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Objectives:
1. Gain an understanding of the importance and necessity for
high quality prenatal care and pre pregnancy care.
2. Review infant mortality rates in Ohio and its relation to
prenatal care
3. Understand models of care for prenatal patients
4. Provided examples of systems, approaches and available
tools to improve entry and patient experience of prenatal
care in community health centers.

Infant Mortality:
Definition: The death of
any live born baby prior
to his/her first birthday.

“The most sensitive
index we possess of
social welfare . . . ”
Julia Lathrop, Children’s Bureau, 1913

Slide prepared by R. Fournier RN, BSN
State of Michigan FIMR Director

Definitions and Timeline of Infant Mortality:

Birth

1 Year

28 Days

Post-Neonatal
Death

Neonatal
Death

• Preterm births
• Congenital Anomalies
• About 2/3 of infant deaths

• Sudden Unexpected Infant Deaths
• About 1/3 of infant deaths

Infant Death
[2/3 of all Childhood deaths (deaths between birth and 18yo) occur during the first year of life: infant mortality]

“Infant mortality
is a community
mirror, reflecting
our collective
capacity to
promote and
protect the health
and well-being of
our very youngest
and most
vulnerable.”
(from City Lights, 9:2, p1)

Infant Mortality is:
Multi‐factorial. Rates reflect a society’s commitment to
the provision of:
1.
2.
3.
4.
5.

High quality health care
*Adequate food and good nutrition
*Safe and stable housing
*A healthy psychological and physical environment
*Sufficient income to prevent impoverishment

“As such, our ability to prevent infant deaths and to
address long‐standing disparities in infant mortality
rates between population groups is a barometer of our
society’s commitment to the health and well‐being of all
women, children and families.”
* = non-clinical measure

SACIM, 1/2013

Purpose of Prenatal Care (PNC):

1. Promote maternal and infant health
2. Reduce maternal mortality and morbidity and fetal loss
3. Reduce preterm births, intrauterine growth restriction,
congenital anomalies, and infant morbidity and mortality

Ohio Infant Mortality Data:
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10 States with the highest IMRs:
Total, White, Black, Hispanic
2016 IMRs
Total:
USA:
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7.39

Black:
4.8

AR
WV
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IN
TN
OK
KY

OH
ID

7.28
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6.4
6.37
6.35
6.1
5.97
5.8
5.69

States ranked amongst the worst in all 4 categories: OH, IN, AL, OK

Hispanic:
11.76
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Deaths: Final data for 2016, CDC, NCHS

Causes of Infant Deaths in Ohio 2016:
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Preterm Births–Less than 37 weeks gestation
Preterm Births (<37 completed weeks of
gestational age; percent)
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No or Late Prenatal Care (after first trimester)
Percent of births with late or no prenatal care
(after first trimester)
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Maternal Smoking During Pregnancy:
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Infant Mortality Rate (per 1,000 live births):
Infant Mortality Rate (per 1,000 live births)
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Please note that all of these higher risk
factors and worst outcomes are occurring in
the portion of the population that we
(FQHCs) serve!!!

Do you know your FQHC site’s IMR?
How about the OACHC’s IMR?

Preterm Births:

Ohio’s Grade is C ‐

Who Are The Babies Who Most Often Die?

•African American Babies
•Babies Born Before 32 Weeks
•Babies Born in Regions &
Neighborhoods At Risk

Percent of Births and Infant Deaths by
Gestational Age in Weeks Ohio 2016
1.1%
of
Births

Source: Ohio Department of Health Division of
Vital Statistics

1.1% of Births 
> 50% of Deaths

Ohio
Infant Mortality
Rates by County
Average
5 Year Rate
2012 ‐ 2015

Ohio Initiatives to Prevent PTB:
Progesterone: ODH & ODM are working with OPQC to
increase use of progesterone treatment. Ohio Equity
Institute teams will implement OPQC’s evidence‐based
strategies in high‐risk communities in 2018 and 2019.

Smoking: Smoke Free Families ‐ Moms Quit for Two.
“Baby and Me – Tobacco Free”
Ohio Medicaid’s 5 Managed Care Plans will use ONE
Common Electronic Pregnancy Risk Assessment Form
(PRAF) – The PRAF 2.0 for all pregnant women
insured by Medicaid.

