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Introduction
Providing sufficient and appropriate prenatal care will directly affect the well‐being
and safety of a woman’s pregnancy and her future baby. Women who seek early and
consistent prenatal care are projected to have healthier infants. AlohaCare has developed
guidelines for Routine Prenatal and Postpartum Care based on Guidelines for Perinatal Care,
7th ed. by the American Academy of Pediatrics (AAP) and the American College of
Obstetricians and Gynecologists (ACOG), along with the assistance of our AlohaCare
obstetrical providers. In order to develop appropriate care plans, prenatal care includes a
process of ongoing risk identification and assessment. Please be aware that these are
minimum requirements. Although care should be individualized based upon the patient’s
needs, all visits should accomplish the following activities by our health care providers:
‐
‐
‐
‐
‐

Overall wellness assessment of the woman and her pregnancy
Completion of the recommended health screening and review of results
Detection of medical and psychosocial complications and indicated interventions
Continuous, timely, and relevant prenatal education
Providing support to the woman and her specific needs

First Trimester Recommendations
First Visit: 6‐12 weeks of gestation

Upon the first visit, a thorough risk assessment and patient education are
emphasized upon the initial obstetric database. The recommended format design should be
capable of recording a large amount of information in a longitudinal mode.

1|Page

Clinical Guidelines

Initial Screening
PATIENT HISTORY
Menstrual
history Past
pregnancies
Allergies
Current medications
Medical history
(including past
and/or current organ
diseases, surgeries,
disorders, syndromes,
tobacco use, alcohol
use) Infection history
(exposure to TB, STIs)
Immunization
history
LABS/DIAGNOSTICS
Blood type D (Rh) type Antibody
screening CBC, VDRL/RPR Urine
culture, HBs Ag HIV testing

Physical exam:
Weight, height,
BMI, BP

TESTS Genetic screening/
Teratology counseling
(Including patient, baby’s
father, or any family
members), Initial EDD, Fetal
Heart Tones

Psychosocial Risk
Screening/Counseling
Desire for Pregnancy
Substance Use &
Abuse
Clinical Depression

PATIENT EDUCATION
Risk factors
Anticipated course of prenatal
care
Nutrition counseling Weight gain
counseling Toxoplasmosis
precautions Sexual activity
Exercise Dental care
Environmental hazards
Avoidance of saunas/hot tubs
Teratogens
Travel
Tobacco cessation, Alcohol,
recreational drugs Breastfeeding
Screening for aneuploidy
Medication/supplement use
Indications for ultrasonography
Partner violence
Seat belt use
Childbirth classes

This screening is applicable to patients who have their first visit within 6‐12 weeks of
gestation. Changes will apply if the patient’s initial visit is any time after first trimester.


Influenza vaccination is considered safe at any stage of pregnancy, and should be
administered to all pregnant women during the influenza season.



If indicated, vaccinations with inactivated virus, bacterial vaccines or toxoids should
be administered (Tdap, hepatitis A, hepatitis B, and pneumococcal)



It is critical for early patient education to include the scope of care, expected course
of pregnancy, indications of laboratory results. Specialized counseling on topics such
as nutrition, exercise, nausea and vomiting, vitamin and mineral supplementation
should also be discussed. Special attention should be given to low‐income patients
who are financially unable to meet nutritional needs, and should be referred to
federal nutrition programs.
 Patients seen early in pregnancy can be offered first‐trimester aneuploidy screening
or integrated aneuploidy screening, which combines first and second trimester
screening.
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Second Trimester Recommendations
13 – 28 weeks of gestation

Typically for an uncomplicated first pregnancy, a woman should be examined every
4 weeks for the first 28 weeks of gestation. However, frequency and regularity of visits
should be individualized based upon the patient’s needs and assessment of risks. Standard
visits should always include evaluation of women’s BP, weight, uterine size for progression
and consistency with the EDD, and the presence of fetal heart activity at appropriate
gestational ages.
2nd Trimester Screening
Patient Education

Standard Screen

Weight
BMI
Gestational Age
Fundal Height
Presentation
FHR
Fetal movement
Presence/absence preterm labor
Cervix exam
BP
Urine (albumin/glucose)
EDEMA
Pain

