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THE RATIONALE for
PRECONCEPTION HEALTH
PROMOTION

• The U.S. infant mortality rate is higher than many
other countries
- San Joaquin Valley neonatal death rate:
4.3 per 1,000
- Kings Co. neonatal death rate: 3.06 per 1,000
(2006-2008 average UCSF FHOP data)

Although higher percentages of women receive
early prenatal care than ever before, preterm birth
and low birth weight rates are increasing
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INTERNATIONAL COMPARISONS OF
INFANT MORTALITY RATES
2005
Rank
1
2
10
17
26
30

Country
Singapore
Hong Kong
Belgium
Denmark
Cuba
United States

Rate
2.1
2.4
3.7
4.4
6.2
6.9

MODs Peristats, 2009

• The preconception movement is based on
the realization that:
– Prenatal care starts too late to prevent many of
these poor pregnancy outcomes
– Women who have higher levels of health before
pregnancy have healthier reproductive
outcomes
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Critical Periods of Development
Weeks gestation
from LMP
Most susceptible
time for major
malformation
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5

6

7
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9

10

11

12

Central Nervous System

Heart
Arms
Eyes
Legs
Teeth
Palate
External genitalia

Ear
Missed Period

Mean Entry into Prenatal Care

WHAT IS PRECONCEPTION
CARE?
• Giving protection
• Managing conditions
• Avoiding exposures known to be
teratogenic
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Giving Protection
• Examples of giving protection
– Folic acid supplementation to protect against
neural tube defects and other congenital
anomalies
– Protection against infectious diseases
•
•
•
•

Rubella
Varicella
Hepatitis B
HIV/AIDs

Managing Conditions
• Examples of conditions known to be
detrimental to reproductive outcomes if
in poor control before conception
–
–
–
–
–

Diabetes
Maternal PKU
Obesity
Hypothyroidism
Sexually transmitted infections

5

Avoiding Exposures
• Examples of exposures known to be
teratogenic or otherwise harmful in early
pregnancy
– Medications
•
•
•
•

Many antiseizure medications
Oral anticoagulants
Accutane
etc

– Alcohol
– Tobacco

Issues in
Routine Health Promotion

What We Don’t Need. . .
A new categorical service called the

“Preconception visit”
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Routine Health Promotion
What We Do Need. . .
Reorientation of services to

“Every Woman. . .Every Time”

“Every Woman—Every Time” is
Opportunistic Care
• Takes advantage of all health care encounters to
stress prevention opportunities throughout the
lifespan
• Recognizes that in almost all cases
preconceptional wellness results in good health for
women, irrespective of pregnancy intentions
• Addresses conception and contraception choices at
every encounter
• Involves all medical specialties—not only those
directly involved in reproductive health
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CDC Definition of
Preconception Care
• Preconception care is a set of interventions
that aim to identify and modify
biomedical, behavioral and social risks to a
woman’s health or pregnancy outcome
through prevention and management
• It is more than a single visit and less than
all well-woman care
CDC and Select Panel, 2006

CDC’s 10 Recommendations to
Improve Preconception Health
April 21, 2006
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CDC Recommendations:
• 1. Each woman, man and couple should be
encouraged to have a reproductive life plan
• 2. Increase public awareness of the importance of
preconception health behaviors and preconception
care services by using information and tools
appropriate across various ages; literacy, including
health literacy; and cultural/linguistic contexts

CDC Recommendations Cont:
• 3. As a part of primary care visits, provide risk
assessment and educational and health promotion
counseling to all women of childbearing age to
reduce reproductive risks and improve pregnancy
outcomes
• 4. Increase the proportion of women who receive
interventions as follow-up to preconception risk
screening, focusing on high priority interventions.
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CDC Recommendations Cont:
• 5. Use the interconception period to provide
additional intensive interventions to women who
have had a previous pregnancy that ended in an
adverse outcome (e.g. infant death, fetal loss, birth
defects, low birth weight, preterm birth, significant
maternal morbidity)
• 6. Offer, as a component of maternity care, one
prepregnancy visit for couples and persons planning
a pregnancy

CDC Recommendations Cont:
• 7. Increase public and private health insurance
coverage for women with low incomes to improve
access to preventive women’s health and
preconception and interconception care.
• 8. Integrate components of preconception health
into existing local public health and related
programs, including emphasis on interconception
interventions for women with previous adverse
outcomes.
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CDC Recommendations Cont:
• 9. Increase the evidence base and promote
the use of the evidence to improve
preconception health.
• 10. Maximize public health surveillance and
related research mechanisms to monitor
preconception health.

Adapted by Kings County
Department of Public Health

Every Woman, Every Time:
Integrating Preconceptional
Health into Routine Care
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Resources Guide for Clinicians
MODULE 2
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• In April, 2006 the CDC and the Select Panel released
Recommendations to Improve Preconception Health and
Health Care—United States The recommendations were
based on:
– Review of published research
– CDC/ASTDR Work group representing 22 CDC
programs
– Presentations at the National Summit on Preconception
Care, 2005
– Proceedings of the Select Panel on Preconception Care,
2005

The focus of this module will be
Recommendation 3:
“As a part of primary care visits, provide risk
assessment and educational and health
promotion counseling to all women of
childbearing age to reduce reproductive
risks and improve pregnancy outcomes.”
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WHAT IS PRECONCEPTION
CARE?
In Module 1, preconception care was defined as:
• Giving protection
• Managing conditions
• Avoiding exposures known to be teratogenic
in order to achieve an optimal outcome of pregnancy for the
woman, her child and her family.

Do I Really Have Time to Add One
More Emphasis to My Patient’s Visits?
If you take care of women of reproductive
potential . . .“It’s not a question of whether
you provide preconception care, rather it’s
a question of what kind of preconception
care you are providing.”
Joseph Stanford and Debra Hobbins
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Wouldn’t it be more efficient to
limit preconception health
promotion information in women
who are intending to become
pregnant in the near future?

No, because:
– 50% of pregnancies in the US are unintended
• 85% in Kings County Rep. Health Clinic (2008
Study)

• Most preconceptional health promotion is
appropriate to all women, irrespective of
pregnancy plans
• Women are not likely to come for an
additional encounter
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“Every Woman—Every Time” is
Opportunistic Care
• Takes advantage of all health care encounters to
stress prevention opportunities throughout the
lifespan
• Recognizes that in almost all cases
preconceptional wellness results in good health for
women, irrespective of pregnancy intentions (see
module 1)
• Addresses conception and contraception choices at
every encounter
• Involves all medical specialties—not only those
directly involved in reproductive health

Source for Evidence Based Clinical Content
for Preconception Care
• American Journal of Obstetrics
and Gynecology, Volume 199,
Issue 6, Supplement 2, December
2008
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Recommendations on the Clinical Content of
Preconception Care
(AJOG, 2008)
•
•
•
•
•
•
•
•
•

Family planning and reproductive life plan
Nutritional status
Immunizations
Infectious diseases
Substance use
Chronic disease profile
Medication use and needs
Reproductive history
Family/genetic history

One Model of a
Reproductive Life Plan
•
•
•
•
•
•

Do you hope to have any (more) children?
How many children do you hope to have?
How long do you plan to wait until you (next)
become pregnant?
How much space do you plan to have between
your pregnancies?
What do you plan to do until you are ready to
become pregnant?
What can I do today to help you achieve your
plan?
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Short Interconceptional Periods
• Both short and long interpregnancy intervals have
been associated with in increased risk of adverse
perinatal outcomes.
• The reasons for the associations are unclear
• A meta-analysis found interpregnancy intervals
shorter than 18 mo and longer than 59 mo are
significantly associated with adverse perinatal
outcomes.
• Conde-Agudelo, et al JAMA 2006; 295 (15), 1809-1823

Prescription Medications
• Women should discuss their desires to become
pregnant with the prescribing clinician and
explore options to minimize exposure to
potentially harmful medications while
maximizing their own health status
• Category D drugs are associated with risk to the
fetus but potential benefits may outweigh risks.
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FDA Drug Categories
•
•
•
•

“A”—Controlled studies show no risk
“B”—No evidence of risk in humans
“C”—Risk cannot be ruled out
“D”—Positive evidence of risk exists
– Category D drugs are associated with risk to
the fetus but potential benefits may outweigh
risks

• “X”—Contraindicated in pregnancy

http://www.beforeandbeyond.org/
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Summary Chart of U.S. Medical Eligibility Criteria for Contraceptive Use
Key:
1
No restriction (method can be used)
Updated July 2011. This summary sheet only contains a subset of the recommendations from the US MEC.