Maternal Mortality:

Slide from CDPH, Dr. Elliott Main

Maternal Mortality (per 100,000)

Moaddab, et al. Health Care
Disparity and State-Specific
Pregnancy-Related Mortality in the
United States, 2005-2014. Obstet
Gynecol. 2016;128:869-75.

PRE‐Conception Health:

Many of the modifiable risks for adverse
pregnancy outcomes
(for both moms and babies)

occur BEFORE pregnancy
BEFORE the 1st missed menses and
BEFORE prenatal care begins
Dr. Dan Frayne, President of MAHEC

9 weeks gestational age by LMP (7 weeks after conception)

Critical Periods of Development:
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Mean Entry into Prenatal Care
Before, Between and Beyond Pregnancy
The National Preconception Curriculum and Resource Guide for Clinicians: Module 3

Examples of modifiable risks that determine
birth outcomes (infant and maternal):
• Pregnancy intendedness
• Interpregnancy interval (<18
months or >59 months)

• Maternal age ‐ pregnancy

choice earlier in life or
disease course may be
healthier/safer

• Exposure to teratogenic
medications

• Exposure to substances
(alcohol, tobacco, drugs)

• Chronic disease control
• Diabetes, obesity,
cardiovascular disease,
hypothyroidism, etc

• Congenital anomalies
• Neural tube defects related
to folic acid

• Infections

Dr. Dan Frayne, President of MAHEC

Preconception Care: Content Areas
• Family Planning
• Nutrition
• Infectious disease/
immunizations
• Chronic Disease
• Medication
exposures
• Substance Use

• Previous Pregnancy
Outcomes
• Genetic History
• Mental Health
• Intimate Partner
Violence/Abuse

Preconception Care: Content Buckets:
• Giving protection
• Managing conditions
• Avoiding exposures known to be
teratogenic
• Identifying historical risk

Giving Protection:
• Family planning
• Prevention of unintended pregnancy
• Preventing rapid repeat pregnancy (short
interpregnancy intervals)

• Immunization and Infection prevention
• Rubella, Varicella, Hep B, HIV, tuberculosis, other STIs

• MVI and Folic acid supplementation
• Intimate Partner Violence and Sexual Abuse

Life Expectancy: 20th Century
• In US: 1900
• Life expectancy was 47.3 years at birth
• In US 2004
• Life expectancy was 77.9 years at birth
• 80.4 years for women
• 75.2 years for men
• During the 20th Century:
• Therefore health and life expectancy in US improved
dramatically
• According to the CDC, 25 of the 30 years gained can be
attributed to Public Health advances
• What were the top 10 Public Health achievements of 20th
Century?
Source: CDC, NCHS

10 top US Public Health Achievements
during 20th Century:
1.
2.
3.
4.
5.
6.
7.

Control of infectious diseases
Vaccination
Motor‐vehicle safety
Safer workplaces
Decline in deaths from coronary heart disease
Safer and healthier foods
Healthier mothers and babies

8.Family planning
9. Fluoridation of drinking water
10.Recognition of tobacco use as a health hazard

CDC

Managing Conditions:
• Diabetes

• Reduction in birth defects from ~10% to 2‐3% with strict glycemic
control PRIOR to pregnancy

•
•
•
•
•
•
•
•
•

Obesity
Hypothyroidism
Hypertension and Cardiovascular disease
Asthma
Autoimmune disorders
Coagulopathies
HIV disease
Seizure disorders
Depression and bipolar disorder

Avoiding Exposures:

• Alcohol
• Tobacco
• Drugs

• Prescribed opiates,
methadone, illicit

• Environmental toxins

• Mercury, lead, radiation,
pesticides, BPA

• Medications
• Anti‐seizure meds (valproic
acid and others)
• Warfarin
• ACE‐Inhibitors
• Statins
• Isotretinoin
• Psych meds (valproic acid,
lithium)

Identifying historical risk:
• Genetic/Family history
• Ethnic background

• Maternal age
• Shared decisions about timing of pregnancy
• Women with chronic conditions…earlier/ younger may
be safer

