Preconception Health Care

Recommendations From the CDC
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The initial days and weeks of pregnancy, before a woman knows she has conceived, are
a time when her health and behavior can have great impact on the fetus. How can
clinicians better prepare themselves—and every female patient of reproductive age—to

promote optimal pregnancy cutcomes?

¥ tate-of-the-art preconception health care has been

 shown to improve pregnancy planning!~-which,
s When combined with optimal prenatal care, leads

to better outcomes for both women and infants. Unfor-
tunately, about half of the four million pregnancies that
occur in the United States each year are not planned,23
and it is during the earliest weeks of pregnancy (before
a wornan is even aware of her condition) that a fetus is
most vilnerable to a variety of biopsychosocial influ-
ences and risk factors.

From 2001 to 2002, the US infant mortality rate rose
for the first ime in 40 years (from 6.8 to 7.0 infant deaths
per 1,000 live births), attributable in part o the
increased number of infants born weighing less than
750 g (11b 10.5 0z).* In an effort to improve pregnancy
outcomes, the CDC and more than 30 other health care
organizations have identified promotion of preconcep-
tion health as a critical public health priority.

Based on data from these organizations and from
numerous published studies, the CDC, the Agency for

Toxic Substances and Disease Registry, and a Select
Panel on Preconception Care have made 10 recommen-
dations* aimed at promoting preconception health and
health care. By using these recommendations, clinicians
and other concerned individuals and groups can help
identify and modify a range of “medical conditions,
personal behaviors, psychosocial risks, and environ-
mental exposures” that might lead to an adverse preg-
nancy outcome for any of the 62 million US women of
childbearing age.® , _

Ideally, as the document authors propose, every
woman between menarche and menopause should

receive preconception care at every encounter with
the health care system. This may be in the form of
education, screening, or specific clinical interven-
tions. To accomplish the document’s expressed goals,
both clinicians and patients will need to be educated
in order to raise their awareness and change their atti-
tudes and behaviors.

Several of the CDC’s recommendations involve pol-
icy changes, eg, for agencies to modify their data col-
lecting and for third-party payers to extend coverage
and revise payment mechanisms. Of greatest impor-
tance to clinicians, the document also recommends
numerous interventions for clinicians to implement
during routine health care visits.

Although Healthy People 207057 lists no preconcep-
tion-specific objective (as was included, but not mea-
sured, in Healthy People 200(8), objectives in the 2010
initiative—"to improve maternal and child health out-
comes”—encompass preconception health.

GOALS OF THE CDC INITIATIVE

In the new document, the CDC targets four goals:

* To increase knowledge and improve attitudes and
behaviors regarding preconception health;

* To ensure provision of evidence-based risk screen-
ing, health promotion, and appropriate interven-
tions to all US women of childbearing age (ie, 15 to
44 years) in order to optimize their health before
each attempt to conceive;

* To provide interventions that will minimize or pre-
vent health problems indicated by adverse out-
comes of previous pregnancies; and
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¢ To reduce the disparities that exist in adverse preg-
nancy outcomes.

The CDC and its partners have formulated 10 rec-
ommendations based on these goals. The document
authors advise that the recommendations not be pri-
oritized, but be implemented simultaneously.

Each recommendation includes specific health action
steps to be implemented by patients, clinicians in both
public and private health care, communities, govern-
ment on severaﬂeyels, researchers, and/or policy mak-
ers. This article will focus on health action steps that cli-
nicians can: implement in their practices. To review the
complete CDC document, go to www.cdc.gov/mmwr/
preview/mmwrhtml/rr5506al. htm.

1. Individual Responsibility

According to a report from the American College of
Obstetricians and Gynecologists {ACOG), most
women experience fertility for an average of 40 years?
Thus, a reproductive life plan (ie, whether or when to
have children, how to optimize reproductive health) is
encouraged for every woman, man, and couple.

