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Prenatal Care Guidelines
Comprehensive antepartum care is vital for a successful pregnancy outcome.  

Community First Health Plans recommends a program that involves a coordinated 

approach to medical care and psychosocial support that optimally begins before 

conception and extends through the postpartum period. Health care professionals are 

encouraged to integrate the concept of family-centered care into the antepartum care. 

Preconception care includes identifying those conditions that could affect a future 

pregnancy but may be ameliorated by early interven tion, such as hypertension, 

diabetes mellitus, or other metabolic and inherited disorders. Women who receive 

early and regular prenatal care are more likely to have healthier babies. The early 

diagnosis of pregnancy is important in establishing a management plan. 

Community First recommends routine screening for pregnancy in all women of 

childbearing age. The Preventative Health and Disease Management staff conducts 

routine assessments of new health plan female members to evaluate health status, 

including possible pregnancy. When a pregnancy is identified, a follow-up contact is 

made to further assess member health and education needs. High-risk gestational 

mothers are referred to the Health Services Management department for case 

management assessment. Health assessment and educational information is shared 

with the health care provider on an on-going basis.

Antepartum surveillance begins with the initial prenatal visit, at which time the 

physician establishes a baseline obstetric database. The frequency of follow-up visits is 

determined by the individual needs of the woman and an assessment her risks. The 

frequency of scheduled prenatal visits should be sufficient to enable providers to 

accomplish the following activities:

• Monitor pregnancy progression 

• Provide education, recommended screenings and interven tions, as needed

• Reassure the mother and family members

• Assess fetal and mother well-being 

• Detect medical and psychosocial complications and institute 

indi cated interventions

Women with uncomplicated pregnancies are generally examined according to the 

following schedule:

• Every 4 weeks for the first 28 weeks of pregnancy, 

• Every 2-3 weeks until 36 weeks of gestation, and 

• Weekly after 36 weeks.

• 4-6 weeks post delivery
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Women with medi cal or obstetric problems and younger adolescents may require 

closer surveillance. Appropriate intervals between scheduled visits are determined by the 

nature and severity of identified risk factors and medical problems. The following table 

outlines the recommended examinations and testing schedule established for routine 

obstetrical care by the American College of Obstetricians and Gynecologist (ACOG).

Prenatal Care Guidelines
Established by the American College of Obstetricians and Gynecologist

for Routine Obstetrical Care

Examination / Tests Schedule

1. Complete history and physical exam
(inc. past pregnancies, medical history)

Initial visit or as early in the pregnancy as possible

2. Initial  lab work
Hematocrit or hemoglobin
Urinalysis
ABO / Rh typing & antibody screening
Rubella screening
VDRL, Gonorrhea*, Chlamydia Screening*
Cervical Cytology (as needed)
Hepatitis B Surface Antigen
HIV 

As early in pregnancy as possible

3. Follow-up Visits
Weight
Vital signs inc. blood pressure
Urine protein and glucose    
Fundal height 
Edema check
Signs and symptoms of preterm labor
Fetal heart tones
Fetal movement
Leakage of fluids
Vaginal bleeding

Every routine visit

4. Follow-up Lab
Triple screen
Glucose Challenge test/H & H/Ab screen
H & H/VDRL/Group B Strep

At 15-20 weeks gestation
At 24-28 weeks gestation
At 35-37 weeks gestation

5. Postpartum Care
Interim history and physical exam
Evaluation of weight
Vital signs
Cervical cytology (as needed)
Family planning / contraceptive practices
STD prevention
Assessment for postpartum depression

4-6 weeks after delivery

*optional
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Management of pregnancy requires establishing an estimated date of delivery. 

Problems such as intrauterine growth restriction, preterm labor, and postterm 

pregnancy are managed most effectively when an accurate estimated date of delivery is 

known. In addition, accurate gestational dating is important for the application and 

interpretation of certain antepartum tests (ie, maternal serum alpha-fetoprotein or 

assessment of fetal maturity). If there is a size-date discrepancy or if menstrual dates 

are uncer tain, an ultrasound examination is indicated for the purpose of dating. Such 

an examination is most accurate when performed before 20 weeks of gestation. 

