TEXAS DEPARTMENT OF STATE HEALTH SERVICES

QUALITY MANAGEMENT 

TITLE V PRENATAL MEDICAL 
CLINICAL RECORD REVIEW TOOL  

Agency/Site: ______________________________________________________________________
  KEY:
+ Meets Requirements










 - Does Not Meet Requirements

Evaluator: _________________________________________
Date: ___________________________


      N/A = Not Applicable









      N/R = Not Required

For each review item, place the appropriate response from the key into each space. 
	RECORD #
	1


	2


	3


	4


	5


	6


	7


	8


	9


	10



	Initials
	
	
	
	
	
	
	
	
	
	

	Date of Service 
	
	
	
	
	
	
	
	
	
	

	Date of Birth
	
	
	
	
	
	
	
	
	
	

	Patient’s Age
	
	
	
	
	
	
	
	
	
	

	1. Consent forms are completed and signed. 

NOTE: General consent findings are noted on the Core Tool.
	
	
	
	
	
	
	
	
	
	

	2. Reason for visit.
	
	
	
	
	
	
	
	
	
	

	3. Comprehensive Health History 
Initial Prenatal Visit is documented including: 
	
	
	
	
	
	
	
	
	
	

	· Current health status, including symptoms of pregnancy, acute and chronic medical conditions
	
	
	
	
	
	
	
	
	
	

	· Significant past illness, including hospitalizations
	
	
	
	
	
	
	
	
	
	

	· Previous surgery and biopsies
	
	
	
	
	
	
	
	
	
	

	· Blood transfusions and other exposure to blood products
	
	
	
	
	
	
	
	
	
	

	· Current medications, including OTCs and CAMs 
	
	
	
	
	
	
	
	
	
	

	· Allergies
	
	
	
	
	
	
	
	
	
	

	· Immunization status, including Rubella status
	
	
	
	
	
	
	
	
	
	

	· Nutrition history
	
	
	
	
	
	
	
	
	
	

	· Mental health status/assessment 
	
	
	
	
	
	
	
	
	
	

	· Pertinent immediate family history, including genetic conditions
	
	
	
	
	
	
	
	
	
	

	· Exposure/use of tobacco/alcohol, and illicit drugs including type, duration, frequency and route
	
	
	
	
	
	
	
	
	
	

	· Exposure to occupational hazards or environmental toxin exposure
	
	
	
	
	
	
	
	
	
	

	· Review of systems
	
	
	
	
	
	
	
	
	
	

	· Assessment for family violence
	
	
	
	
	
	
	
	
	
	

	· Assessment for human trafficking
	
	
	
	
	
	
	
	
	
	

	· Reproductive health history when appropriate must include:
	
	
	
	
	
	
	
	
	
	

	· Menstrual history, including last normal
   menstrual period
	
	
	
	
	
	
	
	
	
	

	· Sexual behavior history, including family
   planning practices - 
· Contraceptive use-past and current
	
	
	
	
	
	
	
	
	
	

	· Number of partners
	
	
	
	
	
	
	
	
	
	

	· Gender of sexual partner
	
	
	
	
	
	
	
	
	
	

	· Sexual abuse
	
	
	
	
	
	
	
	
	
	

	· Gynecological and urologic conditions
	
	
	
	
	
	
	
	
	
	

	· Detailed obstetrical history
	
	
	
	
	
	
	
	
	
	

	· STDs and HIV risks and exposure
	
	
	
	
	
	
	
	
	
	

	· Cervical cancer screening history (date and results of last Pap test or other cervical cancer screening test, note of any abnormal results and treatment)
	
	
	
	
	
	
	
	
	
	

	Return Prenatal Visits

Interval history, including:
	
	
	
	
	
	
	
	
	
	

	· symptoms of infections
	
	
	
	
	
	
	
	
	
	

	· symptoms of preterm labor
	
	
	
	
	
	
	
	
	
	

	· headaches or visual changes
	
	
	
	
	
	
	
	
	