2
Advantages generally outweigh
theoretical or proven risks
3
Theoretical or proven risks usually
outweight the advantages
Unacceptable health risk (method not

Anatomic

a) Distorted uterine cavity

abnormalities
Anemias

b) Other abnormalities
a) Thalassemia
b) Sickle cell disease‡
c) Iron-deficiency anemia
(including cysts)
a) Undiagnosed
mass
b) Benign breast
disease

I
C
Menarche to
18-45=1
>45=1

I
C
Menarche to
18-45=1
>45=2

I
C
Menarche to
18-45=1
>45=1

I
C
Menarche to
>20=1

CopperIUD

LNG--IUD

Implant

Injection

Progestinonly pill

Combined
pill, patch,
ring
I
C
Menarche to <40=1
>40=2

Age

Benign ovarian
tumors
Breast disease

Most contraceptive methods do not protect against sexually transmitted infections (STIs).
Consistent and correct use of the male latex condom reduces the risk of STIs and HIV.

Subcondition

Condition

4

For complete guidance, see: http://www.cdc.gov/reproductivehealth/unintendedpregnancy/USMEC.htm

I
C
Menarche to
>20=1

4

4

1
2
1

1
1
1

1
1
1

1
1
1

2
1
1
1

2
2
2
2

1

1

1

1

1

1

2*

2*

2*

2*

2

1

1

1

1

1

1

1

c) Family history of
cancer

1

1

1

1

1

1

i) current
ii) past and no evidence of
current disease for 5 years

4
3

4
3

4
3

4
3

4
3

1
1

a) < 1 month
postpartum
b) 1 month or more
postpartum
Awaiting treatment

3*

2*

2*

2*

2*

1*

1*

1*

2
1
2

1
1
1

2
1
2

2
1
2

1
4

1
3

1
3

4

2

3

d) Breast cancer‡

Breastfeeding
(see also
Postpartum)
Cervical cancer
Cervical ectropion
Cervical
intraepithelial
neoplasia (CIN)
Cirrhosis

Deep venous
thrombosis
(DVT) /Pulmonary
embolism (PE)

a) Mild (compensated)
b) Severe‡
(decompensated)
a) History of DVT/PE,
not on anticoagulant
therapy
i) higher risk for recurrent
DVT/PE
ii) lower risk for recurrent
DVT/PE
b) Acute DVT/PE
c) DVT/PE and
established on
anticoagulant therapy for
at least 3 months
i) higher risk for recurrent
DVT/PE
ii) lower risk for recurrent
DVT/PE
d) Family history (firstdegree relatives)
e) Major surgery
(i) with prolonged
immobilization

4

2

4

2

1
2

1
1

1
3

1
3

1
1

2

2

2

1

2

2

2

2

1

4

2

2

2

2

2

4*

2

2

2

2

2

3*

2

2

2

2

2

2

1

1

1

1

1

4

2

2

2

2

1

(ii) without prolonged
immobilization
f) Minor surgery without
immobilization

2

1

1

1

1

1

1

1

1

1

1

1

1*

1*

1*

1*

1*

1*

a) History of gestational
DM only
b) Non-vascular disease
(i) non-insulin dependent

1

1

1

1

1

1

2

2

2

2

2

1

(ii) insulin dependent‡
c) Nephropathy/
retinopathy/ neuropathy‡

2
3/4*

2
2

2
3

2
2

2
2

1
1

d) Other vascular disease
or diabetes of >20 years'
duration‡

3/4*

2

3

2

2

1

Endometrial cancer‡

1

1

1

1

Endometrial
hyperplasia
Endometriosis
Epilepsy‡§
Gall-bladder
disease

1

1

1

1

1

1

1
1*

1
1*

1
1*

1
1*

1
1

2
1

2

2

2

2

2

1

3

2

2

2

2

1

3
2

2
2

2
2

2
2

2
2

1
1

a) Decreasing or
undetectable ß-hCG levels

1

1

1

1

3

3

b) Persistently elevated

1

1

1

1

4

4

Depressive disorders
Diabetes mellitus
(DM)

Gestational
trophoblastic
disease

Headaches

see drug interactions
a) Symptomatic
(i) treated by
cholecystectomy
(ii) medically
treated
(iii) current
b) Asymptomatic

ß-hCG levels or
malignant disease‡
a) Non-migrainous
b) Migraine
i) without aura, age <35

4

2

4

2

1*

2*

1*

1*

1*

1*

1*

1*

1*

1*

1*

2*

3*

1*

2*

2*

2*

2*

2*

2*

2*

1*

History of bariatric
surgery‡
History of cholestasis
History of high
blood pressure
during pregnancy
History of pelvic
surgery
HIV

Hyperlipidemias
Hypertension

ii) without aura, age >35
iii) with aura, any age
a) Restrictive procedures

1

1

1

1

1

1*
1*
1

b) Malabsorptive
procedures
a) Pregnancy-related

COCs: 3
P/R: 1
2

3

1

1

1

1

1

1

1

1

1

b) Past COC-related

3
2

2
1

2
1

2
1

2
1

1
1

1

1

1

1

1

1

1

1

1

1

2

2

2

2

1*

1*

1*

1*

3

2*

3

2*

2

2

2

2

High risk or HIV
infected‡
AIDS (see drug
interactions) ‡§
Clinically well on ARV
therapy§
a) Adequately controlled
hypertension
b) Elevated blood
pressure levels (properly
taken measurements)

(i) systolic 140-159 or
diastolic 90-99
(ii) systolic ≥160 or
diastolic ≥100‡
Hypertension
c) Vascular disease
Inflammatory bowel (Ulcerative colitis,
disease
Crohn’s disease)
Ischemic heart
Current and history of
disease‡
Liver tumors
a) Benign
i) Focal nodular
hyperplasia
ii) Hepatocellular
adenoma‡

3*
4*

4*
4*

1*
2*

2*
3*

2*
2*

2*
3*

2*
2*

2*
3*

If on treatment see drug interactions

2*
2*

2*
3*

2/3*
3*

2*
1*

2*
2*

2*
1*

2*
1

1*
1

3

1

2

1

1

1

4

2

3

2

2

1

4
2/3*

2
2

3
2

2
1

2
1

1
1

4

2

3

3

2

3

2

3

1

2

2

2

2

2

1

4

3

3

3

3

1

b) Malignant‡
Malaria
Multiple risk factors
for arterial
cardiovascular
disease
Obesity

Ovarian cancer‡
Parity

(such as older age,
smoking, diabetes and
hypertension)
a) >30 kg/m2 body mass
index (BMI)
b) Menarche to < 18 years
and > 30 kg/m2 BMI
a) Nulliparous
b) Parous

Past ectopic
pregnancy
Pelvic inflammatory a) Past, (assuming no
current risk factors of
STIs)
disease
(i) with subsequent
pregnancy
(ii) without subsequent
pregnancy
b) Current
Peripartum
a) Normal or mildly
cardiomyopathy
impaired cardiac function

