular card. A
typical card wili have one to three revisign cetes, with 3 2erc irdicating the
first vevsion of a fom ard *i°, “2%, ang "3° indicating later revisigns. As a
ruie, vevision codes used con cerds differ from carg te carg;, investicgators
skould check the cefiniticr of codes provided ir Volyme i! o ceternine the
reaning of revision codes used.

Each woman and child stydied in the preiect recetved a uhiGue case number
(KIKIB case number) corposed of ring digits, recorded 1n columns 6 through 14
of all raster file cards. The case nyber identifiec tro inslitution, the
rother and the child. The first twg digits represerted the collaberating
institution {see Table 2). The third digit tngicated the type of patient
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*

selection. A "1° was used for patients selected for the central core study; a

"6" indicated that & patien: had been transferred from cone Instilelicn o

arother, and 2 “7° irdicated that the patient was part of a special study

urcertaken by the colleborating institution. The fourth through seventh digits
were used 10 identify the gravica, while the eighth digst identified the order

of the pregrarcy of a given gravida in the project. The ninth 0igit was used

to identify the gravida or chijg of the pregnancy; “9° indicated the grav: 1a,

"G" ndicated the child of 4 single birth, “1" intdicated the first chilc of &

cultiple birth. "2° indicated the secornd child of a rultiple birth, etc.

JASLE 2. Collaborating irstitutions erd Their Code hucher
{Colurns six and sever cf ol raster file cards, ;

|~ I, Wy
o sy =R e

Fatvard Mecical Tohool

Eosten Lying-In Mosnitas

Dildren"s Bospited Pedicys
Cerler

18 - Boffalo, New Yerk
University of Buttalo

(hiidren's waspitel

15 - Nem Orleans, Louisia-»
errn) Ho3pTTal
Tulase Unlversity Schoo) o4
Nedicice Medicad Cente,
feisigre State Universyy,

1 - hem Yoek, New Yore
(oluehia Uhiversity Col)
of Prysicians & Suroeiag
Colomdig-Presuyterian
¥edical Certer

37 - Balrimare, Marylass

he iy Heshing Umives qp,
5¢8001 of Medicire

T8 Johns PBopuisy Hospit

4% - Qicteona, Virginis
Virginia Commcowealtr
niversity
¥ezical College of Virgin,

5 - Wicocazpiis, = TeinTa
TaTversity of Wirsescta EoIpiTa?
riepltih Scientey Center

5% - New ¥York, Nem Yotk
Rew Vori Fecicel toliege
Yelrspalitan Bogpital

€D - Partilacs, Gre
ﬂ.‘hh—ershy of gregcn

Metazal Sohcol

Ly Gf PerasyTveria
Pe-nsylvania Haspita!
The Children's Bospiza) of
Mmijsdeliphia

71 - Providence, Shore 1sBara
own Univergity
Child Study Center

a8z -

{ollege of Medicine
Caflor Hporpingt

{1.6.ix



Data ften Jdentificaticn arg Naming

ke hib+ data base cont2Ins over 650G different daia items omd blart
filler lgcatiens en corguter files. We have assigned each of these a unique
identification and o terse, stylized nere. 8ecause mares were chosen io
facilitate yse of this quide, thew do rot cuplicate mames used by NINIR during
the active ghase of the project. Users should consuit agpropriate
documentaticn before wsing data itens ‘roo the mester, variabie or work files
{Volurmes 11, 111 ard 1¥%),

The data item identifiers consist of 1} characters. At the far left are
four unigue ryrbers that were assigned sequentiaily. The next character is
always a peried erd is foilowed Ey up to six characters. Ffor data itecs gn
the master tile, these characters cescribe the data collecticn form from which
d ¢3ta iter was cerived; for €3t3 i1lems an the variable (ViR or worx {Nix®