	

	· fetal movement (>18 weeks)
	
	
	
	
	
	
	
	
	
	

	· family violence screening (>28 weeks)
	
	
	
	
	
	
	
	
	
	

	· Intimate Partner Violence assessment at least once each trimester
	
	
	
	
	
	
	
	
	
	

	Postpartum Visits

Interval history including:
	
	
	
	
	
	
	
	
	
	

	· labor and delivery history, noting maternal and neonatal complications
	
	
	
	
	
	
	
	
	
	

	· infant bonding
	
	
	
	
	
	
	
	
	
	

	· breast feeding/infant feeding issues
	
	
	
	
	
	
	
	
	
	

	· symptoms of infections
	
	
	
	
	
	
	
	
	
	

	· symptoms of excessive/abnormal vaginal bleeding
	
	
	
	
	
	
	
	
	
	

	· assessment for postpartum depression
	
	
	
	
	
	
	
	
	
	

	· Intimate Partner Violence assessment
	
	
	
	
	
	
	
	
	
	

	· Family planning/contraception (current method and/or future plans)
	
	
	
	
	
	
	
	
	
	

	4. Physical Assessment

Initial and routine prenatal visits include an appropriate physical exam according to the purpose of visit and week of gestation.  For any portion of the exam that is deferred, the reason(s) for deferral are documented in the patient’s record.
	
	
	
	
	
	
	
	
	
	

	Initial Prenatal Visit
	
	
	
	
	
	
	
	
	
	

	· Height measurement
	
	
	
	
	
	
	
	
	
	

	· Weight measurement, with documentation of pre-pregnancy weight and assessment for underweight, overweight and/obesity
	
	
	
	
	
	
	
	
	
	

	· Blood pressure evaluation
	
	
	
	
	
	
	
	
	
	

	· Cardiovascular assessment
	
	
	
	
	
	
	
	
	
	

	· Clinical breast exam
	
	
	
	
	
	
	
	
	
	

	· Visual inspection of external genitalia and rectum
	
	
	
	
	
	
	
	
	
	

	· Pelvic exam, including estimate of uterine size (by bimanual exam for gestational age less than or equal to 14 weeks or by fundal height for gestational age equal to or more than 14 weeks)
	
	
	
	
	
	
	
	
	
	

	· Fetal heart rate for gestational age > 12 weeks
	
	
	
	
	
	
	
	
	
	

	· Other systems as indicated by history and health risk assessment (e.g., evaluation of thyroid, lungs, and abdomen).
	
	
	
	
	
	
	
	
	
	

	Return Prenatal Visits
	
	
	
	
	
	
	
	
	
	

	· Weight measurement
	
	
	
	
	
	
	
	
	
	

	· Blood pressure evaluation
	
	
	
	
	
	
	
	
	
	

	· Uterine size/fundal height
	
	
	
	
	
	
	
	
	
	

	· Fetal heart rate (> 12 weeks)
	
	
	
	
	
	
	
	
	
	

	· Fetal lie/position (> 30 weeks)
	
	
	
	
	
	
	
	
	
	

	· Other systems as indicated by history or other findings
	
	
	
	
	
	
	
	
	
	

	Postpartum Visits
	
	
	
	
	
	
	
	
	
	

	· Weight
	
	
	
	
	
	
	
	
	
	

	· Blood pressure evaluation
	
	
	
	
	
	
	
	
	
	

	· Breast/axillae
	
	
	
	
	
	
	
	
	
	

	· Abdomen
	
	
	
	
	
	
	
	
	
	

	· Pelvic exam, including uterine size
	
	
	
	
	
	
	
	
	
	

	· Systems as indicated by history/risk profile/other findings
	
	
	
	
	
	
	
	
	
	

	5. Initial Prenatal Visit Laboratory and Diagnostic Tests
	
	
	
	
	
	
	
	
	
	

	· Blood type, Rh and antibody screen
	
	
	
	
	
	
	
	
	
	