In the same way that patients can modify specific risk
factors to avoid chronic disease, taking a “life span ap-
proach” to reproductive health, with increased aware-
ness of risk factors, can help them reduce unintended
pregnancies, age-associated infertility, and fetal expo-
sure to teratogenic substances. Optimizing each
woman’s health preconceptually is key to ensuring pos-
itive pregnancy outcomes.® The reproductive life plan
should be individualized according to the patient’s age,
life stage, and priorities; she should be encouraged to
modify the plan as her biopsychosocial needs change.

Until age-appropriate reproductive life-planning
tools are developed (and these must take literacy, health
- literacy, culture, and language into account), the pri-
mary care provider should raise relevant questions at
routine visits: Do you plan to have children? How mamy?
When do you think you might conceive a child for your next
child]? Have you thought about how your health issues [eg,
diabetes, polycystic ovary syndrome] may impact at
what age you might best concetve? What can you do to best
prepare your body for a healthy pregnancy?

2. Consumer Awareness

In a 2002 study of women ages 18 to 44, 50% were over-
weight or obese, 9% had diabetes, 6% had asthma, 3%
each had hypertension and cardiac disease, and 1% had
a thyroid disorder.!® In another study involving preg-
nant women, 38% of those who said they had planned
their pregnancies had risk factors, ie, “indications for
preconception counseling” (including smoking, alco-

hol use, weight concems, and delayed prenatal care).ll

Clearly, the public must be made more aware—
through school health education programs, the media,
and clinicians—of the impact that untreated illnesses
and adverse health behaviors can have on pregrancies.
Does your patient know that smoking during pregnan-
cy can lead to low birth weight? Or that she should not
use alcohol at all once she conceives? Is she aware of
health care services that are available and recommend-
ed before she considers becoming pregnant?

Public education has brought about changes in pub-
lic attitudes regarding smoking and infant sleep posi-
tion; similar efforts, including those made by clinicians,
could have an important impact on delaying sexual
behavior, avoiding unprotected intercourse, minimiz-
ing drug and alcoho! use, and addressing many other
preconceptual risk factors.

3. Preventive Visits

In 2004, almost 85% of reproductive-aged women had
received health care services in the preceding year, and
more than half received preventive health services 2
Well-woman examinations and other routine visits
offer clinicians an important opportunity to incorpo-
rate preconception health care services. These include
roufine assessment for preconception risk factors (see
Table 1,21316 page 48) and appropriate interventions,
patient education to promote healthful behaviors (eg,
healthy diet, weight management, adequate folic acid
intake), and relevant counseling (eg, family planning
and prevention of unintended pregnancy, up-to-date
immunizations, early prenatal care, social and financial
support). Screening for new health problems and
appropriate management of current health conditions
should be ongoing,.

Also contained in the report’s health action steps are
recommendations for primary care providers and
advanced practice clinicians fo improve their aware-
ness, knowledge, attitudes, and practice regarding pre-
conception health care. Relevant curricula {possibly in
the form of “preconception care modules”) should be
introduced in clinical education programs at all levels
of health education. Currently, models for preconcep-
tion care and relevant links are already available from
Bright Futures for Women's Health and Wellness' (a
program cosponsored by the Maternal and Child
Heaith Bureau and the American Academy of Pedi-
atrics; see brightfutures.aap.org).

4. Interventions for Identified Risks
Childbearing-related care should not be provided in
isolation from management of chronic and infectious
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illnesses; compartmentalizing care, the CDC report
says, can jeopardize women, their potential pregnan-
cies, and their future children. Interventions that have
been demonstrated as most effective, for conditions
with the potential for causing the greatest harm,
should receive high priority. These measures are often
overlooked in primary care, the authors note.

Chronic health conditions and sometimes, the med-
ications they require can be harmful to mother and /or
fetus during pregnancy (see Table 2,18% page 49).