Ultrasound is considered to be consistent with menstrual dates if there is gestational 

age agreement within one week by crown-rump measurement obtained at 6-11 weeks, 

or within 10 days by the average of multiple measurements obtained at 12-20 weeks.   

Identification of risk factors is critical in order to minimize maternal and neonatal 

morbidity and mortality. In some instances, obstetric problems require a multidis-

ciplinary approach to antepartum care. Some conditions may require the involvement 

of a maternal-fetal medicine (MFM) subspecialist, geneticist, pediatrician, 

neonatologist, anesthesiologist, or other medical special ist in the evaluation, 

counseling, and care of the patient. Community First Health Plans actively outreaches 

to all identified program members to assess risk status and to assist both member and 

provider with managing risk factors once identified. Much of our program is based on 

member education surrounding how to identify risk factors associated with pregnancy.  

If you have a member who would benefit from this program, please make a referral by 

contacting CFHP.

Approximately 4-6 weeks after delivery, the mother should visit her physician for a 

postpartum review and examination. The follow-up appointment interval may be 

modified according to the needs of the patient. A visit within 7-14 days of delivery 

may be advisable after a cesarean delivery or a complicated gestation.  

Prenatal Care Guidelines (continued)
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Cesarean Section Guidelines
The following variables should be examined when cesarean deliveries are performed:

• When cervical dilation was less than 4 cm

• In the presence of intact membranes

• Without appropriate use of oxytocin

• After the patient has received an epidural when cervical dilation was less 

than 4 cm

• After the patient has undergone elective induction of labor at less than 41 

completed weeks of gestation

• Without trial of labor for suspected macrosomia in nondiabetic women

• For failed induction of labor for suspected macrosomia in 

nondiabetic women

• For the sole indication of twin gestation

• For the indication of termed fetuses with breech presentations, without 

offering eternal cephalic version

Taken from the Evaluation of Cesarean Delivery, American College of Obstetricians and Gynecologists, 

pages 34-35, 2000

Elective Repeat Cesarean Section Guidelines
Before elective repeat cesarean delivery, the maturity of the fetus should be 

established. For patients with an indication for an elective repeat cesarean delivery, 

fetal maturity may be assumed if one of the following criteria is met:

• Fetal heart tones have been documented for 20 weeks by nonelectronic 

fetoscope or for 30 weeks by Doppler ultrasound.

• Thirty-six weeks have elapsed since positive results were obtained from a 

serum or urine human chorionic gonadotropin pregnancy test performed 

by a reliable laboratory.

• Ultrasound measurement of the crown-rump length obtained at 6-11 

weeks of gestation supports a current gestational age of 39 weeks or more.

• Clinical history and physical and ultrasound examinations performed at 

12-20 weeks of gestation support a current gestational age of 39 weeks 

or more.

These criteria are not intended to preclude the use of menstrual dating. If any one 

criterion confirms gestational age assessment in a patient who has normal menstrual 

cycles and no immediate antecedent use of oral contraceptives, it is appropriate to 

schedule delivery at 39 weeks of gestation or later on the basis of menstrual dates. 

Taken from guidelines for Perinatal Care, Fifth Edition, American Academy of Pediatrics and American 

College of Obstetricians and Gynecologists, pages 147-148, October 2002
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Vaginal Birth After Cesarean Delivery Guidelines
Despite extensive data regarding the risks and success rates of vaginal birth after 

cesarean delivery (VBAC), there is relatively little information regarding how labor 

should be conducted:

• External cephalic version for breech presentation may be as successful for 

VBAC candidates as for women who have not undergone previous 

cesarean delivery.

• The use of prostaglandins for cervical ripening or labor induction in 

VBAC candidates is discouraged. If induction of labor is necessary for a 

clear and compelling clinical induction, the potential increased risk of 

uterine rupture with the use of prostaglandins should be discussed with 

the patient and documented in the medical record.

• Oxytocin may be used for both labor induction and augmentation with 

close patient monitoring in VBAC candidates.