4
1
3/4*

3
1
2*

3
1
3*

3
1
2*

3
1
2

1
1
1

2

1

1

1

1

1

2

1

2

1

1

1

1
1
1
1

1
1
1
2

1
1
1
1

1
1
1
1

1
2
1
1

1
2
1
1

1

1

1

1

1

1

1

1

1

1

1

1

2

2

2

2

1

1

1

1

4

2*

4

2*

‡

(i) < 6 months
(ii) > 6 months
b) Moderately or severely
impaired cardiac function

4
3
4

1
1
2

1
1
2

1
1
2

2
2
2

2
2
2

Post-abortion

a) First trimester
b) Second trimester
c) Immediately postseptic abortion
a) < 21 days

1*
1*
1*

1*
1*
1*

1*
1*
1*

1*
1*
1*

1*
2
4

1*
2
4

4

1

1

1

3*

1

1

1

Post-partum
(see also Breastfeeding)

b) 21 days to 42 days
(i) with other risk factors
for VTE

Post-partum (in
breast-feeding or
non-breastfeeding
women, including
post- caesarean
section)
Pregnancy
Rheum-atoid
arthritis

(ii) without other risk
factors for VTE
c) > 42 days
a) < 10 minutes after
delivery of the placenta

2

1

1

1

1

1

1

1

b) 10 minutes after
delivery of the placenta
to < 4 weeks
c) > 4 weeks
d) Puerperal sepsis

2

1

2

2

1
4
4*

1
4
4*

NA*
2

NA*
1

NA*
2/3*

NA*
1

2

1

2

1

1

1

1
1
1

1
1
1

1
1
1

1
1
1

1
1
1

1
1
2

1

1

1

1

4

2*

4

2*

1

1

1

1

2

2

2

2

c) Vaginitis (including
trichomonas vaginalis and
d) Increased risk of STIs
a) Age < 35
b) Age > 35, < 15
cigarettes/day
c) Age > 35, >15
cigarettes/day

1

1

1

1

2

2

2

2

1
2
3

1
1
1

1
1
1

1
1
1

2/3*

2

2/3*

4

1

1

1

Solid organ
transplan-tation‡
Stroke‡

a) Complicated
b) Uncomplicated
History of
cerebrovascular accident

4
2*
4

2
2

2
2
3

2
2

Superficial

a) Varicose veins

1

Schistosomiasis

a) On immunosuppressive
therapy
b) Not on
immunosuppressive
therapy
a) Uncomplicated
b) Fibrosis of the liver‡

Severe
dysmenorrhea
Sexually trans-mitted a) Current purulent
infections
cervicitis or chlamydial
infection or gonorrhea
b) Other STIs (excluding
HIV and hepatitis)

Smoking

2

3

1

1

2

2

2

1

2

1
1

1
1

1

1

3
3

1

1

2

3

2

2
2

2
1

1

1

venous
thrombosis
Systemic lupus
erythematosus‡

b) Superficial
thrombophlebitis

2

1

a) Positive (or unknown)
antiphospholipid
antibodies

4

3

3

b) Severe
thrombocytopenia
c) Immunosuppressive
treatment
d) None of the above

2

2

2

Thrombogenic
mutations‡
Thyroid disorders

a) Simple
goiter/hyperthyroid/hypot
hyroid
Tuberculosis‡
a) Non-Pelvic
b) Pelvic
Unexplained vaginal (suspicious for serious
bleeding
condition) before
evaluation
Uterine fibroids
Valvular heart
a) Uncomplicated
disease
b) Complicated‡
a) Irregular pattern
Vaginal
without heavy bleeding
bleeding
patterns
b) Heavy or prolonged
bleeding
Viral hepatitis
a) Acute or flare
b) Carrier/Chronic

3/4*
1

1

1

3

3

3

1

1

3

2

2

2*

3*

2*

2

2

2

2

2

2

1

2
4*

2
2*

2

2

2
2*

2
2*

1

2*

1

1

1

1

1

1*
1*
2*

1*
1*
2*

1*
1*
3*

1*
1*
3*

1
2
4
1

1
1
1
2

1
1
1
2

1
1
1
2

1

1

2
1
1
1

1*

2*

2*

2*

1*

2*

2*

1
1

1
1

1
1

2
1

1

1

1

1
4
4*

1
3
2*

2
1
1

1
1

1
1*

4
4*

3
2*

1
1

Drug Interactions
Antiretroviral
therapy (ARV)

a) Nucleoside reverse

1*

1

1

1

2/3*

2*

2/3*

2*

b) Non-nucleoside
reverse
transcriptase inhibitors

2*

2*

1

2*

2/3*

2*

2/3*

2*

c) Ritonavir-boosted
inhibitors
a) Certain
anticonvulsants
(phenytoin,
carbamazepine,
barbiturates, primidone,

3*

3*

1

2*

2/3*

2*

2/3*

2*

3*

3*

1

2*

transcriptase inhibitors

Anti-convulsant
therapy

topiramate,
oxcarbazepine)
b) Lamotrigine
3*
1
1
1
Anti-microbial
a) Broad spectrum
1
1
1
1
antibiotics
therapy
b) Antifungals
1
1
1
1
c) Antiparasitics
1
1
1
1
d) Rifampicin or
3*
3*
1
2*
rifabutin therapy
I = initiation of contraceptive method; C = continuation of contraceptive method
* Please see the complete guidance for a clarification to this classification. www.cdc.gov/reproductivehealth/usmec
‡ Condition that exposes woman to increased risk as a result of unintended pregnancy.
§ Please refer to the US MEC guidance related to drug interactions at the end of this chart

1

1

1
1

1
1

1
1
1

1
1
1

TABLE 1. Percentage of women experiencing an unintended pregnancy during the first year of typical use
and the first year ofperfect use of contraception and the percentage continuing use at the end of the first year
— United States
Method
No method¶
Spermicides**
Withdrawal
Fertility awareness–based methods
Standard Days method††
TwoDay method††"
Ovulation method††
Sponge
Parous women
Nulliparous women
Diaphragm§§
Condom¶¶
Female (Reality®)
Male
Combined pill and progestin-only pill
Evra patch®
NuvaRing®
Depo-Provera®
Intrauterine device
ParaGard® (copper T)
Mirena® (LNG-IUS)
Implanon®
Female sterilization
Male sterilization
Emergency contraceptive pills***
Lactational amenorrhea methods†††

Women experiencing an unintended pregnancy within
the first year of use
Typical use*
Perfect use†
85%
85%
29%
18%
27%
4%
25%
51%
5%
4%
3%