For example, in women who take valproic acid for
epilepsy (an agent that may be teratogenic or may
interfere with folate metabolism), dosing should be
reduced before they consider conception.2621 Those
who need anticoagulants should use only agents that
are known to be nonteratogenic; gestational use of
warfarin, for example, has been linked to fetal bone
abnormalities.?? Effective contraception should be
used by women who take isotretinoin for acne, and
this agent should be discontinued before conception
to prevent miscarriage and birth defects. 2

Clinicians should review and evatuate the benefits
and risks of medications for thromboembolism, depres-

Physical assessment, risk screening, vaccinations, and
counseling, according to the American Academy of
Pediatrics and the American College of Obstetricians
and Gynecologists, provide the framework for
appropriate preconception interventions. The
following issues are specified in various guidelines
for risk screening:

* Reproductive history _
¢ Environmental hazards and toxins
« Medications known to be teratogenic

* Nutrition, including folic acid supglementation
and weight management .

e Genetic conditions, family history
* Substance use, including alcohal and obacco

» Chronic medical conditions
{eg, diabetes, hypertension, poor oral health)

¢ infectious diseases and vaccinations
* Family pianning

* Psychosocial concerns {eg, depression, demestic
violence, housing, social support)

Saurces: Centers for Disease Confrol and Prevention. Recommendations
10 improve preconception health and health care. MMWR Recomm Rep,
2006; ACOG. Obstet Cynecol, 20052, Weisman, Matern Child Health |
199773 AAPIACOG Guidelines for perinatal care, 2002'% Jack and
Culpepper. JAMA. 1990'%; Brundage. Am fam Physician. 200276

sion, and anxiety.!® Clinical practice guidelines have
been developed to provide preconception care for
women with diabetes and hypothyrotdism 2425

Treatment with antiretroviral agents has been shown
to reduce mother-to-infant transmission of HIV?6 Vac-
cination programs to prevent rubella, influenza, and
hepatitis B in women who might become pregnant
have been very successful 2728

Other important interventions include folic acid
supplementation beginning at least three months
before conception to prevent neural tube defects,?
hyperglycemia management to prevent congenital
defects associated with diabetes,? and a low-phen-
ylalanine diet for women born with phenylketonuria
(who are at increased risk for delivering infants with
mental retardation).3

Appropriate preconception dental care can reduce
a woman's risk for delivering a preterm and/or low-
birth-weight infant.3! For women with poor oral health
{and at least 80% of women in the 20-t0-39-year age-
group have dental caries or related conditionsi?),
providers should recommend dietary measures and
fluoride use to reduce mother-to-infant transmission
of cariogenic bacteria.*

Patients from families known to have genetic dis-
orders should be referred for special counseling,

5. Interconception Care

Women whe have experienced an adverse pregnancy
outcome (infant death, fetal loss, birth defects, low birth
weight, or preterm birth) are at increased risk for future
adverse outcomes. Interconception care (ie, systematic
follow-up and intervention between pregnancies), most
appropriately initiated during postpartum checkups, is
crucial. However, it is a matter of great concern that only
80% of womnen with private health insurance and 55% of
women covered by Medicaid have a postpartum visit.®

According to the CDC, 28,000 infants die during
the first year of life in the US each year; 12% of all
births occur before 37 weeks” gestation, and 3% of all
newboms have one or more of 45 birth defects
{(which, in turn, are the leading cause of infant mor-
tality in the US).4%4% Even though women's regular’
clinicians are likely to be aware that these adverse
outcomes have occurred, systematic follow-up and
relevant interventions (e, to address medical, dental,
and psychosocial risks that may have contributed to
the adverse event) ave not yet specified in any profes-
sional medical guidelines.

In one example of a working model of interconcep-
tion health care, the Interpregnancy Care Program at
Grady Memorial Hospital, Atlanta, risk factors are
being identified and minimized in women who have
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given birth to infants weighing less than 1,500 g (about
3.5 1b). As they help these patients reevaluate their
reproductive goals, clinicians should encourage them
to extend the interval between births (eg, to at least 18
to 20 months3)—allowing more time to address and
manage medical concerns.

Grantees in the federal Healthy Start program are
required to provide women and their children with
two years’ postpartum follow-up, including intercon-
ception care; women with adverse pregnancy out-
comes receive even more intensive postpartum care
(as provided by Florida’s Magnolia Project, for exam-
ple). The Special Supplemental Nutrition Program for
Women, Infants, and Children (WIC) is also charged
with identifying and referring women at risk.