• Prior pregnancy outcomes
•
•
•
•

Preterm birth
GDM, preeclampsia
Congenital anomalies
Recurrent miscarriages

Antepartum: Highlighted Care Aspects:
1. Assess Risk Factors: For all women, perform a History and Physical that includes a risk
assessment with a goal of identifying risk factors for averse pregnancy outcomes.
• Include assessment of SDOH or non‐medical risk factors
i. Utilize Social Workers, Care Coordinators, Community Resources to address
2. Visit timing and frequency: For average risk women, the first prenatal visit should be
an intake at 6‐8, f/u office visit at 10‐12 weeks and subsequent visits q 4‐6 weeks until
34‐weeks, then q 2‐weeks until 37 weeks, and q week until delivery.
3. Progesterone therapy: Progesterone should be ordered for patients who have a
history of prior PTB or who are found to have a shortened cervix by ultrasound.
4. STI Testing: Test all women for STIs including HIV. Patients at risk for STIs during
pregnancy should be retested in the 3rd trimester. + GC and/or CT should be treated
and obtain TOC 30‐days after Rx.
5. Estimated Delivery Date (EDD): Establish a patient’s EDD prior to 20‐weeks. (The
earlier this is done, the more accurate your EDD
6. Diabetes Risk Assessment: At the initial intake, evaluate for diabetes and test high‐
risk patients. Screen all women without a diagnosis of diabetes for gestational
diabetes at 24‐28 weeks.
7. Tdap Vaccination: Offer all pregnant women Tdap vaccination at 24‐36 weeks as this
facilitates passive immunity of newborns for pertussis. Administration around 32
weeks may optimize maternal antibody formation peaking at normal time of delivery.
8. No non‐medically indicated delivery < 39 weeks: Non‐medically planned delivery
before 39 weeks is contraindicated.

Oral Health:

Oral Health: Dental care is encouraged as appropriate before and
during pregnancy. Some studies have found an association
between periodontal disease and poor pregnancy outcomes of
premature delivery, low birth weight and preeclampsia. Additional
research is needed in this area.

Pregnancy and Oral Health:

Prenatal care health professionals may be the “first
line” in assessing pregnant women’s
oral health and can provide timely referrals to
oral health professionals and reinforce
preventive messages.

Suparna A. Mahalaha, Dental Director, Care Alliance Health Center

Assessing Oral Health Status:
• Take an oral health history
• When was your last dental visit? Do you need help
finding a dentist?
• Do you have swollen or bleeding gums, a toothache, or
problems eating or chewing food?
• Since becoming pregnant, have you been vomiting? If
so, how often?
• Do you have any questions about getting oral health
care while you are pregnant?

Suparna A. Mahalaha, Dental Director, Care Alliance Health Center

Assessing Oral Health Status:
• Advise Pregnant Women About Oral Health Care
• Reassure women that oral health care, including use of
radiographs, pain medication, and local anesthesia, is safe
throughout pregnancy.

• Work in Collaboration with Oral Health Professionals
• Provide Support Services ( Case Management) to
Pregnant Women
• Improve Health Services in the Community
• Oral Health Care During Pregnancy: A National Consensus
Statement
• http://resourcelibrary.stfm.org/HigherLogic/System/DownloadDocum
entFile.ashx?DocumentFileKey=e176282c‐3574‐4f07‐8a30‐
8083ceca8bd1&forceDialog=0
Suparna A. Mahalaha, Dental Director, Care Alliance Health Center

Oral Health: After the Baby is Born
• Recommendations by Prenatal Provider
• Keep getting oral health care, practice good oral hygiene,
eat healthy foods
• Take care of baby’s gums and teeth and feed baby healthy
foods
• Do not give baby a bottle of milk or juice while baby is
falling asleep. Baby teeth can also get cavities!
• Take baby to the dentist by age 1
• Two Healthy Smiles: Tips to Keep You and Your Baby
Healthy
• https://www.smilesforlifeoralhealth.org/pdf/smilesforlife/Handoutpre
gnancybrochure‐english.pdf

Suparna A. Mahalaha, Dental Director, Care Alliance Health Center

Smoking:
Smoking: Health risks associated with smoking during pregnancy
include intrauterine growth restriction, placenta previa, and
abruption placentae. Additionally, adverse pregnancy outcomes
may occur including premature rupture of membranes, low birth
weight, and perinatal mortality. Smokers of reproductive age
should be counseled about the associated risks of smoking
and the negative outcomes associated with pregnancy.
Both cessation of tobacco use and prevention of smoking relapse
are key clinical intervention strategies during preconception and
pregnancy. A 5‐15 minute counseling session performed by
appropriately trained health care providers is most effective with
pregnant women who smoke fewer than 20 cigarettes per
day. This intervention, known as the 5 A’s, is appropriate for use
during routine prenatal office visits and includes the following
five steps: Ask, Advise, Assess, Assist, and Arrange.