• Once labor has begun, the patient should be evaluated promptly. Most 

authorities recommend continuos electronic monitoring of both fetal heart 

rate and uterine contractions. The most common sign of uterine rupture is 

a nonreassuring fetal heart rate pattern with variable decelerations that 

may evolve into late decelerations, bradycardia, and undetectable fetal 

heart rate. Personnel familiar with the potential complications of VBAC 

should be vigilant for nonreassuring fetal heart rate patterns and 

inadequate progress in labor. Because uterine rupture may be catastrophic 

and evolve rapidly, VBAC should be attempted in institutions equipped to 

respond to emergencies with physicians immediately available to provide 

emergency care.

• Epidural analgesia and anesthesia may safely be used during a trial of labor 

and planned VBAC. Assurance of adequate pain relief during labor may 

encourage more women to choose a trial of labor. Success rates for VBAC 

are similar in women who do and those who do not receive epidural 

analgesia, as well as in those women who receive other types of pain relief. 

Epidural analgesia rarely masks the signs or symptoms of uterine rupture. 

The anesthesia service should be notified whenever there is a patient 

attempting VBAC in active labor on the labor floor. 

Taken from guidelines for Perinatal Care, Fifth Edition, American Academy of Pediatrics and American 

College of Obstetricians and Gynecologists, pages 144-145, October 2002
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Complex Neonate Acuity of Service Matrix

Purpose: This matrix serves as a general template to align the level of services that 

are delivered to CFHP newborns with the level of service that is preauthorized. 

Medical Director’s discretion based on peer-to-peer discussions will be utilized on a 

case-by-case basis when the clinical status overlaps one or more cells in the matrix. 

This matrix has been approved by the CFHP Quality Improvement Committee as the 

standard criteria to be used for the determination of Revenue Codes/level of services 

for CFHP members.

Procedure: The authorizations will be driven by the revenue code when 

pre-authorizing inpatient stays. The level of care is a general description of the 

category of service that is provided and required. This description may vary between 

facilities and according to certain contractual mandates. Therefore, level of care will 

not be used as the “driver” for pre-authorization.

Revenue Code Associated Treatment/Clinical Status

Rev Code 174

UB 92 Level IV 

AAP Level 
IIIB and IIIC

• Ventilator Care or CPAP
• Current weight < 1300 grams, appropriate for gestational age
• Infants with life threatening condition requiring intensive 1:1 nursing care and/or medications 

to maintain stable vital signs and oxygenation
• Infant on dialysis
• Major surgery performed (e.g. omphalocele repair, tracheal-esophageal fistula or esophageal 

atresia repair, bowel resection, myelomeningocele closure) within the past 48 hours
• Nitric Oxide Therapy
• Organ transplant
• ECMO
• Seizures requiring IV anticonvulsive medications

Rev Code 173

UB 92 Level III 

AAP Level 
IIIA or IIB

• Continuous oxygen therapy, < 30 days duration, inclusive of HFNC
• TPN/Intralipids via central line
• IV antibiotics – acute phase of infectious disease, including pending cultures AND 

symptomatic or positive cultures
• Infants of Diabetic Mothers with abnormal blood glucose levels lasting more than 12 hours
• Unstable apnea/bradycardia requiring tactile stimulation or blow-by oxygen
• Blood products / volume expanders
• Neurologic assessment > 6 times in 24 hours
• Continuous NG or OG tube feeding
• Completing < 49% of all feedings PO
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Revenue Code Associated Treatment/Clinical Status

Rev Code 172 

UB 92 Level IIA 

AAP Level IIA

• Continuous oxygen therapy, > 30 days duration
• Environmental control (Isolette, radiant warmer) < 35 weeks corrected gestational age
• Phototherapy for infants who meet criteria for higher risk as defined by AAP Clinical Practice 

Guideline for Management of Hyperbilirubinemia
• IV antibiotics without other problems, including pending cultures and asymptomatic
• Low birth weight infants (BW > 1500 grams or < 2500 grams) who are not ill but require 

frequent feeding
• TPN/IL via peripheral line in conjunction with OG, PO, G-tube or J-tube feeds
• Neonatal drug withdrawal management with pharmaceutical intervention and NAS/Finn 

scores with 3 consecutive scores averaging 8 daily
• Other abnormal metabolic status requiring short term IV therapy or early feeds < 12 

hours duration
• Stable neonatal apnea, bradycardia or desaturations - self-resolved, no supplemental 

oxygen required
• Stable neonatal tachycardia
• Intracranial reservoir taps in an infant who is otherwise medically stable – feeding, growing, 

awaiting shunt placement
• Apnea watch, 5-7 days duration, inclusive of isolated unstable CR events that do not require 

re-initiation of caffeine or continuous oxygen therapy
• Completing > 50% of all feeds PO