#

iy

fies, trese craraclors irficate the aprropriate file, (7 the right side is

iess than six characters, periede are mterled 25 shown in these ererples:
50, .08-32 en iten fron 02-33; on the raster file
IGSL . PATH-Z ar item from PATH-3, on the rmaster file
§¢23.... VAR an 1er ¢n the variadle file
6240, . .%-10 3n 1t on work Tule 16, Fupture of lsrbrareas

ke sssigrad the rutters secuentiallv as they agpear in Volume ¥. ¥or the
Caster file, we followed the orcer in which the carde wrulg te fourd within an

for by ore of cur data iten
identifications. For the variable and wyrs Tiles, the ruzders were assigred
tr; the order that dats iters aprear within a case.

NiLD3 case. AV cara colusns are accgunted

X categorized each data iler dccording ig the perscn o whaon the date
refer, by the tice of reasurecent erdjor the tire 1o which the iten applies arg
by gereral type or subject are: {Table 3}, Then we ass5igned nares $c the data
itexs using the following yuideiines:

® hé reme and the three assgriated categories had to stand alore -
they rust describe the cata item out of context.

¢ The first word in the dats i1ten ne~e had t¢ be ah 12pOrtsnt or ke;

worg when all nares were listed alphabetically as wn volu-es Vi are V13,
Thus “cry, abnorral” was used rether than “abroreai try® Briause a
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résearcher is core likely e ladk for thic ilem yndor “0° than wrder
“A" ir an alghabetic list,

8 3econdary xey words were preceded with a semcolon to f3cilitlate
preparaticn of the gerrvited irdex. for eausple. “abrypeiu; plactenta”
will be fourd wnder both the "RA° and “F" corlign of wolure Wi,

® Gualifyirg words ere delimted by comes ard will ras AG a0 A5
kejwords in Volure V1. Trus "abruptic; placenta, degvee” wiil rot pe
fourd in the "D section,

o If medical temmirolcgy or usase has chanted sirge the study was
cgruucted, rodern terrs may be inciuded and will be eaclosed in
bracweis. Thus "oongolisn; [Qown's syndrose)” will appear under hath
the "N" and “0* gortigons of Volure V{.

¢ [f cessurement units are associeted with a deta itern nare, they are
erclgsed in parentheses and placed at the erg nf the rare as in
“sirthdate (yr).”

The categorizs {peison, TiEe and aubjeci) ere appevced to the FIgNT of
the dals iten rure.

Pefinitiens for each category used in naning data iters are gqiven in
icdle & at the erd of this introduction. Additicnrs? informaticn is fourd in
Chapter ¢ of Yolure 1.

Data iten nores thus assigred are terse ang nighly stylizec; as we have
alveady iraicated, they are 60t the naves wsed by NINEE during the active phase
of the project. Jur aim was to cevelop standardized rames that wouid stand
algne. These rares are interded to facilitate a user's search for data iters
potentielly useful in a ressarch project. Eefore an iten is 4sed, & researcher
shouid consuit its cocplete descripticn. far a ¢ata item frow the master
files, e.g., B830..03-3%, the data ites stould be traced to the apprepriate
study form, e.g., 03-38, located in Voluze §I. & varieble frie date item,
€.9., 3223....VAR, is traced to Volume i, wheve it 15 ¢efined and its
original scurce given, A& data itev from 3 work Sile is traced to Voluwte 1V for
its descripticn.

Some date 1ters contaired in the indexes ™3y 1rglude the notation "00 XNOT
USE.” These wters are eitker inaccurate or am alternative cats item is
availabie that gives tetter information. Users will find cgre aypropriate
¢ata iters by consulting ene of the indexes to ime data itenc {Yolunmee, ¥, Vi
ara Vil),

fL.8.00



Iadies of Bata items: {Colura Hezoinas

For each form, (o sets of roepuler gererdces gages Vis: oV] data T.ems in
cither tte taster, vaviehis or work files dorived frem this form. Thess 1ists
erable 2 user to track forn item; o coopulerized d2ta itens listed in ather
witlures of the User's Duide and vice sersa. The toeguzer 14stings have the
follewing informat.ca,