Women continuing use at 1 year§

42%
43%

32%
16%
16%

20%
9%
6%

46%
57%
57%

21%
15%
8%
8%
8%
3%

5%
2%
0.30%
0.30%
0.30%
0.30%

49%
53%
68%
68%
68%
56%

0.80%
0.20%
0.05%
0.50%
0.15%
Not applicable
Not applicable

0.60%
0.20%
0.05%
0.50%
0.10%
Not applicable
Not applicable

78%
80%
84%
100%
100%
Not applicable
Not applicable

Adapted from Trussell J. Contraceptive efficacy. In Hatcher RA, Trussell J, Nelson AL, Cates W, Stewart FH, Kowal D. Contraceptive technology. 19th reviseded. New York, NY:
Ardent Media; 2007.
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TABLE 1. Percentage of women experiencing an unintended pregnancy during the first year of typical use
and the first year ofperfect use of contraception and the percentage continuing use at the end of the first year
— United States
*Among typical couples who initiate use of a method (not necessarily for the first time), the percentage who experience an unintended pregnancy duringthe first year if they do not
stop use for any other reason. Estimates of the probability of pregnancy during the first year of typical use for spermicides, withdrawal, fertility awareness-based methods, the
diaphragm, the male condom, the pill, and Depo-Provera are taken from the 1995 National Survey of FamilyGrowth corrected for underreporting of abortion; see the text for the
derivation of estimates for the other methods.
†Among couples who initiate use of a method (not necessarily for the first time) and who use it perfectly (both consistently and correctly), the percentagewho experience an
unintended pregnancy during the first year if they do not stop use for any other reason. See the text for the derivation of the estimatefor each method.
§Among couples attempting to avoid pregnancy, the percentage who continue to use a method for 1 year.
¶The percentages becoming pregnant in the typical use and perfect use columns are based on data from populations where contraception is not usedand from women who cease
using contraception to become pregnant. Of these, approximately 89% become pregnant within 1 year. This estimate waslowered slightly (to 85%) to represent the percentage
who would become pregnant within 1 year among women now relying on reversible methods ofcontraception if they abandoned contraception altogether.
**Foams, creams, gels, vaginal suppositories, and vaginal film.
††The TwoDay and Ovulation methods are based on evaluation of cervical mucus. The Standard Days method avoids intercourse on cycle days 8–19.
§§With spermicidal cream or jelly.
¶¶Without spermicides.
***Treatment initiated within 72 hours after unprotected intercourse reduces the risk for pregnancy by at least 75%. The treatment schedule is 1 dose within120 hours after
unprotected intercourse and a second dose 12 hours after the first dose. Both doses of Plan B can be taken at the same time. Plan B (1dose is 1 white pill) is the only dedicated
product specifically marketed for emergency contraception. The Food and Drug Administration has in additiondeclared the following 22 brands of oral contraceptives to be safe
and effective for emergency contraception: Ogestrel or Ovral (1 dose is 2 white pills);Levlen or Nordette (1 dose is 4 light-orange pills); Cryselle, Levora, Low-Ogestrel, Lo/Ovral,
or Quasence (1 dose is 4 white pills); Tri-Levlen or Triphasil(1 dose is 4 yellow pills); Jolessa, Portia, Seasonale, or Trivora (1 dose is 4 pink pills); Seasonique (1 dose is 4 light
blue-green pills); Empresse (1 dose is 4 orange pills); Alesse, Lessina, or Levlite (1 dose is 5 pink pills); Aviane (1 dose is 5 orange pills); and Lutera (1 dose is 5 white pills).
†††Lactational amenorrhea method is a highly effective temporary method of contraception. However, to maintain effective protection against pregnancy,another method of
contraception must be used as soon as menstruation resumes, the frequency or duration of breastfeeding is reduced, bottle feedsare introduced, or the baby reaches 6 months of
age.

TABLE 1. Percentage of women experiencing an unintended pregnancy during the first year of typical use
and the first year ofperfect use of contraception and the percentage continuing use at the end of the first year
— United States p5

TABLE. Classifications for combined hormonal contraceptives, including pill, patch, and ring*†
Drug Interactions
Condition
Category Clarifications/Evidence/Comments
Clarification: ARV drugs have the potential to either decrease or increase the bioavailability of steroid hormones in
Antiretroviral (ARV) therapy
hormonal contraceptives. Limited data (summarized in Appendix M) suggest potential drug interactions between
a.Nucleoside reverse
1
many ARV drugs (particularly some non-NNRTIs and ritonavir-boosted protease inhibitors) and hormonal
transcriptase inhibitors (NRTIs)
contraceptives. These interactions might alter the safety and effectiveness of both the hormonal contraceptive and
b.Non-nucleoside reverse
2
the ARV drug.Thus, if a woman on ARV treatment decides to initiate or continue hormonal contraceptive use, the
transcriptase inhibitors (NNRTIs)
consistent use of condoms is recommended to both prevent HIV transmission and compensate for any possible
c.Ritonavir-boosted protease
3
reduction in the effectiveness of the hormonal contraceptive. When a COC is chosen, a preparation containing a
inhibitors
minimum of 30 ìg EE should be used.
Clarification: Although the interaction of certain anticonvulsants with COCs, P, or R is not harmful to women, it is
likely to reduce the effectiveness of COCs, P, or R. Use of other contraceptives should be encouraged for women
who are long-term users of any of these drugs. When a COC is chosen, a preparation containing a minimum of 30
ìg EE should be used.

Anticonvulsant therapy

a.Certain anticonvulsants
(phenytoin, carbamazepine,
barbiturates, primidone,
topiramate, oxcarbazepine)
b.Lamotrigine

3

Evidence: Use of certain anticonvulsants might decrease the effectiveness of COCs (481–484).

3

Clarification: The recommendation for lamotrigine applies only for situations where lamotrigine monotherapy is
taken concurrently with COCs. Anticonvulsant treatment regimens that combine lamotrigine and nonenzymeinducing antiepileptic drugs (such as sodium valproate) do not interact with COCs.
Evidence: Pharmacokinetic studies show levels of lamotrigine decrease significantly during COC use (485–489).
Some women who used both COCs and lamotrigine experienced increased seizure activity in one trial (485).
Evidence: Most broad-spectrum antibiotics do not affect the contraceptive effectiveness of COCs(490–526), P
(527) or R (528).
Evidence: Studies of antifungal agents have shown no clinically significant pharmacokinetic interactions with COCs
(529–538) or R (539).
Evidence: Studies of antiparasitic agents have shown no clinically significant pharmacokinetic interactions with
COCs (433,540–544).
Clarification: Although the interaction of rifampicin or rifabutin therapy with COCs, P, or R is not harmful to women,
it is likely to reduce the effectiveness of COCs, P, or R. Use of other contraceptives should be encouraged for
women who are long-term users of either of these drugs. When a COC is chosen, a preparation containing a
minimum of 30 ìg EE should be used.
Evidence: The balance of the evidence suggests that rifampicin reduces the effectiveness of COCs (545–560).
Data on rifabutin are limited, but effects on metabolism of COCs are less than with rifampicin, and small studies
have not shown evidence of ovulation (547,554).

Antimicrobial therapy
a.Broad-spectrum antibiotics

1

b.Antifungals

1

c.Antiparasitics

1

d.Rifampicin or rifabutin therapy

3

*Abbreviations: STI = sexually transmitted infection; HIV = human immunodeficiency virus; COC = combined oral contraceptive; P = patch; R = ring; EE = ethinyl
estradiol;BMD = bone mineral density; CHC = combined hormonal contraceptive; IUD = intrauterine device; VTE = venous thromboembolism; BMI = body mass index; DVT
= deepvenous thrombosis; PE = pulmonary embolism; SLE = systemic lupus erythematosus; MEC = Medical Eligibility Criteria; hCG = human chorionic gonadotropin;
DMPA = depotmedroxyprogesterone acetate; HPV = human papillomavirus; PID = pelvic inflammatory disease; AIDS = acquired immunodeficiency syndrome; ARV =
antiretroviral; IBD =inflammatory bowel disease; NRTI = nucleoside reverse transcriptase inhibitor; NNRTI = non-nucleoside reverse transcriptase inhibitor. †COCs/P/R do
not protect against STI/HIV. If risk for STI/HIV (including during pregnancy or postpartum) exists, the correct and consistent use of condoms is recommended,either alone
or with another contraceptive method. Consistent and correct use of the male latex condom reduces the risk for STI/HIV transmission. §Condition that exposes a woman to
increased risk as a result of unintended pregnancy.
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TABLE. Classifications for progestin-only contraceptives,*† including progestin-only pills, DMPA, and implants
Drug Interactions
Category
Condition
Antiretroviral (ARV) therapy
a.Nucleoside reverse transcriptase
inhibitors (NRTIs)
b.Non-nucleoside reverse
transcriptase inhibitors (NNRTIs)
c.Ritonavir-boosted protease inhibitors