Rev Code 171 

UB 92 Level I 

AAP Level I

• Normal Newborn Care, birth weight > 2000 grams, gestational age > 35 weeks
• Environmental control (Isolette) >35 weeks corrected gestational age
• Neonatal drug withdrawal management:

o Initial observation of ISAM infant before initiation of pharmaceutical intervention (treatment 
should begin after 3 consecutive NAS/Finn scores averaging 8 or 2 consecutive NAS/Finn 
scores averaging 11)
o Continued from Rev Code 172 and NAS/Finn scores averaging <8, with or without 
pharmaceutical intervention

• Weight loss > 8% of birthweight, no other clinical conditions present
• Negative 48 hour blood cultures, asymptomatic, IV antibiotic(s) being continued due to 

pertinent maternal history only
• Transitional Care x 4 hours - uncomplicated

Rev Code 170 Boarder Baby: Infant with continued stay for maternal reasons or for social/legal reasons
Or
Stable infant >35 weeks gestation rooming in with Mom

References: Guidelines for Perinatal Care, Fifth Edition
   2007 Interqual Clinical Criteria
   2006 ICD-9-CM
Approved by the Quality Improvement Committee July 10, 2007
Effective for Dates of Service on and after September 1, 2007
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CFHP OB/GYN Specialty Medical Record Audit Tool
Physician: ______________________   Nurse Reviewer: __________________________ 

Date of Review: ___________________

A. Documentation ______

B. Continuity of Care _____

C. Preventive Health _____

Plan
Age:
Sex:

1 2 3 4 5 6 7 8 9 10 Y N Y 
+ 
N

S
C
O
R
E

   Y   
Y+N x100 

= %
compliance

A. DOCUMENTATION

1. Patient identification on each page

2. Personal/Biographical information

3. Allergies prominently noted

4. Chronic Problem List maintained

5. Chronic Medication List maintained

6. Entries legible

7.  All entries contain author identification

8. All entries are dated

9. Advance Directives (Medicaid 18 & older)

B. CONTINUITY OF CARE

10. Past medical history 
      (pts. w/3 or more visits) 

11.  Tobacco, alcohol, & other substance use 
assessed (12 & older)

12.  Chief complaint noted

13.  History & exam pertinent to complaint

14.  Working diagnosis consistent with findings

15.  Basic teaching provided (Medicaid)

16. Appropriate use of consults

17.  Appropriate plan of treatment

18. Appropriate studies ordered

19.  Unresolved problems addressed

20. Evidence of physician review on studies
21.  Results of consultations are 

reviewed & filled
22. Date of next visit/instructions for follow-up

23.  ER and Hospital reports/records (Medicaid)

24. Behavior health screening (Medicaid)

25.  Patient is not placed at inappropriate risk  

26.  Evaluation for abuse/neglect (Medicaid)

VALIDATIONS -    for compliance (not scored)

27.  Diagnosis Validation

28.  Claims Validation
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CFHP OB/GYN Specialty Medical Record Audit Tool
Physician: ______________________   Nurse Reviewer: __________________________ 

Date of Review: ___________________

PREVENTIVE CARE

Plan
Age:
Sex:

1 2 3 4 5 6 7 8 9 10 Y N Y 
+ 
N

S
C
O
R
E

   Y   
Y+N x100 

= %
compliance

PRENATAL CARE

1. Complete history documented

2. Complete physical exam documented

INITIAL LAB WORK

3. Hematocrit or hemoglobin

4. Urinalysis

5. ABO/Rh typing & antibody screening

6. Rubella screening

7.  VDRL, Gonorrhea & Chlamydia testing

8. Pap Smear (as needed)

9. Hepatitis B Surface Antigen

10. HIV screening 

FOLLOW-UP OB VISITS

11.  Vital signs & weight

12.  Urine check for protein and glucose

13.  Fundal height measurement

14. Edema check

15.  Signs & symptoms of preterm labor noted

16. Fetal heart tones noted

17. Fetal movement noted

18. Assessed for leakage of fluids

19. Assessed for vaginal bleeding

FOLLOW-UP LABS

20. Triple screen (15-20 weeks)

21. Glucose challenge/H&H/Ab screen 
      (24-28 weeks)

24. Group B Strep/ H&H/ VDRL (35-37weeks)

POST PARTUM CARE

27. Interim history & physical exam

28. Evaluation of weight

29. Vital signs  

30. Pap Smear (as needed)

31. Family planning/contraceptive practices

32. Education provided on STD prevention

33. Assessment for postpartum depression
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1 2 3 4 5 6 7 8 9 10 Y N Y 
+ 
N

S
C
O
R
E

   Y   
Y+N x100 

= %
compliance

GYN Preventive Care

34. Pelvic & Pap Smear

35. Clinical Breast exam (CBE)

36. Mammogram

37. Rubella Antibody Titer (High risk)

38. Family planning/Contraceptive Practices

39. Education provided on STD prevention

CFHP OB/GYN Specialty Medical Record Audit Tool 
(continued)

x = patient qualifies for screening but time frame has not yet expired
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Respiratory Syncytial Virus (RSV) 
Prophylaxis Guidelines

Respiratory syncytial virus (RSV) is a virus that causes serious respiratory illness in 

preterm infants, especially those who develop perinatal respiratory problems. RSV 

prophylaxis drugs palivizumab (immune globulin intramuscular) (RSV-IgIM)) and 

(immune globulin intravenous (RSV-IGIV) are covered benefits which require 

authorization for Community First eligible children including members enrolled in 

HMO, Medicaid and CHIP plans. The immunity imparted by these immune 

globulins is effective for approximately 28 days. 

Palivizumab RSV immune globulin for intramuscular use (RSV-IgM or Synagis) 

and RSV immune globulin for intravenous use (RSV-IGIV or Respigam) are 

appropriate for at-risk children age 0 through 34 months of age according to the AAP 

guidelines below. 

The dose of palivizumab is 15 mg/kg and is supplied in 50 or 100 mg vials and is 

administered intramuscularly. RSV-IGIV is administered intravenously at a dosage of 

750 mg/kg (15mL/Kg). RSV prophylaxis should be given monthly starting at the 

beginning of the RSV season and stopping at the end of the season (October through 

April in Texas). Once a child qualifies for initiation of prophylaxis at the start of the 

RSV season, administration should continue throughout the season regardless of the 

point where a child reaches 6 or 12 months of age. Hospitalized infants determined to 

be at risk of severe RSV disease should receive RSV-IGIV or palivizumab 48 to 72 

hours before discharge home from the hospital during the RSV season and then every 

28-30 days until the end of the season.

American Academy of Pediatrics Guidelines: Infants with 
Chronic Lung Disease (CLD) or Congenital Heart Disease (CHD)

• Infants younger than 2 years of age with CLD who have required medical 

therapy (such as oxygen, bronchodilator, diuretic or corticosteroid therapy) 

for their CLD within 6 months before the anticipated RSV season

• Infants with CHD that is “hemodynamically significant” – on cardiac 

medication or oxygen, being treated by a pediatric cardiologist or has 

cardiac surgery planned this year (only Palivizumab (Synagis) is 

appropriate for these conditions)
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Premature Infants without CLD

• Premature < 28 weeks if born < 12 months before the start of the 

RSV season

• Premature 29-32 weeks if born < 6 months before the start of the 

RSV season

• Premature 32-35 weeks if born < 6 months before the start of the 

RSV season and other risk factors are present

• Other underlying conditions that predispose to respiratory 

complications such as neurologic disease in very low 

birthweight infants

• Young siblings

• Attends child care center

• Exposed to tobacco smoke in the home or other environmental 

air pollutants

• Distant from hospital care for severe respiratory illness

• Anticipated cardiac surgery

• Multiple births

NOTE:  Palivizumab does not interfere with routine childhood vaccine administration. See AAP 

guidelines for specific exceptions to vaccine administration when RSV-IGIV is used.
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Asthma Disease Management 

AsthmaMatters is an initiative developed by Community First Health Plans to 

improve the health, well-being and productivity of our members with asthma. Through 

ongoing review and oversight of this comprehensive disease management program, 

Community First works to provide quality health promotion and education services, in 

collaboration with our members, providers and community organizations. A key element 

of the program is to promote the development of a strong collaborative relationship 

between our members and their primary care providers and the use of nationally 

accepted care standards for asthma, to help members achieve long term control of their 

disease, which will result in the appropriate utilization of health care services.