6. Prepregnancy Checkup
As an important aspect of optimal maternity care, one
prepregnancy visit should be added fo the recommend-

TABLE

| What

2
Drugs Should or Should Not

ed regimen of prenatal and postpartum visits. In addi-  poor physical and emotional health—with a potentially

Used During Pregnancy?181°

tion to the benefits of risk assessment, health promo-
tion, and appropriate interventions for women who are
attempling to conceive, instituting such a visit under-
scores the importance of pregnancy planning (“intend-
edness”} and preparedness.! The periodic well-woman
exam, when conducted by an appropriately educated
clinician, can serve this purpose.

The authors of the CDC document recommend
adjustment of third-party payer rules to cover one
prepregnancy visit per pregnancy; they also call for the
development of clinical guidelines for such visits.

7. Health Insurance Coverage for Women

of Limited Income

Access to affordable care, including preconception care,
is considered essential to the successful implementation
of this initiative. Low socioeconomic status has been
linked to lack of health care access, exposure to environ-
mental hazards, inappropriate health behaviors, and

Clinical trials of medications are not ordinarily conducted in pregnant women because of the potential risk
to the fetus. However, the FDA ranks medications in one of five categories, according to what is known about
their safe use or contraindications for women who are pregnant.
Category  Description Examples (not a comprehensive list)
A No increase in the risk of fetal Folic acid, vitamin B,, thyroid medication in
abnormalities shown in well-controlled prescribed/moderate doses
studies of pregnant women
B No-evidence of fetal harm shown in animal Acetaminephen, acyclovis, amoxicillin, amoxicillin
studies, but no studies conducted in pregnant clavulanate, ampicillin, azithromycin, cephalosporins,
wamen (or fetal abnormalities shown in clozapine, diphenbydramine, ervthromycin, famotidine,
animal studies have been refuted by high- hydrochiorothiazide, ibuprofen (first/second trimesters
guality studies in pregnant women} only), insulin, metformin, metronidazole, prednisone
C Adverse effects demonstrated in animal ACE inhibitors (first rimester), atbuteral, antipsvchotic
studies; no studies of sufficient quality in agents, aspirin, ciprofloxacin, clarithromycin, codeine,
pregnant women oral fluconazole, furosernide, levofloxacin, omeprazole,
paroxetine, prochiorperazine, sumatriptan, theophylline, .
trimethoprim/sulfamethoxazole, vaginal azoles
D Well-contralled or observational studies of ACE inhibitors {second/third trimesters), alcohaol,
pregnant women have shown a risk to the full-dose aspirin, doxycycline, ibuprofen {third
fetus, but therapeutic benefits may trimester), fithium, phenytoin, rifampicin, tefracycline,
- outweigh the risis valproic acid, most cancer chemotherapy agents
X Use is contraindicated in women whao are Acitretin, etretinate, isotretincin; diethylstilbestrol,
or who may become pregnant; positive statins, thalidomide, warfarin
evidence of fetal abnormalities in human
or animal studies
Sources: COC. Recommendations to improve preconception health and health care. MMYWR Recomm Rep. 2006; Nationa! Women's Health
Information Center, 2002'%; Briggs et al. Drugs in Pregnancy and lactation, 2005, :

www.chinicianreviews.com

CUNICIAN REVIEWS » fuly 2006 « Vol 16, No7 49




detrimental impact on pregnancy owicomes (particular-
ly the risk for preterm birth).%3 Racial disparities in
access to appropriate health care are also associated with
adverse pregnancy outcomes.®.

Further, women with no health insurance (an esti~
mated 17 million*") are most likely to delay health care
or do without it. Additionally, lack of insurance is more
common among women of childbearing age than
amnong older women. According to the report, m states
where qualification for Medicaid coverage is being
expanded, priority should be given to younger women.