POP DMPA Implants Clarifications/Evidence/Comments

1

1

1

2

1

2

3

1

2

Anticonvulsant therapy
a.Certain anticonvulsants (phenytoin,
carbamazepine, barbiturates,
primidone, topiramate, oxcarbazepine)

3

1

2

b.Lamotrigine

1

1

1

Antimicrobial therapy
a.Broad-spectrum antibiotics
b.Antifungals
c.Antiparasitics
d.Rifampicin or rifabutin therapy

1
1
1
3

1
1
1
1

1
1
1
2

Clarification: ARV drugs have the potential to either decrease or increase the bioavailability of
steroid hormones in hormonal contraceptives. Limited data (Appendix M) suggest potential drug
interactions between many ARV drugs (particularly some NNRTIs and ritonavir-boosted protease
inhibitors) and hormonal contraceptives. These interactions may alter the safety and effectiveness
of both the hormonal contraceptive and the ARV drug.Thus, if a woman on ARV treatment decides
to initiate or continue hormonal contraceptive use, the consistent use of condoms is recommended
to both prevent HIV transmission and compensate for any possible reduction in the effectiveness of
the hormonal contraceptive.
Clarification: Although the interaction of certain anticonvulsants with POPs and ETG implants is
not harmful to women, it is likely to reduce the effectiveness of POPs and ETG implants. Whether
increasing the hormone dose of POPs alleviates this concern remains unclear. Use of other
contraceptives should be encouraged for women who are long-term users of any of these drugs.
Use of DMPA is a Category 1 because its effectiveness is not decreased by use of certain
anticonvulsants.Evidence: Use of certain anticonvulsants may decrease theeffectiveness of POCs
(227–229)
Evidence: No drug interactions have been reported among epileptic women taking lamotrigine and
using POCs (230)

Clarification: Although the interaction of rifampicin or rifabutin with POPs and ETG implants is not
harmful to women, it is likely to reduce the effectiveness of POPs and ETG implants. Use of other
contraceptives should be encouraged for women who are long-term users of any of these drugs.
Use of DMPA is a Category 1 because its effectiveness is not decreased by use of rifampicin or
rifabutin. Whether increasing the hormone dose of POPs alleviates this concern remains unclear.

*Abbreviations: STI = sexually transmitted infection; HIV = human immunodeficiency virus; POC = progestin-only contraceptive; DMPA = depot medroxyprogesterone
acetate;BMD = bone mineral density; NET-EN = norethisterone enantate; BMI = body mass index; COC = combined oral contraceptive; HDL = high-density lipoprotein;
POP = progestin-only pill; DVT = deep venous thrombosis; PE = pulmonary embolism; SLE = systemic lupus erythematosus; VTE = venous thromboembolism; MEC =
Medical Eligibility Criteria;hCG = human chorionic gonadotropin; HPV = human papillomavirus; PID = pelvic inflammatory disease; AIDS = acquired immunodeficiency
syndrome; IBD = inflammatorybowel disease; ARV = antiretroviral; LNG = levonorgestrel; NRTI = nucleoside reverse transcriptase inhibitor; NNRTI = non-nucleoside
reverse transcriptase inhibitor; ETG =etonogestrel.†POCs do not protect against STI/HIV. If risk exists for STI/HIV (including during pregnancy or postpartum), the correct
and consistent use of condoms is recommended, eitheralone or with another contraceptive method. Consistent and correct use of the male latex condom reduces the
risk for STIs and HIV transmission.§Condition that exposes a woman to increased risk as a result of unintended pregnancy.

TABLE. Classifications for progestin-only contraceptives,*† including progestin-only pills, DMPA, and implants
MMWR p42

TABLE. Classifications for intrauterine devices,*† including the LNG-IUD and the Cu-IUD
Drug Interactions
Category
Condition
Antiretroviral (ARV) therapy
a.Nucleoside reverse
transcriptase inhibitors (NRTIs)
b.Non-nucleoside reverse
transcriptase inhibitors (NNRTIs)
c.Ritonavir-boosted protease
inhibitors
Anticonvulsant therapy
a.Certain anticonvulsants
(phenytoin, carbamazepine,
barbiturates, primidone,
topiramate, oxcarbazepine)

LNG-IUD
Cu-IUD
Initiation Continuation Initiation Continuation

2/3

2

2/3

2

2/3

2

2/3

2

2/3

2

2/3

2

Clarification: No known interaction exists between ARV therapy
and IUD use. However, AIDS as a condition is classified as
Category 3 for insertion and Category 2 for continuation unless
the woman is clinically well on ARV therapy, in which case, both
insertion and continuation are classified as Category 2 (see AIDS
condition).

Evidence: Limited evidence suggests use of certain
anticonvulsants does not interfere with the contraceptive
effectiveness of the LNG-IUD (139).

1

1

b Lamotrigine
Antimicrobial therapy
a.Broad-spectrum antibiotics
b.Antifungals
c.Antiparasitics
d.Rifampicin or rifabutin therapy

Clarifications/Evidence/Comments

1

1

1
1
1

1
1
1

1

1

Evidence: No drug interactions have been reported among
epileptic women taking lamotrigine and using the LNG-IUD (140).

Evidence: One cross-sectional survey found that rifabutin had
no impact on the effectiveness of the LNG-IUD (139).

* Abbreviations:LNG-IUD=levonorgestrel-releasing intrauterine device;Cu-IUD=copper IUD; STI=sexually transmitted infection; HIV=human
immuno deficiency virus; BMI=body mass index; DVT = deep venous thrombosis; PE = pulmonary embolism; POC = progestin-only
contraceptive; COC = combined oral contraceptive; SLE = systemic lupuserythematosus; MEC=Medical Eligibility Criteria; hCG=human
chorionic gonadotropin; PID=pelvic inflammatory disease; AIDS=acquired immuno deficiency syndrome; ARV=antiretroviral; IBD=inflammatory
bowel disease; NRTI=nucleoside reverse transcriptase inhibitor; NNRTI=non-nucleoside reverse transcriptase inhibitor. †IUDs do not protect
against STI/HIV. If risk exists for STI/HIV (including during pregnancy or postpartum), the correct and consistent use of condoms is
recommended, either alone or with another contraceptive method. Consistent and correct use of the male latex condom reduces the risk for
STIs and HIV transmission §Condition that exposes a woman to increased risk as a result of unintended pregnancy.
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TABLE. Classifications for barrier methods,*† including condoms, spermicides, and diaphragms/caps
Drug Interactions
Condition
Antiretroviral (ARV) therapy
a.Nucleoside reverse
transcriptase inhibitors (NRTIs)
b.Non-nucleoside reverse
transcriptase inhibitors (NNRTIs)
c.Ritonavir-boosted protease
inhibitors

Condom

Category
Spermicide

Diaphragm/cap

1

3

3

1

3

3

1

3

3

1
1

1
1

1
1

Antimicrobial therapy
a.Broad-spectrum antibiotics
b.Antifungals
c.Antiparasitics
d.Rifampicin or rifabutin therapy

1
1
1
1

1
1
1
1

1
1
1
1

Allergy to latex

3

1

3

Anticonvulsant therapy
a.Certain anticonvulsants
(phenytoin, carbamazepine,
barbiturates, primidone,
topiramate, oxcarbazepine)
b.Lamotrigine

Clarifications/Evidence/Comments
Clarification: No drug interaction between ARV therapy and
barrier method use is known. However, HIV infection and
AIDS are classified as Category 3 for spermicides and
diaphragms (see HIV/AIDS condition above).

Clarification: The condition of allergy to latex does not
apply to plastic condoms/diaphragms.