Signs and symptoms of preterm labor
Abnormal lab values
Selecting a newborn care provider
Tobacco/smoking cessation
Depression screening
Intimate partner violence
Postpartum planning
Quickening

Standard Ultrasonography
Fetal presentation evaluation
Amniotic fluid volume,
Cardiac activity
Placental position
Fetal biometry
Fetal number and anatomic
survey

Lab tests
CBC
D (Rh) antibody (if
indicated)
Antibody
screening
Diabetes
GTT (if abnormal)
Anti‐D immune
globulin (RhG0
given 28 weeks or
greater when
indicated)
EDD update

Optimal period for a patient’s first ultrasonography is at 18‐20 weeks of gestation, and
should only be performed by technologists or physicians specifically trained to perform the
examination.
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Amniocentesis can be offered at 15‐20 weeks of gestation, and is the most
commonly used technique for obtaining fetal cells for genetic studies.
An accurate EDD from proper evaluation is critical. Once consistency is found
between the last menstrual period and ultrasound or early ultrasonography, the
final EDD should not be altered.
All pregnant women should be tested for gestational diabetes mellitus (GDM)
usually at 24‐28 weeks of gestation.

29‐40 weeks of gestation
Women over 28 weeks of gestation should be seen every two weeks until they reach 36
weeks of gestation, in which she will be seen once a week until birth.

3RD Trimester Screening

Standard Ultrasonography
Fetal presentation evaluation
Amniotic fluid volume,
Cardiac activity
Placental position
Fetal biometry
Fetal number and anatomic survey

LABS /TESTS
* At 35‐37 WEEKS*

Group Strep Resistance
testing if penicillin
allergic

Patient Education
Standard Screen
Weight
BMI Gestational
age
Fundal Height
Presentation
FHR
Fetal movement
Presence/absence
preterm labor
Cervix exam
BP
Urine
(Albumin/glucose)
EDEMA
Pain
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LABS /TESTS
* At 32‐36 WEEKS*
CBC
If indicated:
Ultrasonography, HIV
VDRL
Gonorrhea, Chlamydia,
Depression
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Anesthesia plans
Labor signs
Trial of labor after cesarean
counseling
Signs and symptoms of
Preeclampsia Postterm
counseling
Circumcision
Breastfeeding
Postpartum depression
Tobacco/smoking
cessation: ask, advise,
assess, assist, and arrange
Intimate partner violence
Newborn education
Family medical leave or
disability forms








Typically with an uncomplicated pregnancy, women can work until the onset of labor, based
on the nature of their occupation.
A newborn care provider should be determined by the patient in the third trimester. Studies
have shown that childbirth education programs benefit patient experiences in labor and
delivery; therefore, patients should be referred to appropriate educational classes/literature.
At 35‐37 weeks of gestation, the CDC recommends screening for group B streptococcal
disease, including patients with planned cesarean deliveries to determine those who
will need intrapartum antibiotic prophylaxis (CDC, 2016).
By 36 weeks of gestation, the preregistration for labor and delivery at the hospital should be
confirmed and a copy of the prenatal medical record, including the patient’s antepartum
course.

If the patient did not have a cesarean section or did not have any complications during
pregnancy, she should schedule a postpartum examination approximately 4‐6 weeks after delivery.
This is an appropriate time to review adult immunizations, such as DTap, rubella, and varicella
vaccinations for women who are susceptible and did not receive the vaccine immediately postpartum.

Postpartum Screening

Physical Exam
BP
Weight
BMI
Breasts
Abdomen
External genitalia
Vagina Cervix
Uterus Adnexa
Rectal‐Vagina;
Pap‐test
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Standard Screen
Feeding Method
Contraception Method
Postpartum Depression
Intimate Partner Violence
Infant Health
Allergies
Immunization Update
Medications
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Follow UP LABS
Postpartum
HCB/HCT
Postpartum
Glucose
(If pt. had GDM)





Women with GDM should be screened at 6‐12 weeks postpartum.
Women with tobacco, alcohol, or any substance abuse disorder should receive supportive
guidance regarding prevention of relapse.
Technically women can return to work 4‐6 weeks after delivery; however, consideration
should be given to mother‐infant bonding.
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