Cotuen fe3ding Tescriph .on _

CATE 1TE8 1L % unigse identifier for this ¢.te iten.
~ee até {tem Identificatien and Naming.
asove for details. :

ITEY @ FOaW An 1dentifier used on the NIPF study form to
identify the question or graup of questiors .
which was uwsed tu gererate this data iteo. -

LASD NM igentifies the master file card on which
SRS Q23 itent 45 Iscated. See Resier Fiile
Lard hutter ane NINDS Case hutber Ratipnaie
above for & description of cara nasber.

Fo{y Begirning card colian for this data icem.

0 Ending <a7d colum tor this gata item,

LrI5 TEH NaNE Terse styiizesd .ame for this data ten.
ie€ Data Iten Jgartificeticn ond Naming
3Lseg ver Cetails,

ASSOLIATED DOTUMENTS

@y exanininy the tables previded for esch, investiigators wiil be adle to
sereriive which carguter Files vontlam gate of i=wrest. For data contained in
the varvweble fide, se2 dolume 110 ot ihis gquide; ‘o daty cont2imed in work
files, yoe “.-'ézu_:"-r'e iv.
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TABLE 3. Abdreviations for Person, Time and Subjact Categories

Perion

Hethar
Sather
Macenta
Fretus
Child

H Surrogate
Fomily
Sidyhip

Tisw

Genaral
Preconcention
Registration
Pranatal
Awmission
intrapartum
Delivery
Post Partus
Neotatal
Four month
Eight month
Hne vear
Three yaar
four year
Seven year
Eignt yesr

IT.B.xiii

Subject

Adninisteative
Anastingiy

Clin., lwm';igﬂ
Clintcal
Cure.me Pregnancy
Environ. Exposura
Events

Hearing
Hospitalyzations
Linguage

Linkego
Keiforsreigay
Biag. & Cong.
Ned. Hisgory
Hedicatig,
Keurclogicsl Exan
Obsarvationy
Fathaiogy
vhysical gxan
Procedury

Paych, Exae
Reproduttive Hist.
Serology
Socioscon, info
Speech

Vision

work Mi:tgr,
A-Tay

Summary

Gyn. Histgyy
Special Seudies
FawCanetie uise,
SLH Exam



Mother

Fathar

Placents

Fatus

thild

N Surrogate

Falbtly
Sibship

TRBLE 4. Definition of Person, Time
and Subject Catagories

DEFINITION

Study regfstrant baaring the ™study pregnsncy™; blologic mother of the "study
chilaY; gravida,

Biclogic father of the study child or study pregnancy; in the case of
sociceconomic data, this category may indicste either the "father of baby" (nat
recessarily husband of the solher) or the "husband® (not necessarily relatsd
biologically to the study child).

The argsn of metadolic and gassous {aterchange batwesn the fatus and sother; also
included in this category are gross snd aicroscopic pathologic dats from
expmination of the uabilical cord.

Conceptus; the product of cenception including the embryonic stage, f.e., from
.onception to the moment of Givth.

Product of the study pregnancy from the sament of birth omard; study child.

Person or persons substituting for the mother of 4 study chi'q, €.9., adoptive
parents, foster parents ar guardian.

Person or parions biolegically rilated to the mother or facher of the study childa,

Child or ehlldren naviag vas or Both of Sy 328 biclogie parents as the study
child; siblings, half siblinge; 74! sibitngs.

I1.B.xiv



TIME

TABLE 4. Definition of Perzon, Time i
and Subject Categories (Cont.)

DEFINITION

Ceraryl

Praconceptiun
Registration
Franats)

ARoaisaion
intrapartus
Dalfvery
fost Partue
Nacnatal
Four Mornth
Eight Montn
Ons Yoot
Theee Yoar
Four Year

Seven Year
Eight Year

Lata with no pertinent tice period or data partaining to mar- than one timeg
paricd,

Jata percaining o the period prior to conception of the study preghancy.
Data collected at the time of stud; mother's ragistration in the study.