Ohio: Smoking during Pregnancy:
• In 2010: 1 in 3 women in Ohio smoked 3 months before pregnancy
(30.9%, PRAMS)
• In 2009, the % of women who smoked during pregnancy in Ohio
(19.2%) is more than double that of those who smoked during
pregnancy in the United States (9.3%), (2009, ODH Vital Stats)
• 21.8% of women in Ohio continue or start smoking 2‐6 months
after pregnancy (2010, PRAMS)
• 48.1% of women on Medicaid in Ohio smoked before and during
pregnancy compared to 18.5% of non‐Medicaid women (2009,
PRAMS)
• The 5A’s evidence‐based smoking cessation intervention is
• encouraged.
ODH

About 443,000 U.S. Deaths per Year
Attributable to Cigarette Smoking:
Other diagnoses
44,000

Chronic
Obstructive
Pulmonary
Disease
92,900

Stroke
15,900

Other cancers
35,500

Lung
cancer
128,900

Ischemic Heart Disease
126,000

Average annual number of deaths, 2000-2004.
Source: CDC. Smoking-attributable mortality, years of potential life lost, and productivity losses – United States, 2000-2004.
MMWR 2008;57(45):1226-1228.

A Golden Opportunity: CDC anti-smoking
campaigns

http://www.cdc.gov/tobacco/campaign/tips/

National Tobacco Education Campaign:
Tips from Former Smokers
 First ever federally-funded national media
campaign on tobacco in U.S. history

• Hard-hitting, graphic testimonials
• Features real people with smoking-related conditions
• 12 week campaign launched on March 19, 2012 and
intermittently repeated since then

 Encourages smokers to try to quit

• Directs smokers to 1-800-QUIT-NOW or
www.smokefree.gov
• Some cessation programs are referring patients to view the
ads as homework
• Your patients may see these ads and ask you to help them
quit

CDC

Real Former Smokers Tell Their Stories:
Suzy suffered
a stroke

Terrie is one of
three people
featured who have
had
laryngectomies
due to cancer
Roosevelt had a heart
attack and six bypass
surgeries

CDC

Campaign’s Impact on Quit-line Calls:
1-800-Quit Now Call Volume by Week
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U.S. Smoking‐Attributable Morbidity:
For every person who dies of a smokingattributable disease, 20 suffer from a serious
smoking-related illness
At least 8.6 million Americans live with one or
more serious smoking-related illnesses

CDC

Who Smokes?
 19% of all adults (age ≥ 18)
 21.5% of men vs. 17.3% of
women
 28.9% of those below vs.
18.3% of those at/above
poverty level
 45.2% of those with GED
vs. 9.9% of those with a
undergraduate degree
 Smoking rates also vary by
racial/ethnic group and
state/region
CDC. Vital Signs: Current cigarette smoking among adults aged ≥18 Years --- United States, 2005—2010. MMWR 2011;60(35):1207-1212.

The Good News:
 Seven in ten smokers want to quit
 More than half try to quit each year
 Even a 3 minute physician intervention can help
a patient quit
 Treatment can double to triple quit rates
 Simple office systems and state quit-lines can
lighten your load

Fiore MC, Jaen CR, Baker TB, et al. Treating tobacco use and dependence: 2008 update. Clinical Practice Guideline.
Rockville, Maryland: U.S. Department of Health and Human Services, Public Health Service, 2008.
CDC. Quitting smoking among adults – United States, 2001 -2010. MMWR 2011;60:1513-1519.

Health Benefits of Quitting:
CARDIOVASCULAR

 1 year after quitting, heart attack risk drops sharply
 2‐5 years after quitting, stroke risk reduces to level of
nonsmoker
CANCER

 5 years after quitting, risks of several cancers fall by 50%
 15 years after quitting, risk of dying from lung cancer falls by
50%
CDC

Health Benefits of Quitting:
 Quitting during pregnancy can prevent

• 5‐8% of preterm deliveries
• 13‐19% of term low birth weight deliveries

CDC

Quitting Challenges:

 Over half of smokers try to quit each year
 6% of all smokers successfully quit each year
 About 1/2 of all smokers who see a health professional receive
advice


2/3 quit "cold turkey" (i.e., no counseling or meds)

Disparities

• African Americans most interested but least successful
–

only partially attributable to treatment use

• Success increased with education
• Success lower for uninsured

CDC. Quitting smoking among adults – United States, 2001 -2010. MMWR 2011;60:1513-1519.