	· Sexually transmitted infection testing as indicated by risk assessment, history, physical exam and:
	
	
	
	
	
	
	
	
	
	

	· Chlamydia
	
	
	
	
	
	
	
	
	
	

	· Gonorrhea when indicated
	
	
	
	
	
	
	
	
	
	

	· Hepatitis B Antigen (HbsAg)
	
	
	
	
	
	
	
	
	
	

	· HIV, unless declined by patient
	
	
	
	
	
	
	
	
	
	

	· Syphilis serology
	
	
	
	
	
	
	
	
	
	

	· Hemoglobin and/or hematocrit
	
	
	
	
	
	
	
	
	
	

	· Rubella serology, or immunization documented in chart
	
	
	
	
	
	
	
	
	
	

	· Cervical cancer screening should begin at age 21 years
	
	
	
	
	
	
	
	
	
	

	· Hemoglobinopathy screening, as indicated
	
	
	
	
	
	
	
	
	
	

	· Urine screen or culture
	
	
	
	
	
	
	
	
	
	

	· TB skin test as indicated by risk assessment, history, or physical exam
	
	
	
	
	
	
	
	
	
	

	· Ultrasound, only as clinically indicated
	
	
	
	
	
	
	
	
	
	

	· Other laboratory and diagnostic as indicated by risk assessment, history and physical exam
	
	
	
	
	
	
	
	
	
	

	Return Prenatal Visits Laboratory and Diagnostic Tests
	
	
	
	
	
	
	
	
	
	

	· Quadruple testing for antenatal screening offered to patients presenting between 15 – 20 weeks
	
	
	
	
	
	
	
	
	
	

	· Alpha-Fetoprotein Test (AFP)
	
	
	
	
	
	
	
	
	
	

	· Human Chorionic Gonadotropin (hCG)
	
	
	
	
	
	
	
	
	
	

	· Estriol (uE3)
	
	
	
	
	
	
	
	
	
	

	· Inhibin-A
	
	
	
	
	
	
	
	
	
	

	· Prenatal fetal screening/diagnosis is discussed and offered to all pregnant patients onsite or by referral
	
	
	
	
	
	
	
	
	
	

	· Diabetes screen (24 – 28 weeks)
	
	
	
	
	
	
	
	
	
	

	· Glucose Tolerance test (GTT) for abnormal diabetic screen
	
	
	
	
	
	
	
	
	
	

	· Antibody screen for RH negative patients, not previously known to be sensitized, between 24 – 28 weeks (to assess need for Anti-D immune globulin to be given at ~ 28 weeks)
	
	
	
	
	
	
	
	
	
	

	· Hemoglobin and/or hematocrit (recommended recheck between 32 – 36 weeks)
	
	
	
	
	
	
	
	
	
	

	· Group B Streptococcus screen, between 35 – 37 weeks if using “screened base approach
	
	
	
	
	
	
	
	
	
	

	· Women at high risk for HIV, tested again in their

third trimester.
	
	
	
	
	
	
	
	
	
	

	· Ultrasound, only as clinically indicated
	
	
	
	
	
	
	
	
	
	

	· Non-Stress Test (NST) to assess fetal well-being, as clinically indicated
	
	
	
	
	
	
	
	
	
	

	· Biophysical Profile (BPP)/Fetal Biophysical Profile (FBPP) to assess fetal well-being, as clinically indicated
	
	
	
	
	
	
	
	
	
	

	Postpartum Visits Laboratory and Diagnostic Tests
	
	
	
	
	
	
	
	
	
	

	· Lab as indicated by history, risk assessment and physical exam
	
	
	
	
	
	
	
	
	
	

	· Hemoglobin and/or hematocrit (if indicated)
	
	
	
	
	
	
	
	
	
	

	· Rubella serology or immunization if not previously documented in the patient health record
	
	
	
	
	
	
	
	
	
	

	Diagnostic Tests and Intervention 
	
	
	
	
	
	
	
	
	
	

	· Ultrasounds
	
	
	
	
	