Data perzaining to the periog from comcoption of the study pregnancy %o
Glivery of the atugy child.

Nats collected at the time of study mother’s samission to the towpital for
delivary of the study =hild, '

Data pertaining to the perfoc from admission tor delivery or onset of labor
to Selivary of the study onile,

Oata pertaining to the time period Curing mhich deltvary of the study child
accurred.

Sats (partainirg Lo the stuly acther} coliected Guring the aeriod immediately

Foiiewing Dirtn of tho study chiid.

Dats pertaining to the study child during the 08¢l d fram Biseh ta nna aansh
of 390; the wajority of theis dats wars <0)lected grifor €0 or at the tisw »
study child =as dischurged from the nospital.

Dats collectad st the time .  the Tour munth sxaxination of the study chilg,
Dots collected st the time of the oight month exasination of the study chifid.
Dats collectad 4t the tine of the one yoar sxemination of tha study chile,
Data coliected ot the time of the thres yOIr sxamingtion of the study chiig,
Cata coliected at the time of the four yosr examingtion of the study chile.
Dats colluctad at the tise of the seven year sasmingtios of the study child.

Uata collacted at the time of the ¢ight year waaninstior of the atudy chilg,

11.8.xv



TABLE 4. Definition of Person, Time

and Subject Categories (Cont.)
SUBIECT DEFINITION
Agiinistrative Data pertaining to the saministrative sspacts of the atudy.
Anesthesia Deta on sedications and procedurss uied to chtain shstrasia,

Clin. impressicn

Clintcal Lad
Current Pregnancy

Enaviron,
Exposure

Events
Hearing
Haspitallizations

Lansuzas

Linkege

¥:1%rmations
Uteg. & Cone,
Hod. Wistory

Negicationy
Neurologicel
Ena

Obsarvations

Fattology

Prysical
Expm

Procedyre

Paycn. Exam

Ispression of adnorselity or gysfunction gained by an exminer
folloming evaluation of clinical signs and symptoms and intluding 3
whjecztve componsnt.

Oata obtained from Teboraary eresination of clinical specisens.

Persansl data snd madically ralsvent informstion partaining to
the study pregnancy for which the mothar is enrolled.

Data on expotuce to occupstional or uther eevironsental entities
or hazards.

Qata related to & specific svent, accurrence or Incidence.

Dats obtsined from gxsmination ard tasting of hearing function.

Cate on spacific hospieal agmissiors or he nusber of hospitalizations.
Wikitwd Trom ensmination end testing of langusgo furcrion.

:n the genatic relstionships of family mesbers to the atudy
»

L+ L
W

Bata
aother, father or child.

Oate on the conditions in which feilure of norms) development has
rejuited 1n sbrarmy! physicsl traics existing at the time of bDirth,

Data on 1pecific dlagruses or congitions chteined from past
sadical Mistory or examiration Suring the atudy.

Date cbtained from the study participant or asdical records relevent %o
past or current medical Jisgnoses or conditions.

Dats on drugs or medlicstions used,

Qata obtalned from obsarvation ang phiysical sxamination
of the ceatral nervous system.

Data ocbteined from obssrvaticns not categurized elseuhere.

Date chtained from clinical ond sratomical
pathological exsmination.

Oata sbtaines from physical exsmination of Uie
study parciclpant.

Dats ralating to specific procedures oerforsss on the study participent
grior to or during the period of enrollsent in the atudy.

Jata obtained from the paychologicel examinations and odbservations,

I1.6.xvi



TABLE 4. Deftnition of Person, Time
T and Supject {ategories. {Cont.)