*Abbreviations: STI = sexually transmitted infection; HIV = human immunodeficiency virus; BMI, body mass index; DVT = deep venous thrombosis;
PE = pulmonary embolism;ARV = antiretroviral; hCG = human chorionic gonadotropin; PID = pelvic inflammatory disease; AIDS = acquired
immunodeficiency syndrome; COC = combined oral contraceptive; NRTI = nucleoside reverse transcriptase inhibitor; NNRTI = non-nucleoside
reverse transcriptase inhibitor.†If risk exists for STI/HIV (including during pregnancy or postpartum), the correct and consistent use of condoms is
recommended, either alone or with another contraceptivemethod. Consistent and correct use of the male latex condom reduces the risk for STIs and
HIV transmission. Women with conditions that make pregnancy an unacceptable risk should be advised that barrier methods for pregnancy
prevention may not be appropriate for those who cannot use them consistently and correctly because of the relativelyhigher typical-use failure rates of
these methods. §Condition that exposes a woman to increased risk as a result of unintended pregnancy.

TABLE. Classifications for barrier methods,*† including condoms, spermicides, and diaphragms/caps MMWR
p70

TABLE. Summary of classifications for hormonal contraceptive methods and intrauterine devices*
Drug Interactions
Condition

COC/P/R POP DMPA Implants

LNG-IUD
Cu-IUD
Initiation Continuation Initiation Continuation

Antiretroviral therapy (see appendix M)
a. Nucleoside reverse
transcriptase inhibitors
(NRTIs)
b. Non-nucleoside reverse
transcriptase inhibitors
(NNRTIs)
c. Ritonavir-boosted
protease inhibitors

1†

1

1

1

2/3†

2†

2/3†

2†

2†

2†

1

2†

2/3†

2†

2/3†

2†

3†

3†

1

2†

2/3†

2†

2/3†

2†

3†

3†

1

2†

1

1

3†

1

1

1

1

1

1

1

1

1

1

1

1
1

1
1

1
1

1
1

1
1

1
1

3†

3†

1

2†

1

1

Anticonvulsant therapy
a.Certain anticonvulsants
(phenytoin, carbamazepine,
barbiturates, primidone,
topiramate, oxcarbazepine)
b.Lamotrigine

Antimicrobial therapy
a. Broad-spectrum
antibiotics
b.Antifungals
c.Antiparasitics
d.Rifampicin or rifabutin
therapy

*Abbreviations: COC = combined oral contraceptive; P = combined hormonal contraceptive patch; R = combined hormonal vaginal ring; POP = progestinonly pill; DMPA = depotmedroxyprogesterone acetate; IUD = intrauterine device; LNG-IUD = levonorgestrel-releasing IUD; Cu-IUD = copper IUD; BMI = body
mass index; DVT = deep venous thrombosis; PE = pulmonary embolism; hCG, = human chorionic gonadotropin; PID = pelvic inflammatory disease; STI =
sexually transmitted infection; HIV = human immunodeficiencyvirus; AIDS = acquired immunodeficiency syndrome; NRTI = nucleoside reverse transcriptase
inhibitor; NNRTI = non-nucleoside reverse transcriptase.†Consult the appendix for this contraceptive method for a clarification to this classification. §Condition
that exposes a woman to increased risk as a result of unintended pregnancy.
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Contraception Choices in Women with Underlying Medical Conditions
TABLE 2. Guidelines for Prescribing Contraceptives in Women with Comorbidities
Comorbidity or risk factor
Depression

Methods to consider
Combination OCPs; Depo-Provera

Methods to avoid
—

(long-acting injectable); Implanon
(single-rod implantable device);
Mirena (levonorgestrel-containing
intrauterine system); Nuvaring (ring);
Ortho Evra (patch); progestin-only
OCPs
Diabetes mellitus with complications

Depo-Provera; Implanon; Mirena;

Combination OCPs;

progestin-only OCPs

Nuvaring; Ortho
Evra

Epilepsy treated with medications that induce

Depo-Provera; Mirena

Combination OCPs;
Implanon; Nuvaring;

hepatic enzymes:
Carbamazepine (Tegretol); lamotrigine*

Ortho Evra;

(Lamictal); oxcarbazepine (Trileptal);

progestin-only OCPs

phenobarbital; phenytoin (Dilantin); primidone
(Mysoline); topiramate (Topamax; more than
200 mg per day)
Epilepsy treated with medications that do not

Combination OCPs; Depo-Provera;

induce hepatic enzymes:

Implanon; Mirena; Nuvaring; Ortho

Acetazolamide; benzodiazepines;

—

Evra; progestin-only OCPs

ethosuximide (Zarontin); gabapentin
(Neurontin); levetiracetam (Keppra);
pregabalin (Lyrica); tiagabine (Gabitril);
valproic acid† (Depakene); vigabatrin (Sabril);
zonisamide (Zonegran)
History of bariatric surgery (malabsorptive

Depo-Provera; Implanon; Mirena;

Combination OCPs;

procedure)

Nuvaring; Ortho Evra

progestin-only OCPs

History of bariatric surgery (restrictive procedure) Combination OCPs; Depo-Provera;

—

Implanon; Mirena; Nuvaring; Ortho
Evra; progestin-only OCPs
History of VTE/pulmonary embolism

Depo-Provera; Implanon; Mirena;

Combination OCPs;

progestin-only OCPs

Nuvaring; Ortho
Evra

Inflammatory bowel disease (mild)‡

Combination OCPs; Depo-Provera;

—

Implanon; Mirena; Nuvaring; Ortho
Evra; progestin-only OCPs
Migraine headaches with aura

Depo-Provera; Implanon; Mirena;

Combination OCPs;

progestin-only OCPs

Nuvaring; Ortho
Evra

AAFP American Academy of Family Physicians http://www.aafp.org/afp/2010/0915/p621.html
Contraception Choices in Women with Underlying Medical Conditions
Comorbidity or risk factor
Poorly controlled hypertension

Methods to consider
Depo-Provera; Implanon; Mirena;

Methods to avoid
Combination OCPs;

progestin-only OCPs

Nuvaring; Ortho
Evra

Rheumatoid arthritis (in patients taking

Combination OCPs; Implanon;

immunosuppressants)

Mirena; Nuvaring; Ortho Evra;

Depo-Provera§

progestin-only OCPs
Smoking and age older than 35 years

Depo-Provera; Implanon; Mirena;

Combination OCPs;

progestin-only OCPs

Nuvaring; Ortho
Evra

Stroke

Depo-Provera; Implanon; Mirena;

Combination OCPs;

progestin-only OCPs

Nuvaring; Ortho
Evra

Systemic lupus erythematosus with

Depo-Provera; Implanon; Mirena;

Combination OCPs;

antiphospholipid antibodies

progestin-only OCPs

Nuvaring; Ortho
Evra

OCP = oral contraceptive pill; VTE = venous thromboembolism.
*—Lamotrigine is not a typical enzyme-inducing antiepileptic, but it may reduce the concentration of progesterone.
†—Combination OCPs may reduce concentrations of valproic acid and breakthrough seizures may occur.
‡—The risks of combination OCPs, Nuvaring, or Ortho Evra use may outweigh the benefits in women with inflammatory
bowel disease who are at increased risk of VTE.
§—The risks of Depo-Provera use may outweigh the benefits in women on long-term corticosteroid therapy with a history
of or risk factors for nontraumatic fractures.
Information from references 6, and 8 through 13.

6. ACOG Committee on Practice Bulletins-Gynecology. ACOG practice bulletin. No. 73: Use of hormonal contraception
in women with coexisting medical conditions. Obstet Gynecol. 2006;107(6):1453–1472
8. Petri M, Kim MY, Kalunian KC, et al.; OC-SELENA Trial. Combined oral contraceptives in women with systemic
lupus erythematosus. N Engl J Med. 2005;353(24):2550–2558.