The AsthmaMatters program targets members identified to have asthma, via 

pharmacy management records, claim and encounter utilization data, and information 

received via the completion of member health surveys.  

Routinely, utilization patterns are assessed and targeted intervention is implemented 

to coordinate health care delivery and measures to improve members’ clinical, 

humanistic and economic status. Clinical outcomes may include a decrease in the use 

of beta-agonists, an increase in use of asthma controlling medications and an increase 

in the number of outpatient visits. Humanistic outcomes may include an 

improvement in quality of life factors (increased productivity and activity without 

asthma episodes, decreased absences from work or school, sleeping through the night 

without asthma episodes), increased knowledge about the disease, and overall asthma 

control with a decrease in acute asthma episodes. Economic outcome measures include 

decreased hospital admissions and emergency room events and/or unscheduled visits.  

Upon identification of prospective members, steps are taken to assess asthma 

severity levels and implement appropriate education and outreach services for each 

member. Prospective AsthmaMatters members are sent an asthma health risk appraisal 

form. Key areas assessed include current symptoms, treatment protocols and 

perception of quality of life. Upon receipt of the survey, members are stratified into 

one of three risk categories: minimal, mild to moderate, and higher risk. For each risk 

category, health promotion outreach activities include: 
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Minimal Risk  Send education literature quarterly

Mild to Moderate Risk Send education literature quarterly

   Provide peak flow meter and OptiChamber kit

   Follow-up call / Recommend asthma class 

Higher Risk  Send education literature quarterly
   Refer to Case Management for further evaluation

   Possible health assessment and education  

Asthma education is coordinated with existing community education programs, to 

promote utilization of services currently available. Members who are categorized in the 

mild to moderate risk category are mailed a roster of up-to-date classes available in the 

community. Follow-up calls are conducted for members who continue to accrue 

inappropriate utilization of the emergency room and/or hospitalization, to assess for 

possible barriers to care and compliance.  

Members who require intensive assessment and education are referred to asthma 

disease management education. Education is provided on an individualized basis, over 

several visits, to promote member control and knowledge about their disease. The 

home environment is assessed and recommendations are given to decrease the risk of 

an acute asthma episode.     

Our goal is to provide programs, which encourage our members to actively 

participate in their asthma management, in collaboration with their physician. As part 

of the initiative, the primary care physician receives a copy of the members’ health 

assessment tool, with a summary of the assigned risk status and educational outreach 

Community First has initiated for each member. Information regarding home 

assessment and education is also sent to the primary care provider, for inclusion in the 

medical record. Provider’s whose patients are stratified as high-risk through utilization 

data, receive utilization and pharmacy profiles for inclusion in member’s 

medical record.
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According to prevalence studies conducted across the nation, diabetes affects over 

16 million Americans and is the seventh leading cause of death in the United States.  

Most of the morbidity and mortality of diabetes is due to complications associated 

with the disease. Despite the existence of significant advancements in the treatment of 

diabetes, studies reveal that many secondary preventive care measures and tests are not 

applied in the outpatient setting.  

CFHP developed a diabetes disease management program, Diabetes In Control, 

which is accessible to our entire membership, to promote a collaborative approach to 

diabetes self management. The goals of the program include identification of members 

with diabetes, increase awareness and understanding of diabetes, increase risk 

reduction behaviors, improve access to quality diabetes education and health care 

services, and to promote diabetes standards of care, in coordination with the Texas 

Diabetes Council’s Minimum Standards for Diabetes Care in Texas.  

Members are identified via pharmacy management records, claims and encounter 

utilization data with a primary diagnosis of the disease state being managed, diabetes 

250xx, physician referral, case management/utilization management/preventive health/

member services, referrals and information gathered through self-reported member 

disclosure via health assessments. Case Managers screen members for possible referrals 

to the current Diabetes In Control programs by reviewing claims histories.  