SUBJECT DEFINITION
Begroductive Uste partatning to the outcoms of pregrancias prior to end or during
Hist, the period of enrcilment in the study.
Serology Dats cbtaingd from the laboratory essmination of serys by ipecific

Socloscon, info

Soeach
Vigion
Worh History

X-Ray

Summgry
Gyn. History

Specia! Studlas
Faa/Conetic

Hist,
SiH Exan

fmunclogic sethads.

Dats related to the 10cfal and economic characaristics and snvironmsat
of the study participant.

Outa cbtained from enamination ond cbsarvation of thaech function,
Date obtaines from exsmirstion of the oyes.

Data pertaining to occupation and espicyment prior to end Juring the
pericd of enrollment in the study.

Rata on disgnostic a rays ind dlagrostic or therapautic ragiologica’
grocedyres.

Dats sreceaven 2a a ssmaze. of dceo otocaoo oo G eisewhere.

Medtcal hiatory specificaliy related to the female genita! trace,
reprodustlivs ShysiSiE a0 enavcrinoiogy.

Data pertalining to participation in ather special organized studies
conductad during the seriod of enroilasnt in the stuly.

Data on *he sadical historfes of foaily soabers gengticaily
related to the study child,

Dats cbtaineg from the spesch, language and hasring examinations act
specifically or exclusively related to one of thess areas.
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08-30
08-50
0e-31
08-51/52
08-32
0B-33
08-34
08-55/56
08-35/57
ADN-89
ADi{-50
ADM-5]
0B-58&
08-60

CONTENTS

Adnitting Record
Adnission History

Admitting Exam by Obstetrician
Adrission Exam, Parts I and Il
Labor Room Record

telivery Room Events
Obstetrician's Svmmary of Laber and Delivery
Delivery Report/Obstetric Summary
Anesthetic Agents

Labor Data

Lahar Data

Labor end Delivery Drugs

Summary of Puerperiun

Obstetric Diagnostic Susmary

[1.B.xix

11.8.1
11.8.7
11.B.13
il.B.21
11.8.53
il.B.61
11.8.73
il.B.129
[1.8.217
11.8.255
11.8.271
11.8.279
11.8.287
11.8.299



08-30 Adnmitting Record

Forn 08-30 provided for the mandatory reporting of each study gravida
agnitted to the hospital cbstetrical service. 1t was to be used when the
patient was admitted for any obstetrical service, and could be used optionally
when a patient was admitted for any other service. (08-30 was considered an
adnission record; (0B-12, Sumcary of Hospitalization for any Antepartun
Condition, was considered a discharge surmary.) Form 0B-30 was introduced in
January 1959, revised in July 1959, 2nd was finaily replaced in April 1962 by
form 0B-50, Adnmission History. Records of both foris are available on
microfiln only, though scre data from 0B-30 was abstracted on the ADH-50 fomn
and punched in card 0337 of the master file {see Table ADM-50.1, this volume).

11.B.1 08-30
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cé-X ﬁu'cu-.uul
! A onsc (véi)

INSTRUCTIONS s ‘
OB-30, ADMITTING RECORD ﬁ foadiis . ¢ 6’.::&.! -,
& Ta &

(Revised February, 1960) Uar u i c@-%¢ o83 )
(Foz Form Revisica of July, 1959)

NOTES:

Purpose - This form provides for the maadatory reporting of sach study
guﬁ%i admitted to tho hospital obstetrical service,

Examiner - Admitting physician,

Whez tc use « At the time of any admission to tke Rospital obstetrical
service. Optionally, it may be used when the paticat s admitted to any
other service of the boapital, In addition, OR.}{2 (summary of hoapitali-
satioz for any antepartum condition) is to be used for summarisise any
&hieparium admizsion, to any service of any hospital, terminiting in the
discharge of a patient who is either undelivared or delivered of a fetus
of 400 grams weighi or iews,or iess than Z0 waske gestaticnial age (based
of LM.P.). Therefore, OB.30 is an admission record while OB.1Z2 s a
discharge summary. (However, OB-12 is sot raquired for admissions
for faise labor),

INSTRUCTIGNS FOR USE OF OB-30:
Note: Use a 2i-hour clock for all times racordad.