9. Department of Reproductive Health, World Health Organization. Medical Eligibility Criteria for Contraceptive Use. 4th
ed. 2009, http://www.who.int/reproductivehealth/publications/family_planning/9789241563888/en/index.html.
Accessed June 7, 2010.

10. Crawford PM. Managing epilepsy in women of childbearing age. Drug Saf. 2009;32(4):293–307.
11. Crawford P. Best practice guidelines for the management of women with epilepsy. Epilepsia. 2005;46(suppl
9):117–124.

12. Sánchez-Guerrero J, Uribe AG, Jiménez-Santana L, et al. A trial of contraceptive methods in women with systemic
lupus erythematosus. N Engl J Med. 2005;353(24):2539–2549.

13. Centers for Disease Control and Prevention. U.S. medical eligibility criteria for contraceptive use, 2010.
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PRECONCEPTION SCREENING
AND COUNSELING CHECKLIST
NAME____________________________ BIRTHPLACE____________________________ AGE________________
DATE__________________________ Are you planning to get pregnant in the next six months? Y___N___
If your answer to a question is yes, put a check mark in the box in front of the question. Fill in
other information that applies to you.
DIET & EXERCISE
What do you consider a healthy weight
for you?
Do you eat three meals a day?
Do you follow a special diet?
Vegetarian, diabetic, other:
Which do you drink?
Coffee
Milk
Tea
Water
Cola
Other soda
Other – List:
Do you eat raw or undercooked food?
Do you take folic acid?
Do you take other vitamins daily?
Multivitamin, Vitamin A, Other:
Do you take dietary supplements?
List:
Do you have current/past problems with
eating disorders?
Do you exercise?
Type/frequency:

LIFESTYLE
Do you smoke cigarettes or use other
tobacco products?
How many cigarettes/packs a day?
Are you exposed to second-hand smoke?
Do you drink alcohol?
What kind
How often
How much
Do you use recreational drugs?
List:
Do you see a dentist regularly?
What kind of work do you do?
Do you work or live near possible hazards
Chemicals, x-ray, radiation, lead?
List:
Do you use saunas or hot tubs?
NOTES:

Do you eat fish? How often?
MEDICATION / DRUGS
Are you taking prescribed drugs?
List:
Are you taking non-prescribed drugs?
List:
Are you using birth control pills?
Do you get injectable contraceptives or
shots for birth control?
Do you use any herbal remedies or
alternative medicine?
List:
NOTES:

WOMEN’S HEALTH
Do you have any problems with your
menstrual cycle?
Did your mother take the hormone DES
during pregnancy?
Have you ever had HPV, genital warts,
or Chlamydia?
Have you had surgery on your uterus,
cervix, ovaries, or tubes?
How many times have you been
pregnant?
What were the outcomes?
Have you been treated for infertility?
Have you ever been treated for a
sexually transmitted infection (genital
herpes, gonorrhea, syphilis, HIV/AIDS)?
List:

PRECONCEPTION SCREENING
AND COUNSELING CHECKLIST
MEDICAL / FAMILY HISTORY
Do you have or have you ever had:

GENETICS
Family history
You

Your Partner
Epilepsy
Hemophilia
Diabetes
Other bleeding disorders
Asthma
Tay-Sachs disease
High blood pressure
Blood diseases (sickle cell, thalassemia,
other)
Heart disease
Anemia
Muscular dystrophy
Kidney or bladder disorders
Down syndrome/Mental retardation
Thyroid disease
Cystic fibrosis
Chickenpox
Birth Defects (spine, heart, kidney)
Hepatitis C
Ethnic background
Digestive problems
Depression or other mental health problems NOTES:
Surgeries
Lupus
Scleroderma
Other conditions
Have you ever been vaccinated for:
Measles, mumps, rubella
Hepatitis B
Chickenpox

HOME ENVIRONMENT
OTHER
Do you feel emotionally supported at
Is there anything else you’d like me to know?
home?
Do you have help from relatives or friends
if needed?
Do you feel you have serious
Are there any questions you’d like to ask me?
money/financial worries?
Are you in a stable relationship?
Do you feel safe at home?
Does anyone threaten or physically hurt
NOTES:
you?
Do you have pets (cats, rodents, exotics)?
List:
Do you have any contact with soil, cat
litter, or sandboxes?
Do you have clothes dry-cleaned?
BABY PREPARATION
Do you have a place for a baby to sleep?
Do you need any baby items?

REVISION Y LISTA DE CONSEJOS
ANTES DE CONCEBIR
NOMBRE___________________________ LUGAR DE NACIMIENTO ___________________EDAD__________
FECHA___________________ ¿ESTA PLANEANDO QUEDAR EMBARAZADA EN LOS PROXIMOS SEIS MESES?___Si___No

Si su repuesta a la pregunta es si, por favor marca en la linea frente a la pregunta. Llena la
información que aplica a ti.
DIETA Y EJERCICIO
ESTILO DE VIDA
¿Usted fuma cigarros o usa productos de
¿Cual es el peso que consideras saludable
para ti?
tabaco?
¿Comes tres comidas al día?
¿Cuantos cigarros o cajetillas al día?
¿Sigues una dieta especial?
¿ Esta usted expuesta al humo de segunda
mano?
vegetariana, diabética, u otra:
¿Usted toma alcohol?
¿Cuales tu tomas?
¿Que tipo?
Café
Leche
¿Que tan seguido?
Te
Agua
¿Que cantidad?
Cola
Otra
¿Usted ha usado drogas de recreación?
Otras bebida gaseosas
Lista:
¿Comes carne cruda o comida medio
¿Usted ve al dentista regularmente?
cocinada?
¿Tomas acido fólico?
¿Que tipo de trabajo usted hace?
¿Tomas otras vitaminas diarias?
Multivitamina, Vitamina A, Otra
¿Usted trabaja o vive cerca de posibles peligros?
¿Tomas suplementos dietéticos?
Químicos, rayos X, u otras radiaciones, plomo
Lista:
Lista:
¿Tienes problemas con desordenes de
¿Usted usa saunas o tinas calientes?
comida en el presente o en el pasado?
¿Haces ejercicio?
NOTAS:
Tipo/frecuencia:
¿Usted come pescado? ¿Con qué
frecuencia?
MEDICAMENTOS / DROGAS
¿Esta tomando drogas recetadas?
Enlístelas:
¿Esta usando drogas no recetadas?
Enlístelas:
¿Esta usando píldoras anticonceptivas?

SALUD DE LA MUJER
¿Tiene algún problema con sus ciclos
menstruales?
¿Su mama alguna vez tomo hormonas DES
durante el embarazo?
¿Alguna vez ha tenido virus del papiloma
humano genital (VPH), mezquinos genitales o
Clamidia?
¿Usted recibe anticonceptivos inyectables
¿Ha tenido alguna cirugía de su útero, cuello
o inyecciones de control natal?
cervical, ovarios o trompas de Falopio?
¿Usted usa cualquier remedio herbal o
¿Cuantas veces ha estado embarazada?
medicina alternativa?
¿Cual fue/fueron los resultado(s)?
Lista:
NOTAS:
¿ Ha sido tratada por infertilidad?
¿Alguna vez ha sido tratada por alguna
infección sexualmente trasmitida (herpes
genital, gonorrea, sífilis, VIH/SIDA, otro)?
Lista:

REVISION Y LISTA DE CONSEJOS
ANTES DE CONCEBIR
HISTORIA MEDICA / FAMILIAR

Usted tiene o alguna vez ha tenido:

GENETICA

Epilepsia
Diabetes
Asma
Presión arterial alta
Enfermedad del corazón
Anemia
Desordenes de los riñones o vejiga
Desordenes de la tiroides
Varicela
Hepatitis C
Problemas digestivos
Depresión u otros problemas de salud
mental
Cirugías
Lupus
Esclerodermia
Otras condiciones
Alguna vez ha sido vacunada para:
Sarampión, paperas y rubéola
Hepatitis B
Varicela