Members enrolled in the Diabetes in Control program, receive ongoing information 

on: controlling blood sugar; tips for talking to the doctor; routine diabetes screening 

tests; the member’s role in preventing complications; blood sugar testing and supplies; 

and self-management during an illness. Members are eligible to attend community-

based diabetes education classes. Higher risk members are referred to one-on-one 

intensive education, which provides education on the importance of regular checkups; 

checking blood sugars at home; exercising regularly; following a meal plan; taking 

necessary medication; maintaining recommended weight; taking care of skin and feet; 

and management of their diabetes in conjunction with other current acute or chronic 

conditions. Because depression is a well-documented component of this chronic 

condition, potential behavioral health needs are taken into consideration and 

incorporated into the plan of care.  

Clinical, humanistic, and financial outcomes are tracked, reported and evaluated on 

a regular basis, with a formal evaluation completed annually.
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Prenatal Assessment and Education Program

According to the March of Dimes, in 2003 more than 323,000 babies (7.9%) are 

low birth weight (defined as less than 2500 grams or 5.5 pounds), while 59,000 

(1.4%) are very low birth weight (defined as less than 1500 grams or 3.3 pounds).  

More than 12% are preterm births or 1 in every 8 births.   

The percentage of women seeking and obtaining prenatal care during the first 

trimester has increased over the years. Many high-risk women, however, continue to 

experience difficulty in accessing early prenatal care. The San Antonio Metropolitan 

Health District, reports that in 2003, 14% of pregnant women in Bexar County received 

late or no prenatal care. This is of particular concern for the pregnant teen, as 6% of all 

live births in Bexar County in 2003 were to young women under the age of 20. 

Access to early prenatal care is a hallmark of quality health care. Community First 

Health Services Staff outreach to 100% of newly enrolled members. Successful contact has 

increased from 35% in August 2000 to 75% in August 2002. Barriers to contact across the 

state include inaccurate telephone numbers and addresses. Community First remains 

committed to continual improvement in outreach efforts to the prenatal population.

The Health Services Staff collaborate with health plan providers to offer 

comprehensive perinatal services, as we believe education is an important factor in 

changing behaviors and improving the overall health of our members. Outreach to 

pregnant members includes:

• completion of a prenatal health risk assessment;

• referral to educational or community resources, as needed;

• education regarding the importance of early prenatal care;

• assignment of a pediatrician prior to birth and newborn check-ups; and

• education regarding the importance of the 6 week postpartum visit.

Community First Health Plans is committed to addressing these issues at large, 

through our Healthy Expectations prenatal program, because of the opportunity for a 

“win-win” situation. Health outcomes can be improved, at the same time that the high 

costs of perinatal care can be reduced. The Healthy Expectations program utilizes two 

phases to outreach and educate prenatal members.
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An assessment program for identified pregnant women provides an opportunity to 

identify risk factors. Social and behavioral health education and referral are typical 

outcome strategies at the initial assessment phase. When completed, the risk tool 

allows clinical staff time to outreach to those at increased risk for complications.  

Those at lower risk are sent educational materials by mail and encouraged to attend 

community sponsored prenatal education classes. Pregnant members are routinely 

reassessed at 20-24 weeks gestation, to evaluate for changes in prenatal health.  

A high-risk component to the prenatal program allows clinical staff an avenue for 

conducting ongoing education and outreach to women at a higher risk for adverse 

pregnancy outcomes. This component of the program was initiated in November 

1999, and is intended to provide education and assistance to our members who are at 

risk for experiencing pregnancy complications, especially premature labor. Registered 

nurses, who have specialized and have clinical experience in obstetric care nursing, 

provide education and assistance in coordination of necessary services. 

The phases of the Healthy Expectations prenatal program provide numerous 

opportunities to assess member health, pregnancy status, to promote compliance with 

appropriate perinatal guidelines, and provide member education. Programs such as our 

Healthy Expectations have been recognized by the American Association of Health 

Plans as best practices in case management for prenatal care. Academic research and 

experience by other health plans have demonstrated a decrease in the costs of newborn 

care, mostly due to the prevention of premature births.

Prenatal Assessment and Education Program 
(continued)
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