Family-planning-waiver projects, used by a num-
ber of states to permit Medicaid coverage for low-
income, uninsured women who do not ordinarily qual-
ify, can Jead to substantial savings, better preconception
wellness, health, and prevention of adverse outcomes. 1
Coverage should be extended (and reimbursement lev-
els improved for preconception care providers) to
inchude more comprehensive risk screening, health pro-
motion, and needed interventions.

8. Public Health Programs and Strategies

Features of preconception health should be introduced
into already-existing public health programs {(eg, Title
X, the WIC program, Title V, Healthy Start), with an
emphasis on interconception-related interventions for
women who have had adverse gestational outcomes.
These programs, which serve millions of women, pro-
vide an appropriate setting to deliver more comprehen-
sive preconception health care, referral of high-risk
women to clinicians, and possibly the testing of new
awareness strategies (similar to those that have success-
fully been implemented for childhood vaccinations,
prevention of adolescent pregnancies, and other issues).

9. Research
Few studies have been conducted regarding the effec-
tiveniess of preconception screening, intervention, and
counseling in primary care, where clinicians” time and
other resources may be limited. In one study of women
visiting a hospital’s primary care clinic for a pregnancy
test, those with a negative result had, on average, nine
preconception risk factors. Clinicians, though informed
of these findings, did not address these concerns with
~ specific interventions,* Similarly, algorithms and edu-
cational programs have been shown to prompt risk fac-
tor screenings but not follow-up interventions; nor do
provider attitudes improve as a result4®

More research is needed, including studies to docu-
ment the cost-effectiveness of preconception care—par-
ticularly for women at high risk for adverse pregnancy
outcomes. When ethical considerations permit, inter-
ventions should be tested in randomized clinical triais.

10. Monitoring Improvements
Pubiic health agencies’ surveillance and data collection
must be modified to include preconception health ini-
fiatives and their outcomes. Exampies mentioned in the
document include the Pregnancy Risk Assessment
Monitoring System and the National Survey of Fami-
ly Growth. Currently, only 23 states have identified pre-
conception care as a “priority need” through the Mater-
nal and Child Health Bureau (Title V).%

The CDC and its partner organizations recommend
that preconception care be included in the objectives:
for Healthy People 2020.

CONCLUSION

According to the CDC report on preconception health
and health care, progress to improve pregnancy ott-
comes in the US during the past 10 years has been
slow. Interventions to address harmful behaviors,
adverse health conditions, and other risk factors before
women become pregnant have been inconsistent. Mil-
lions of women, couples, and families stand to benefit
from implementation of the CDC recommendations;
primary care clinicians are urged to recognize and
implement opportunities to engage in this worthwhile
effort.
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10,

. A 20012002 increase in the US infant mortality rate may

be explained in part by:

a. Reporting errors

b. The continuing rise in the cesarean delivery rate

¢ Anincrease in births to females younger than 15

d. The increased numbers of infants born weighing less
than 750 g

. In the CDC report, preconception health care is

recommended for:

a. All womien of reproductive age

b. All women ages 15 to 44 who have never conceived

c. All women who have experienced an adverse pregnancy
outcome

d. All women in a committed hetérosexual relationship

. Gestational use of which of the following agents has

been linked to fetal bone abnormalities?

a. Thyroid medications c. Erythroﬁlycin
b, Insulin d. Warfarin

. To prevent neural tube defects, the CDC report advises,

a woman should begin to ake folic acid supplements:
a. As soon as she knows she is pregnant

b. At least three months before conception

c. When she starts trying to conceive

d. At menarche

. Women born with phenylketonuria:

a. Should follow a high-phenylalanine diet
b. Are at risk for delivering infants with structural
birth defects
¢. Are at risk for delivering infants with mental retardation
d. Should be advised against having children

