3.04.17 Perinatal Protocol

CHERRY STREET HEALTH SERVICES

PERINATAL PROTOCOL

I. Prenatal Care

All data is to be recorded on the prenatal record (an approved Hollister form).

FIRST VISIT:

Appointment for first visit should be scheduled within 8 weeks of gestation.  The first appointment is scheduled with perinatal nurse.  Visit to include:

1. Positive pregnancy test/or proof of pregnancy/estimated date of confinement

2. Baseline vital signs weight height and fundal height.  Doptone optional. 

3. Financial/Insurance resources – assist in making appropriate referral as needed.

4. Identify Medical Risks:  encompasses documentation of pre-existing problems such as:

Age






Poor obstetric history

Parity






Previous low birth weight/prematurity

Low weight for height/Obesity


Preterm Delivery

Multiple spontaneous abortions                                  Large for Gestational age 
Previous pregnancy in the last twelve months
Significant disease- ie- diabetes, hypertension

Pre-existing medical conditions


Genitourinary anomalies or surgeries

History of parental genetic abnormalities

Non-immune to Rubella

Previous C-Section or surgically scarred uterus
History of abnormal pap

Genetic Anomalies 

Also to include current and developing problems:

Late access to care




Multiple gestation

Poor weight gain/nutritional deficit


Significant infections – rubella, STD

First or second trimester bleeding


Placental problems

Hyperemesis





Oligohydramnios/polyhydramnios

Anemia





Isoimmunization

Hyper or hypotension




Fetal anomalies

Incompetent cervix




Spontaneous premature rupture of membranes

Behavioral and environmental risks include:

Documentation of educational level

Oral health status

Smoke alarms

Socioeconomic status



Smoking status

Transportation

Marital status/support



Substance abuse

Mental illness

Nutritional status



Toxic exposure

Depression

Occupational hazards



Domestic violence

History of suicide attempt

Environmental concerns 


Sexual abuse 
5. Initial lab work

· OB profile to include:  blood type, RH factor, antibody screen, RPR, Rubella titer, HbsAg, Hemoglobin
· Urinalysis with culture

· Urine drug screen (see protocol)

· HIV screening (must provide counseling)

· Sickle Cell (African-American/Mediterranean descent)

· 1 HOUR GTT – if risk factors for GDM present or if 26 weeks gestation or more

· AFP/Triple Test if patient is 15-26 weeks gestation (optional)

· PPD testing for tuberculosis in high risk women – out of risk country + PPD in family See Attachment : “Tuberculosis: High Risk Indicators for at risk populations”
· Hepatitis B status – vaccine series can be initiated at first visit and continued through pregnancy until completion of series.
5.   Dental Assessment – Last Dental exam, ongoing preventative oral health program history.  If dental care inconsistent- refer for exam and cleaning.     

6. Nutrition Assessment

· refer to nutritionist next visit with medical visit

· refer to WIC (available at CSHC, WSHC, Booth also Kent County sites)

7. Psychosocial Assessment -referral to on-site social worker (may be done at 2nd OB visit)

8. Medication- All prenatal patients are to be supplemented with prenatal vitamins (containing 30-60mg elemental iron).  Criteria for supplementation additional vitamins (see Anemia Protocol).

If patient has a calcium deficient diet (under 4 servings of  milk or milk products per day or lactose intolerance), consider Tums supplement three times daily.

9. Authorization for records release to hospital for delivery.  Consent must be signed for specific hospital. Records are to be sent at 28 and 36 weeks. If patient had a previous C Section, records from that facility must be requested and consent signed to receive such information.  If patient had previous prenatal care for current pregnancy, records will also need to be requested by patient signing release for records from previous facility.  
10. Patient education (see topic by gestation)

Second OB visit (urgency or scheduling is dependent on gestation)  This visit is scheduled with a provider.  During this visit the medical provider reviews risks and performs a complete physical including a pap and pelvic exam.  This visit is to include:

· All systems review

· Pelvic exam

· Fetal heart tones by doptone (usually heard between 10-12 weeks – provider discretion)

· Assessment and evaluation of lab work

· Determination of gestational age can be based on:  first day of LMP, size of uterus relative to LMP (20 weeks), date of first heart tone, date firs felt movement, and/or ultrasound report. 

· EDC

· Review of problem list, risks, education and follow up plan.

· Referral to MSW and nutritionist.

Subsequent Visits

· Scheduling – every 4 weeks until 28 weeks gestation

                            every 2 weeks from 28-36 weeks gestation

                            every week from 36 weeks until delivery

These are suggested routine visits however it is up to provider discretion for higher risk patients.

Routine Studies


Every routine exam should include:

1.  Smoking status and amount

2. Substance Abuse 

3. Prenatal vitamin use

4. Assess and questioning for new or developing problems

5. Questioning about fetal movement after 28 weeks instruct patient on daily fetal movement.  Counts fewer than 10 movements in a twenty-four hour period should be reported.