Effective Clinical Interventions:
 Even brief advice is effective
 More intense interventions are even more effective
 Counseling and medications are:

• effective when used alone
• even more effective when used together

 Resources exist to make your job easier

Fiore MC, Jaen CR, Baker TB, et al. Treating tobacco use and dependence: 2008 update. Clinical Practice Guideline. Rockville, Maryland: U.S. Department
of Health and Human Services, Public Health Service, 2008.

The 5 A’s:
Ask about tobacco use
Advise to quit
Assess willingness to make a quit attempt
Assist in a quit attempt
Arrange follow‐up

ACOG

Alternate Model: AAR:
ASK
ADVISE

REFER

CDC

about tobacco USE

tobacco users to QUIT

Mood Altering Drugs:
It is not uncommon for women of childbearing age to use
potentially addictive and mood‐altering drugs. Use of cocaine,
Marijuana, diazepam, opioids (including morphine, heroin,
codeine, meperidine, methadone, and oxycodone), other
prescription drugs, and approximately 150 other substances can
lead to chemical dependency.
• Depending on location, it is estimated that 1‐40% of
pregnant women have used one of these substances during
pregnancy and
• Approximately 1 in 10 newborn infants are exposed to one
or more mood‐altering drugs during pregnancy
• The number varies only slightly for publicly vs privately
insured women

Mood Altering Drugs:
The onset and intensity of effect will vary based on how the drug
was taken and the formation; however, all have the potential for
causing respiratory depression, overdose, and death.
• The risk of respiratory depression, overdose, and death is
greater for full opioid agonists (such as fentanyl) than for
partial agonists (such as buprenorphine).
• Injection opioids also carries the risk of cellulitis and
abscess formation at the injection site, sepsis,
endocarditis, osteomyelitis, hepatitis B, hepatitis C, and
HIV infection.
Opioid use disorder is a chronic treatable disease that can be
managed successfully by combining medications with
behavioral therapy and recovery support.

Screening vs. Testing per ACOG

Some Information Adapted from ACOG District
II Presentation Opioid Use Disorder Bundle,
2018

ACOG Screening Guidance:
• Screening for substance use should be part of comprehensive
obstetric care and should be done at the first prenatal visit in
partnership with pregnant woman. Screening based only on
factors, such as poor adherence to prenatal care or prior
adverse pregnancy outcome, can lead to missed cases, and may
add to stereotyping and stigma.
• Early universal screening, brief intervention (such as engaging
the patient in a short conversation, providing feedback and
advice), and referral for treatment (SBIRT) of pregnant women
with opioid use disorder improve maternal and infant outcomes.

Source: ACOG. Opioid Use and Opioid Use Disorder in Pregnancy. Opinion No. 711. ACOG Committee Opinion on
Obstetric Practice & the American Society of Addiction Medicine. Replace Opinion No. 524, May 2012. Published
August 2017.

Some Information Adapted from ACOG District
II Presentation Opioid Use Disorder Bundle,
2018

Mood Altering Drugs: (MAT)
For women, including pregnant women, with an opioid use
disorder, opioid agonist pharmacotherapy (also referred to as
medication‐assisted treatment) is the standard of care.
• Includes methadone and buprenorphine (as a
monoproduct or in combination formulation with
naloxone)
• Opioid agonist pharmacotherapy is preferable to
medically supervised withdrawal because withdrawal is
associated with high relapse rates and poorer outcomes.

Many of our OACHC sites have MAT approved Providers as well
as Behavioral Medicine Specialist, making our sites ideal
locations for antepartum management of such patients.