	
	
	
	
	

	· Repeat D-antibody Test
	
	
	
	
	
	
	
	
	
	

	6. Patient education and counseling
	
	
	
	
	
	
	
	
	
	

	· Nutrition and weight gain counseling
	
	
	
	
	
	
	
	
	
	

	· Intimate Partner Violence/abuse
	
	
	
	
	
	
	
	
	
	

	· Human Trafficking
	
	
	
	
	
	
	
	
	
	

	· Physical activity and exercise
	
	
	
	
	
	
	
	
	
	

	· Sexual activity
	
	
	
	
	
	
	
	
	
	

	· Environmental or work hazards
	
	
	
	
	
	
	
	
	
	

	· Travel
	
	
	
	
	
	
	
	
	
	

	· Tobacco cessation
	
	
	
	
	
	
	
	
	
	

	· Alcohol use
	
	
	
	
	
	
	
	
	
	

	· Substance
	
	
	
	
	
	
	
	
	
	

	· Breastfeeding
	
	
	
	
	
	
	
	
	
	

	· When and where to obtain emergency care
	
	
	
	
	
	
	
	
	
	

	· Risk factors identified during visit
	
	
	
	
	
	
	
	
	
	

	· Anticipated course of prenatal care
	
	
	
	
	
	
	
	
	
	

	· HIV and other prenatal test
	
	
	
	
	
	
	
	
	
	

	· Injury prevention, including seat belt use
	
	
	
	
	
	
	
	
	
	

	· Cocooning infants/children against pertussis (immunization of family members and potential caregivers of infant)
	
	
	
	
	
	
	
	
	
	

	· Toxoplasmosis precautions
	
	
	
	
	
	
	
	
	
	

	· Referral to WIC
	
	
	
	
	
	
	
	
	
	

	· Use of medications (including prescription, over the counter (OTC), and complementary/alternative medicines (CAM)
	
	
	
	
	
	
	
	
	
	

	· Information on parenting and postpartum counseling
	
	
	
	
	
	
	
	
	
	

	· Other education and counseling as indicated by risk assessment, history and physical exam
	
	
	
	
	
	
	
	
	
	

	Patient education and counseling during the return prenatal visits:
	
	
	
	
	
	
	
	
	
	

	· Signs and symptoms of preterm labor beginning in 2nd trimester
	
	
	
	
	
	
	
	
	
	

	· Warning signs and symptoms of pregnancy induced hypertension (PIH)
	
	
	
	
	
	
	
	
	
	

	· Selecting provider for infant
	
	
	
	
	
	
	
	
	
	

	· Postpartum family planning
	
	
	
	
	
	
	
	
	
	

	· Tobacco Assessment and Quit Line Referral
	
	
	
	
	
	
	
	
	
	

	· Nutrition Counseling
	
	
	
	
	
	
	
	
	
	

	Patient education and counseling during postpartum visits should include but not be limited to:
	
	
	
	
	
	
	
	
	
	

	· Physiologic changes
	
	
	
	
	
	
	
	
	
	

	· Signs and symptoms of common complications
	
	
	
	
	
	
	
	
	
	

	· Care of the breast
	
	
	
	
	
	
	
	
	
	

	· Care of perineum and abdominal incision, if indicated
	
	
	
	
	
	
	
	
	
	

	· Physical activity and exercise
	
	
	
	
	
	
	
	
	
	

	· Breastfeeding/infant feeding
	
	
	
	
	
	
	
	
	
	

	· Resumption of sexual activity
	
	
	
	
	
	
	
	
	
	

	· Family planning/contraception
	
	
	
	
	
	
	
	
	
	

	· Preconception counseling
	
	
	
	
	
	
	
	
	
	

	· Depression/post-partum depression
	
	
	
	
	
	
	
	
	
	

	7.  Referrals are documented, as indicated.
	
	
	
	
	
	
	
	
	
	

	8.  Follow-up is documented, to include return visit date,     missed appointments, and referral outcome.
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