6. Blood pressure

7. Urine dip for glucose, protein and ketones

8. Weight

9. Measurement of uterine fundus

10. Auscultation of the fetal heart

11. Determination of fetal position of possible (last trimester)

12. Pelvic exam as necessary

13. Presence or absence of edema

14. Follow up on problems, answer questions, educate

15. Document on prenatal flow sheet

16. Update risk scoring and management plan.

Routine Diagnostic Studies

1. Triple Test/AFP between 15 –26 weeks gestation (optional)

2. Hgb determination should be repeated between 24-34 weeks in each patient

3. One hour GTT on all patients between 26-28 weeks in each patient

4. Assessment of RH negative patients

-RH antibody titer repeated at 28 weeks prior to Rhogam Injection

-Rhogam given at 26-28 weeks (RH antibody prior to injection)- earlier with any vaginal bleeding, spotting or hematoma based on U/S. 
5. Ultrasound between 17-20 weeks gestation for EDC confirmation and baseline for fetal growth.

6. Order additional lab work, ultrasound or other tests of fetal well being as appropriate

7. Refer for genetic counseling as appropriate

8. Medical consult as necessary

Record Keeping


Record all data of visits on prenatal flow sheet


Record all data of lab work on prenatal lab form; update risk guide.


Update/record risks on problem list


Record management plan on flow sheet and problem list


Copies of prenatal records to appropriate OB department twice (28 weeks and 36 weeks – include lab 


results).  Copies to include Hollister, labs, ultrasounds, and psychosocial assessment and MSS records.
VBAC Consults/Repeat C-Sections


-obtain surgical record of previous C-Section(s)


-refer by 32 weeks gestation for patients needing repeat C-sections or VBAC


-Schedule appointment for 32 weeks early in pregnancy as soon as EDC is confirmed.

Education by Trimester

Smoking – offer stop smoking sessions with Prenatal Nurse Educator anytime in pregnancy.  Smokers should be asked at every prenatal visit how much they smoke.  Documentation of progress should be entered at every visit.
First Trimester: (1-13 weeks)

Fetal growth and development
Comfort measures:  nausea and vomiting, fatigue, headaches


Activity and exercise


Body mechanics



Physical and emotional changes
Seatbelts



Hygiene and dental care

Warning signs

Substance abuse


Medication use







Toxic exposure


Prenatal vitamins



Occupational risks


Toxoplasmosis precautions



Need for Childbirth Education
Travel



Provider visits



Body image/self image



Second Trimester (14-26)                 
Fetal grown and development

Relationship with father

Fetal movement


Involving older children

Comfort measures: heartburn, skin
AFP/Triple Test

Changes, edema, varicosities, leg
Ultrasound

Cramps, constipation, hemorrhoids,
Infant feeding

breast enlargement


CBE

Warning signs>20 weeks

Newborn Car seat

*-Family Planning-counseling session in second trimester-education to include efficacy, use all methods, side effects, effectiveness, discussion of prevention of HIV and STD infection with counseling/testing or HIV as appropriate, return vist as needed ( see education form)

*_Breast and Bottle Feeding- previous experience, attitudes, benefits, frequency duration, supply demand, care of the breasts, positioning, common problems, expressing and storing, precautions with medication use, nutrition and fluid intake, vitamin supplements.  Bottle feeding; mixing, storage, types, cleaning of bottles, nipples, preparation, how to feed amount and frequency, burping and relief of breast engorgement 
Third Trimester (27-40 weeks)
Parenting


Bonding

S/S labor


Circumcision

Methods of anesthesia

Infant care

Delivery plans


Immunizations

Hospital preparation

Comfort measures: sleeping, breathing, breast care

Emergency plan

Post partum care and visits

BVAC Counseling

Newborn well baby visit

*indicates Federal Grant Requirements

Gestational Diabetes Screening and Management

Gestational Diabetes is defined as diabetes which first appears or is diagnosed during pregnancy.  Any patient who presents with a medical history suggesting increased risk for the development of gestational diabetes, such as:

1. Prior history of GDM

2. Prior delivery of macrosomia infant, (>4500 gm)

3. Obesity

4. Glucosuria of greater than 2+

5. First degree relative with diabetes

6. Repeated pregnancy losses

7. Hydramnios

8. Recurrent vaginal moniliasis

9. Complaints of abnormal thirst or urination.

10. Past history of difficult labor, fetal trauma or shoulder dystocia

11. Congenital malformation in a prior pregnancy.

12. Women over 30 years of age and above

13. Fasting or preprandial plasma glucose>105 mg dl or postprandial plasma glucose 140mg/dl will be screened at the initial visit.  Routine screening of patients for gestational diabetes will be between 26-28 weeks gestation.

Guidelines for Gestational Diabetes Screening

1. Patient is non-fasting

2. Patient drinks 50 grams of glucose

3. Exactly one hour later, venous blood is drawn for glucose level

4. Normal value=less than 140mg/dl

5. This test may be performed at anytime of the day without reference to the preceding meals.  If the one hour screen is administered to non-fasting women a value of 140 mg/dl is used as a cut off of normal.

6. A patient with an abnormal value (greater than or equal to 140 mg/dl will have a three hour glucose tolerance performed as soon as possible. 50 gm glucose load is administered.   Normal values for the three hours GTT are:

FBS 95
1° GTT 180
2° GTT 155
3° GTT 140
7.  Patients who have an abnormal FBS  or 2 other abnormal values are considered GDM.  Referral by provider to high risk clinic or OB/GYN.  Once diagnosis is made, provide casemangement services for glucometer and diabetic education. 
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