2013 OH Drug OD Data:
• Public health crisis ‐ ↑413% deaths 1999‐2013
• Unintentional ODs in 2013 – 2,110
• Highest # deaths on record, ↑10.2% from previous
• Previous high – 1,914 deaths in 2012

• Almost 6 (5.8) Ohioans died daily ‐ 1 death/4h
• Unintentional OD leading cause injury deaths
• > MVA, suicide and falls
• Trend since 2007 which continued through 2013

Contributing Factors to Opioid OD Epidemic:
• Changes in pain management guidelines 1990’s
• PHARMA Aggressive marketing of ER opioids
• 1997‐2011: 643%↑ Rx opioid g / 100k Ohioans
• 2012: 67 doses of Rx opioids / 1 Ohioan
• Direct consumer marketing
• Over‐prescribing in general
• Unscrupulous MDs / ‘Pill Mills’
• Widespread diversion
• Mixing of medications

Why use Medication Assisted Treatments?
• Used to avoid withdrawal – why?
• Maintain abstinence from heroin or other opioids that have
compromised various life areas and are unknown in quantity
and dose
• Unbridled use of street heroin can have many serious health
impacts on the unborn baby leading to life long issues including but
not limited to heart defects, language and developmental issues,
glaucoma, spina bifida, premature birth, low birth weights, etc.
• Mothers can be impacted by toxemia, communal infections,
Hepatitis C, HIV, hypertension, miscarriage and even death

• Used during pregnancy to provide overall safety for the
pregnant woman and the fetus
Some Information Adapted from ACOG District
II Presentation Opioid Use Disorder Bundle,
2018

Medication Assisted Treatment (MAT) Options:
• Methadone
• Gold standard since 1960s for maintenance as well as to avoid
withdrawl during detox. Category C by FDA
• Babies may be born with opioid acute withdrawl otherwise
known as Neonatal Abstinence Syndrome (NAS)

• Buprenorphine (Subutex)
• Babies born average weight and between 38-40 weeks
• Less traces of opioid in system therefore NAS usually less severe

• Suboxone (Naloxone and Buprenorphine)

Experts in
Group Healthcare

centeringhealthcare.org

What is Centering?
Centering is a framework for group medical visits,
implemented by healthcare providers, that engages and
connects patients, and adheres to a set of Essential
Elements.

79

PTB risk reduction:

‐ 33%

Matched cohort study
Ickovics, et al 2007

A multi‐site randomized control study of 1,047 women found a 33% reduction in
risk of preterm births in Centering patients compared to those receiving only
individualized prenatal care. The reduction among African Americans was even
higher at 41%.

‐ 47%

Retrospective cohort study
Picklesimer, et al 2012

A 2012 retrospective cohort study compared 316 women in Centering to 3767
in traditional care and found a 47% reduction in risk of preterm birth in
Centering patients compared to those receiving only individualized care.

Preterm Birth Rate
36% reduction (p 0.05)
Average direct medical cost savings = $22,667
Low Birth Weight Rate
44% reduction (p 0.05)
Average direct medical cost savings = $29,627
NICU Admission Rate
28% reduction (p 0.05)
Average direct medical cost savings = $27,249

Overall savings = $3,989,214
n = 1262, $3,161 per patient in Centering
CenteringPregnancy Reduces HC Costs

The Centering Mid-West Regional Director is responsible for driving the expansion of
the Centering model at healthcare practices within the Mid-West through exceptional
customer service and engagement with key regional stakeholders throughout Mid-West.
Interacting with healthcare provider and administrators, payers, community stakeholders
and organizational leadership across a wide range of government, insurance and clinical
practices settings. The Mid-West Regional Director's primary focus is on building
relationships and providing technical expertise.
Key Objective:
•Identify and reach out to potential practices to educate leadership, administrators and providers
about the value of the Centering model.
•Work in close collaboration with Centering sites to identify regional funders and funding
opportunities to help support the startup costs of implementation and training.
•Collaborate with other Regional Directors and the Senior Director of Strategy & Partnerships
to identify regional opportunities and problem solve challenges.
•Educate stakeholders about the value of Centering, how it helps providers and payers meet
key quality measures, how Centering fits into alternative payment models and what payers in
other states are doing.
Contact Information:

Horace Highland Sr.
Regional Director, Mid‐West
Cell: 330‐958‐9380 ‐ Direct: 330‐208‐2484
hhighland@centeringhealthcare.org
(857) 284‐7570 ext 128
centeringhealthcare.org
Connect With Us!