. Dental caries and other oral diseases:

a. Should not be treated with fluoride shortly before
conception

b. Place women at risk for delivering infants with
structural birth defects

¢. Place women at risk for delivering a preterm or
low-birth-weight infant

d. Have been reported in 55% of women ages 20'to 39

. Interconception care, according to the CDC report, is

particularly important for women whao:

a. Have given birth to an unusually large infant

Ir. Have experienced an adverse pregnancy outcome
¢. Have given birth fo more than one infant

d. Have a family history of genetic disease

. Only 80% of women with private insurance

and 55% of those with Medicaid:

a. Have a postpartum visit

b. Have annual preventive care visits

¢. Have a preconception health care visit
d. Have monthly prenatal care visits

. Overall, the leading cause of infant mortality in the USis:

a. Birth defects

b. Birth weight below 3,500 g
c. Birth weight below 750 g
d. Insufficient prenatal care

Providers of an interconception care program for mothers
of low-birth-weight infants recommend an interval
between pregnancies of at least:

a. One year

b. Fifteen to 16 months

c. Eighteen to 20 months

d. Two years

* The CE Posttest Examination Answer Sheet
can be found on next page.
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Examination Answer Sheet
lssue Date: July 2006 Explration Date: July 31, 2007
This exam can be taken onfine at www.CliniciansCME.com. Upon passing the exam, you can print out your certificate
immediately. You can alse view your test history at any time and print out duplicate ceriificates from the Web site.
Preconception Health Care
Recommendations From the CDC

Diractions: Select one answer for each question in the exam and evaluation by completely darkening the appropriate circle. An identifier is
required 1o Drocess your exam.

The primary objective of this educational initiative is to provide clinicians in primary care with the most up-to-date information regarding
CDC recommendations for the management of womnen who are of ehildbearing age, with a focus on reproductive heaith awareness

d modifiable risk factors. e
and medifiable risk factors. Exammaygqu:]
Mall To: Jobson Medical Group CE, PO Box 488, Canal Street Station, New Yark, NY 10013 T H

or fax to; {212) 219-7848 or pariicipate ontine ai: www.CliniciansCME .com 1 ® @ @

. . . }2- @ ' @ @

Payment: Remit $10 with this exam. 3. & & © ®

CChes is enclosed (payabe fo Jobson Publishing). \ N ® @ 6 ©

Chargsy: () American Express (O Mastercard (O Visa 5' o © ©

Name on card: EB ® @) o ©@

Credit card #: 7 & ® © &

Expiration date: lB. ®mE® e @

Signature: |Q ®»® 0 O

1 =Very well 2=Well 3= Fair 4= Poorly 5= Very pooriy %1(1 ® ® © G

How well was each course objective mel? ) R

11. Summarize tour goals an which the CBC's 10 araconception care~telated recommendations
are based. ' D @ 6 @ &

12, List the bicmedizal, behavioral, and social risks of chisf congarn o the health of wornen of
reproductive age and their potential pregnancy outcomes, o ® ® @ ®

18. Discuss at least three preconceplion-associated interventions that the clinician can perform
during & reutine health care visit with a woman of childbearing age. ® & 6 @ &

14, Explain the imporiance of interconception care for women who have experienced adverse
pEEegRancy oucomes. . D &8 @ 6

T =Very welf 2=Well 3= Fair 4=Poorly 5=Very poorly

Rate the effectiveness of how well the activity:

15, Related 1o your practice needs. @ & ® ®

16. Will help you improve patient care. o @& @ &

17. Avoided commercial bias/influsnce. o @ &® & &

18. How would you rate the overall quality of the material presented? o @ ® @ &

19. Your knowledge of the subject was increased: O Greatly () Somewhat () Hardly

20. The difficulty of the course was: ) Complex () Appropriate () Basic

How fong did it take to completa this course? Buggested topics for future GE articles: I

Comments on this course: ]

Please retain a copy for your records. Please print clearly.
You must choose and complete one of the following three identifier types:
oYY T MO T T I O O A
Last 4 digits of your S5 # and date of birth State Code and License #: (Example: NY12345678)
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The following is your: {7 Home Address ] Business Addrass
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Protession; MiwDb iea TINP [ Other Cradit Requested {check one): [ 0.75 Hours Category 1 AMA PRA

[11.2 Contact Hours by The NPA

Attestation: { attest to compleling this CME activity.
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