Item No,
1. Patient identification. Print firet and last Bname of patient and
patient NIND¥ No, Use addressograph stamp whensver posaible.

2. Recordod by. First and last name of the admnitting physician.
3. Date. Record numaerically the date this form is filled cut,

4. Title or position. Give your official title, such as “intera," resi-
dens,” “attending obstetrician," etc,

5. This form wae. Chick whether this form was filled out at the
time of admission or copied from other records. (As a matter of
routine, the information on this form should not be copied from
other records,)

6. Time of hoapital admission. Use 24-hour clock,
7. Date. Enter numerically the date patient was admitted to the

baspizal.
8. Onset of labor. Dstermine at the tirme of admission, as accurately
as ie then poasible. Do not e this daie or time, even if sub.-

sequent events prove it to be incorrect.
I1.B.4 aB-30



Inetructions, OB -30 {caa't)

tem No.
9. Time. Use the 2¢-hour clock.

10,
11,

12,

13,
14,

15.

16.
17.

i8.

Date. Record numerically,

On Admission. Attempt to determine whether ox nut the meme.
branes have ruptured 2nod check the appropriate box,

Time. Fill in colyif membranes have ruptured. Check "unknown"
if time of rupture unknown.

Date. Fill in only if membranes have ruptured.

5‘“"5‘;! before admission. This refers ko vaginal bleeding only,
eedinng, amount wn'' should be cherked only when the

patient has bled prior to admission and you are uEich to deter-

mine whether spotting or free flow has taken place,

Approximate time of oaset. Record oaly if patient reports free
flow of blocd. Uae 24-hour clack,

Bate. Record only if patient reporty free flow of blood,

Reason for hospital sdmission, Check appropriate box, Whan a
patieat is ﬂ?ﬂh for & reason other than those stated in the
boxes under Item 17, write in "other" and specify. Dieragard the
statement: “If for other reason use OB-12."

NOTE: If the patient is known not to be in labor, progress notes
are to be made on Form CP-5 iwum

tinue these notes until the patient is discharged from the
kospital, unless labor starts, at which time OB.32 {Labor
Room Record) is initiated.

Complications at admission. Check appropriate box, If bex for
"other" ie checked, spacily the complicaticn,

Unnumbared item

Falee labor,

A. Check this box if patient is admitted in false labor and is
discharged from the hospital undeliverad,

B. Forward any of the foliowing forms that have been filled out
to the Ceatral Office:

(1) OB-30, Admitting Record.

{2) OB.8, Repeat prenata! history {obtained at time of ad-
mission).

{3) OB-31, Admitting phyeical examination,

(4) OB-32, Labdor room record.

{5) CP-5, Progress notes (if any)

C. When the patient is next admitted, a new set of forma must
be used.
I11.B.5 oB-39
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@8-50 Aspission History

Form 0B-50 was used 15 record tho adeission history of a patient, as well
ds the phycician‘s aceitting icpression. it was firse isplenented in April
1962 as @ replacemnt for 0§30, Adeitting Record; changes in Seplecber 1962
¢id not alter the fomn. Records for both of these fores are available an

nicrefiln only.
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Insirueiion Munual for Gbstetric Forms

I. Purpasa of form

OB-50 ADLISSION HISTORY

To record the admiusion his-
tory and physician's admitting
impressions.

Il. Gonarel lanirsctions

A. Regardlesa of subsequent eveats v findings,
daa sotered on thic fovm are W reflect the
patleat’s history at the time admission hig-
tory 1 takien on the Soapital service.

8. Kems labeled “For Hospitat Use Only” are
providnd to rocord information at those insii~
tutiona utilizing this S>rm ag a hospitat
rocord, Directions for completion are pto-
vided locally,

0, Specilic lattructions
lem Nuher

2,4,

4.