Thank you

Contact information:
ajpppinapod@gmail.com

Oral Health Sources:
• American Academy of Pediatric Dentistry. 2011. Guideline on perinatal oral health
care. Reference Manual 33(6):118 –123.
http://www.aapd.org/media/Policies_Guidelines/G_Perinatal OralHealthCare.pdf.
• CDA Foundation. 2010. Oral Health During Pregnancy & Early Childhood: Evidence‐
Based Guidelines for Health Professionals. Sacramento, CA: CDA Foundation.
http://www.cdafoundation. org/Portals/0/pdfs/poh_guidelines.pdf.
• Kumar J, Iida H. 2008. Oral Health Care During Pregnancy:
A Summary of Practice Guidelines. Washington, DC: National Maternal and Child
Oral Health Resource Center. http://
www.mchoralhealth.org/PDFs/Summary_PracticeGuide lines.pdf.
• Kumar J, Samelson R, eds. 2006. Oral Health Care During Preg‐ nancy and Early
Childhood: Practice Guidelines. Albany, NY: New York State Department of Health.
http://www.health. state.ny.us/publications/0824.pdf.
• Northwest Center to Reduce Oral Health Disparities. 2009. Guidelines for Oral
Health Care in Pregnancy. Seattle, WA: University of Washington School of
Dentistry. http://depts. washington.edu/nacrohd/sites/default/files/oral_health_
pregnancy_0.pdf.

SMFM Algorithm
For Progestogen Rx
To Prevent
Preterm Birth
AJOG 2012

HealthSource of Ohio
Stephanie Hanson, OB Practice Manager

HealthSource of Ohio
Entry to prenatal care process
 OPEN


ACCESS

Patient is seen at HSO primary care office with positive pregnancy
•

Clinical staff will task Care Manger positive result.

•

Care Manager will assist patient with scheduling for Prenatal care
appointment.

•

Care manager will track patient until they present for prenatal care
appointment assuring there are not barriers to care, specifically
transportation.

HealthSource of Ohio
Entry to prenatal care process

OPEN


ACCESS

Patient calls OB/GYN office with Amenorrhea symptoms or confirmed
pregnancy.
•

Patient is scheduled immediately with clinician even if double book is
required.

•

Once pregnancy is confirmed at office patient is then scheduled for Nurse
appt for all OB labs and prenatal education. (we find this helps to build a
relationship with the patients )

•

Weeks of gestation will depend on next appointments and spacing of
appointments. (we may need to schedule nurse visit, Ultrasound and doc
visit all in one day if patient is late into care.)

HealthSource of Ohio
Tracking of High Risk pregnancy


Detailed review of previous medical conditions and previous delivery
summaries are reviewed at New OB nurse appointment.



Assigned clinical staff member and clinician will review all New OB appts
that were scheduled the week before each Monday.



Once clinician determines High risk status patient is added to a master list
that is saved in a shared folder the RN for our group manages this list with
the supervision of the docs.



High risk list is reviewed weekly in each office on Monday morning by
clinician in that site and the assigned clinical staff member. Any updates and
or changes are made at this time. Clinicians may also pull specific cases
from the list to review in our monthly clinician meeting.

Centering
at

Five Rivers Health
Centers
Pregnancy, Parenting and More

Five Rivers Health
Created in 2011, FRHC
is committed to providing access to
Centers
quality, comprehensive and respectful care
for our patients and community.

2017 – Patients served – 25,092 Visits – 84,307
Annual budget – $19 million
Eight locations in Montgomery and Greene Counties
Number of employees – 225
Patient revenue mix – Medicaid 70%, Medicare 10%, Commercial Insurance 9%, Selfpay 11%
• Services include primary care, dental, ob/gyn, behavioral health, psychiatry,
acupuncture, respite care, hematology/oncology, sickle cell, pharmacy and
specialty clinics
•
•
•
•
•

•

Reduction in pre-term deliveries

•

Increased breastfeeding

•

High patient satisfaction

•

High facilitator satisfaction

•

Increased clinical productivity

What we’ve accomplished
•

Started in 2015 – 4 years of CenteringPregnancy data

•

CHI approved two sites – Center for Women’s Health
and Family Health Center

•

530 pregnant moms have participated in Centering

•

CenteringParenting at both sites

•

Babies, Moms and Dads in CenteringParenting

•

11 facilitator providers have been trained

•

19 co-facilitators have been trained

•

In-house facilitator trainer – 4 trainings

Five Rivers Centering Outcomes
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