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	Optimality Index Case Report Form – UM version



	GENERAL CODES:

0 = No/not true

1 = Yes/true

7 = Not Applicable (N/A)
8 – General missing (data that are not collected in this setting)

9 = Missing data (data that should be present, but are missing from this specific chart) 

	THE PERINATAL BACKGROUND INDEX

	Parity
	First continued/viable pregnancy
	Not first continued/viable pregnancy

	1.  married or partnered
	
	

	2.  non-minority  
	
	

	3.  smoke-free since conception
	
	

	4.  alcohol-free since conception
	
	

	5.  no drugs or OTCs since conception 
	
	

	6.  normal weight (BMI 18.5-24.9) 

(weight [in kg] / height [in meters] 2)


	
	

	7.  age 18-40 during pregnancy
	
	

	8.  ​no preexisting, major, chronic, disease:  Hypertension, chronic renal disease, diabetes (nongestational), heart disease class II-IV, HIV+, major psychosocial history (treated with drugs or inpatient therapy), prior pregnancy complications EXCEPT C/S or VBAC
	
	

	9.  Child spacing >=18 months
	
	

	10.  no preterm infant (<37 weeks)
	
	

	11.  no previous intrauterine death
	
	

	12.  no previous cesarean birth
	
	

	13.  no previous birth weight infant <2500 or >4000 gm (5 1/2 – 8 1/2 lbs)
	
	

	14.  no HISTORY of other serious antepartum complications:  gestational diabetes, praevia, abruption, severe PIH/eclampsia, pyelonephritis, Rh sensitization  
	 
	

	PBI DENOMINATOR
	8
	14

	
	
	

	PBI CALCULATION
	TOTAL SCORE (Numerator) 

___ ___
	TOTAL DENOM.

/ ___ ___

	PBI %
	
	___ ___ ___ %


	OPTIMALITY INDEX COMPONENTS

	ANTEPARTUM COMPONENT

Present pregnancy, maternal status, diagnostic and therapeutic measures

	15.  no preeclampsia (BP 140/90 AND proteinuria 1+ in same visit OR use of term by care provider)
	

	16.  no anemia (Hgb < 10 gm in any trimester, not improved with treatment  OR use of term by care provider)
	

	17.  no other serious antepartum complications (current pregnancy):  gestational diabetes, IUFD, praevia, abruption, severe PIH/eclampsia, pyelonephritis, Rh sensitization
	

	18.  adequate prenatal care: initiated prior to 14 wks AND >=9 visits
	

	19.  no amniocentesis (or CVS)
	

	20.  no nonstress test, contraction stress test, or amniotic fluid index, biophysical profile, or lung maturity
	

	21.  no prescription drugs except vitamins or iron
	

	22.  24 hours or less have elapsed between first digital examination following rupture of membranes and birth.
	

	INTRAPARTUM COMPONENT

Conditions during stages of parturition and recovery

	Route of delivery
	c/s scheduled    
	c/s in 1st stage   
	c/s in 2st stage   
	Vaginal birth   

	7=demise <20wks  9=missing/lost case
	
	
	
	

	23.  amniotic fluid is clear at the time membranes rupture
	
	
	
	

	24.  labor was not induced or augmented
	
	
	
	

	25.  no PO, IM, or IV med used in labor
	
	
	
	

	26.  no epidural in labor 
	
	
	
	

	27.  intermittent monitoring occurred (at least prior to indication for continuous)
	
	
	
	

	28.  no fetal heart rate abnormalities (prolonged bradycardia, late decels, loss of beat-to-beat variability)
	
	
	
	

	29.  support person was present in labor
	
	
	
	

	30.  pushing was non-directed
	
	
	
	

	31.  delivery occurred in intended setting
	
	
	
	

	32. non-supine position was used
	
	
	
	

	33. fetal position at birth was cephalic
	
	
	
	

	34.  delivery occurred without instruments
	
	
	
	

	35. delivery was vaginal (not cesarean)
	
	
	
	

	36.  no episiotomy
	
	
	
	

	37.  no 1st or 2nd degree laceration that required suturing
	
	
	
	

	38.  no 3rd or 4th degree lac or extension 
	
	
	
	

	39.  no medication (other than oxytocin) during the third stage of labor
	
	
	
	

	40.  skin-to-skin contact occurred
	
	
	
	

	41.  placenta delivered spontaneously
	
	
	
	

	42.  no postpartum hemorrhage was noted (or ebl <=500cc vaginal or <=1000cc c/s) 
	
	
	
	

	43. no blood transfusion
	
	
	
	

	44.  no other serious intrapartum complications:  cord prolapse, severe PIH/eclampsia, abruption, shoulder dystocia, placenta acreta, embolism
	
	
	
	

	NEONATAL COMPONENT

Condition of the infant at discharge from the facility (up to 72 hours)

	45.  gestational age assessed as 37-42
	

	46.  birth weight 2500-4000 grams 

or 5 1/2 to 8 1/2 pounds
	

	47.  Apgar at 5 minutes >=8
	

	48.  no high risk nursery/NICU
	

	49.  no congenital anomalies
	

	50. no birth trauma or other serious medical problem (bacterial infections, bronchopulmonary dysplasia, cardiac failure, hypovolemia, hypotension, shock, intraventricular hemorrhage, necrotizing enterocolitis, pneumonia, persistent pulmonary hypertension, renal failure, respiratory distress syndrome, Rh disease, seizures, sepsis)
	

	51.  any breast milk taken by time of discharge (including partial)
	

	52.  live infant at discharge 
	

	POSTPARTUM COMPONENT

Condition of the mother prior to discharge from birth facility or from provider’s care (up to 72 hours)

	53.  no fever (100.4 degrees F or higher) while mother remains in the birth setting, OR provider diagnosis of infectious process or major complication:  cystitis, endometritis, wound infection, mastitis, hematoma, DVT
	

	54.  no prescription medications for newly identified conditions (including pain) EXCEPTIONS: iron and vitamins, oral contraceptives, RhoGram©, rubella vaccine
	


	OI CALCULATION
	TOTAL SCORE (Numerator) 

___ ___
	TOTAL DENOM.

/ ___ ___

	OI %
	
	___ ___ ___ %