5.6,

?‘

8.

9,10,

Admission date aad timw. Rocord the date
and timo of adeission or trauler to that
scrvice of the Stady hosnital.

Time bistory taker. Record time this
Bistory is uctually obtained from the
patient.

History taken by. Record the firsg Initial
and last same and ttle or position of the
ioterviewing physiclan.

This history was. Mark approgriate box.

Ca odmission, decormine by hissary the
fellaving ircms:

Hiatory of Labor. Mark box which best
indicates the patlent's stalus regarding
labor on admisston.

I the paileat {3 in labor or in question-
able labor, recond s date aud time of
Ohudt. To histovically esiimate (e onset
of Iabor, use the following guide:

IX.8.10

Rem Number

1.

12,13.

4.

15.

“Hegular uterine contractions occurring
every S-10minutes of increzsing intensity
and duration,”

Il date and/or time caanotbe determined,
mark the box(es) lubeled “unksown.”

History of rupture of memubrases. Record
the slatus of membranes by aistery.

If the patient's history Sndicates that
membranes bave ruptured or may have
ruptured, record the date and time. Y
unable to ascertaln, mark the box{vs)
fabelod “unknown.”

History of vagiaal bleeding. Hecord the
history for the interval since the patient
was iast seen. Mark oaly one box.

Azy smevat of Heeding .oﬁm o Cshew"

is consideted "froe flew."’

If there is a2 cuestionable or dxfinite
history of frec flow, mark the appropriate
box and describe in “Admigsion note,”
including time(s) of unset, duration, and
estimation of blood loss to the time the
history is taken. Such cstimate may be
made in termo most familiar 2o the
patient; i.e., pint, cupful, soxked towel,
ml

Reason for hospital admission. Mark all
boxes which describe the rcason for the
patient’s admission to the hospital. If ali
Yeasons cannot be found in the list pro-
vided, mark “other” and epecily the
reasan below.

Admigslon note: Utilize this space to:
a. Elaborate wpon significant eventg
leading to bospitalization,

b. Record information as pressribed
ky the loca! inrtitution.

Gctober 1962
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0B-31 Admitting Examination by Obstetrician

The purpose of form 08-31 was to provide information gathered by an
obstetrician during the admission physical examination. It was completed
whenever form 0B-30, Admitting Record, was filled out. First implemented at
the beginning of the study, form 0B-31 was revised once in July 1959 aad
replaced in Aprit of 1962 by form 0B-51 (General Examination) and form 0B-52
(dbstetric Examination). Records for form 08-31 are available on microfilm
only, although some data from OB-31 were abstracted on the ADM-50 form and
punched an card 0337 of the master file (see Table ADN-50.1, this volume).
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INSTRUCTIONS CTE et auptiuadsd
Gl v Caondic sl

CB-31, ADMITTING EXAMINATION BY OBSTgal‘RICIAN
deTe W02

B e

{Revised June, 1560) wilh oB-S)adob-Sa (gw)

{For Form Revision of July, 1959)

NOTES:

Pnr?oe - This form provides for the admission physical examinaticn by
an obstetrician.

Examiner - Admitting obstetrician.

When {0 use - This form is to be used for & gencral and pelvic examina-
tion whenever a patient is admitted to the obstetricai service. Whenever
Form OB-30 is filied out, OB-31 should also be completed.
INSTRUCTIONS FOR USE OF OB.31

Item No.

l. Patient identification. Print first and last name of patient and
patient 0. Use addressograph stamp whenever possible.

2. Examined by. The first and last name of the examining physician,
ciearly printed.

3. Title or ggnition. Give your official title, such as "intern,"
resident,” "attending obstetrician," etc.

4. Date. Record numerically the date of the examination.

5. Weight on admission. Attempt to secure this weight if at al! pos-
sible. It shou recorded in pounds.

¢. Temperature. Temperature may be recorded as either fahrenheit
or centigrade. If obtained arally, no notation is necessary, If
obtained rectally, follow the value with an "R", if axillary, with
an "All.

7. Pulse. Obtain at least a 30-second count.

Blood pressure. Obtain and note under Item 27.

8. Fetal heart rate. The fetal heart rate should be obtained between
coutractions. Start counting at least 30 seconds after the end of a
centraction. Attempt to count for 30 seconds in order to obtain a
gocd estimate of the rate, and record as heats per minute. If
after a thorough attempt fetal heart cannot be heard, check the
box labelled "Not Heard." If for any reason no attempt can be
made to obtain a fetal heart rate at the tirne of admiseion, check
the box labelled "Not Checked. '

II.B.16 aB-31




Instructions, OB-3! {con't)

item No.

9.

10.

iz
13,
14,

15,

16.

17.

lal

22.

23,

26.

This form was, Check whether this form was filled out at the
time of admission or copied from other records. {As 2 matter of
routine, the information on this form ehould mot be copied from
other records.)

Pelvic_examination - {"Rects!, Vaginal, Not done"). Check the
appropriite box. If both rectal aud vaginal examinations are
done, check both boxes bu: record only \he findings of the vaginal
examination. Aoy abmormal findings noted during the pelvic
examination should be rejorted in derail under Item 27 on this
form.,

Effacement. Express this as a percentage.
Dilatation. Record tuis to the r.earest centimeter.
Presentation. Be as exact as possible as to presentation »...

position. If an ahnarmal preczentation is ancanmtusrad desasibe ;o

fully under Iiem 27.

Station. This is expressed as centimeters above (negative vilues)
or below {positive values) the ischial spines. If the vertex or
bree¢ch is more than 3 centimeteres above the spines, record this
as "floating." If an estimate of the station is uot obtained, wrile
unknown in this space. If the station has no meaning, write "NA™
{not applicable) in this space.

General examination. This includes Items 17 through 26. If no
general examination is made, each of these iteme should be
checked "not evaluated." 1If any abnormality is found, it should
be desacribed in as much detail as seems necessazy in Item 27 at
the bottom of this form.

General condition. 1f any abnormalities are noted, be as specific
as possible in describing therm.

Eyes. If a funduscopic is done, note this fact under Item 18, If
any abnormality is found on funduscopic examination, check the
box marked "Other abnormal" and describe findings in detail
under Item 27. If & funduscopic is done and no abnormalities are
acted, chack the box marked "normal."

{Vaginal) Bleeding noted on examination. This refers only to
vagiral bleeding. Any history of bleeding obtained at this time if
not confirmed by cbservation should be reported as ro bleeding
on examination.

Meconium, Check the condition of the membranes an2 whcther or
not meconium is resent in the amniotic iluid. if meconiwn is
noted, describe in Item 27 the quantity and Gguality.

Other system not evaluated wbove. If no other abnormalitics are
found, Eyﬁeck "uone.” If any special examinavions (neurological,

11.B.17 oR-3!



inetructions, OB-31 {con't)
item No.

27.

etc.,) are doae, note in this space what these examinations were.
If the findings were normal, check Item 26 as "none;" if the find.
inge were abnormal, check “abnormal" and report findinge in
Item 27.

List by item number and describe an abnormal findings. If ad-
ﬂu’ﬁivl Spce 1s nee orm =3 (continuation okeet) should
be used.

Record any clinical diagnoses made. All diagnoses and impres-
sions, (inc Eﬁl'n_g all o&-utr:’cﬂ diagnoses) made or confirmed at
the time of this examinaticn should be recorded in Item 28. Be
as specific as possible. For each disgnosis record your best

estimate of the date of onast.

EXAMPLE: Normal intra-uterine pregnancy, 40 weeks.
Nct in labor.
Kuptured membranes.
Healed pulmonary tuberculosis.
ircn-deficiency anemia,
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