Historia Familiar

Tu

En la familia de su pareja

Hemofilia
Otros desordenes de la sangre
Enfermedad Tay-Sachs
Enfermedades de la sangre (Célula
enferma, talasemia, otra,)
Distrofia muscular
Síndrome de Down/Retardación mental
Fibrosis cística
Defectos de nacimiento (Espina
dorsal/corazón/riñones)
antecedentes étnicos
NOTAS:

AMBIENTE EN EL HOGAR
¿Se siente emocionalmente apoyada en el
hogar?
¿Tiene ayuda de familiares o amigos si es
necesaria?
¿Se siente con serias preocupaciones
financieras/de dinero?
¿Tiene una relación estable?
¿Se siente segura en su hogar?
¿Alguien le ha amenazado o le ha
lastimado físicamente?
¿Tiene mascotas (gatos, rodadores,
animales exóticos)? Lista:
¿Tiene algún contacto con tierra, gatos o
cajas de arena?
¿Usted lleva su ropa a la tintoreriá?
PREPARACIÓN PARA BEBE
¿Tiene un lugar para que el bebe duerma?
¿Tiene necesidad por artículos para el
bebe?

OTROS
¿Hay algo más que le gustaría informar?

¿Tiene cualquier cosa que le gustaría
preguntarme?
NOTAS:

DRUGS CONTRAINDICATED IN PREGNANCY (part 1 of 2)
This chart represents information on select drugs that are contraindicated (Pregnancy
category X) for women who are pregnant. This is not an inclusive list of products that carry
that pregnancy category. Those drugs that are contraindicated at a certain phase of the
pregnancy are listed next to the product name. For more information on specific drug
monographs, see product entries or consult the manufacturer.
ALLERGIC DISORDERS
None available
CARDIOVASCULAR SYSTEM
Advicor (niacin ext-rel/lovastatin)
Altoprev (lovastatin)
Bayer (aspirin) 3rd trimester
Caduet (amlodipine/atorvastatin)
Coumadin (warfarin sodium)
Crestor (rosuvastatin)
Ecotrin (aspirin) 3rd trimester
Lescol (fluvastatin)
Lescol XL (fluvastatin)
Lipitor (atorvastatin)
Mevacor (lovastatin)
Pravachol (pravastatin)
Pravigard PAC (buffered aspirin/
pravastatin)
Vytorin (ezetimibe/simvastatin)
Zocor (simvastatin)
CENTRAL NERVOUS SYSTEM
Dalmane (flurazepam HCl)
Doral (quazepam)
Estazolam
Halcion (triazolam)
Restoril (temazepam)
Yaz (drospirenone/ethinyl estradiol)
DERMATOLOGICAL DISORDERS
Accutane (isotretinoin)
Avage (tazarotene)
Carac (fluorouracil)
Efudex (fluorouracil)
Estrostep Fe (norethindrone
acetate/ethinyl estradiol)
Ortho Tri-Cyclen 28
(norgestimate/ethinyl estradiol)
Propecia (finasteride)
Solage (mequinol/tretinoin)
Solaraze (diclofenac sodium) 3rd
trimester
Soriatane (acitretin)
SSD (silver sulfadiazine) Late
pregnancy
SSD AF (silver sulfadiazine) Late
pregnancy
Tazorac (tazarotene)

Tri-previfem (norgestimate/ethinyl
estradiol)
Tri-sprintec (norgestimate/ethinyl
estradiol)
Yaz (drospirenone/ethinyl estradiol)

MUSCULOSKELETAL DISORDERS
Advil (ibuprofen) 3rd trimester
Aleve (naproxen sodium) 3rd
trimester
Ansaid (flurbiprofen) Late pregnancy
Arava (leflunomide)
ENDOCRINE DISORDERS
Arthrotec (diclofenac sodium/
Androderm (testosterone)
misoprostol)
Androgel (testosterone)
Bayer (aspirin) 3rd trimester
Android (methyltestosterone)
Cataflam (diclofenac potassium) Late
Delatestryl (testosterone enanthate) pregnancy
Depo-testosterone (testosterone
Celebrex (celecoxib) 3rd trimester
cypionate)
Choline magnesium trisalicylate
Lupron (leuprolide acetate)
Pregnancy at term
Methitest (methyltestosterone)
Dantrium (dantrolene)
Daypro (oxaprozin) 3rd trimester
Oxandrin (oxandrolone)
Diflunisal 3rd trimester
Striant (testosterone)
Ecotrin (aspirin) 3rd trimester
Supprelin LA (histrelin acetate)
Equagesic (meprobamate/aspirin)
Synarel (nafarelin)
Evista (raloxifene HCl)
Testim (testosterone)
Feldene (piroxicam) Late pregnancy
Testred (methyltestosterone)
Lodine (etodolac) Late pregnancy
Virilon (methyltestosterone)
Mobic (meloxicam) 3rd trimester
GASTROINTESTINAL TRACT
Motrin (ibuprofen) 3rd trimester
Nabumetone 3rd trimester
Bellergal-S
(phenobarbital/ergotamine tartrate) Nalfon (fenoprofen calcium) 3rd
trimester
Cytotec (misoprostol)
Naprelan (naproxen) 3rd trimester
INFECTIONS & INFESTATIONS
Oruvail (ketoprofen) Late pregnancy
Copegus (ribavirin)
Prevacid Naprapac
Flagyl (metronidazole) 1st trimester (lansoprazole/naproxen) 3rd
trimester
for trichomoniasis
Probenecid + Colchicine
Gantrisin (sulfisoxazole) 3rd
Rheumatrex (methotrexate sodium)
trimester
Salsalate 3rd trimester
Grifulvin V (griseofulvin)
Soma Compound w. Codeine
Macrobid (nitrofurantoin as
(carisoprodol/aspirin/codeine) 3rd
macrocrystals and monohydrate)
trimester
Pregnancy at term
Voltaren (diclofenac sodium) Late
Macrodantin (nitrofurantoin
pregnancy
macrocrystals) Pregnancy at term
Pediazole
NEOPLASMS
(erythromycin/sulfisoxazole) 3rd
Bexxar (tositumomab)
trimester
Casodex (bicalutamide)
Rebetol (ribavirin)
Eligard (leuprolide acetate)
Rebetron (ribavirin/interferon
alfa -2b)
Estrace (estradiol)
Tindamax (tinidazole) 1st trimester
Plenaxis (abarelix)
Virazole (ribavirin)
Targretin (bexarotene)
Viracept (nelfinavir mesylate)
Thalomid (thalidomide)
(continued)

DRUGS CONTRAINDICATED IN PREGNANCY (part 2 of 2)
Trelstar (triptorelan pamoate)
Trexall (methotrexate)
Vantas (histrelin acetate)
NUTRITION
Didrex (benzphetamine)
Megace ES (megestrol acetate)
Megace Suspension (megestrol
acetate)
OB/GYN
ALL ORAL CONTRACEPTIVES
ALL HORMONE REPLACEMENT
THERAPY
Advil (ibuprofen) 3rd trimester
Aleve (naproxen sodium) 3rd
trimester
Aygestin (norethindrone acetate)
Betadine douche (povidone-iodine)
Bravelle (urofollitropin)
Cataflam (diclofenac potassium) Late
pregnancy
Celebrex (celecoxib)3rd trimester
Cetrotide (cetrorelix)
Clomid (clomiphene citrate)
Depo-subQ provera
(medroxyprogesterone acetate)
Endometrin (micronized
progesterone) Ectopic pregnancy
Flagyl (metronidazole) 1st trimester
for trichomoniasis
Ganirelex acetate
Gonal-F (follitropin alfa)
Lupron Depot (leuprolide acetate)
Luveris (lutropin alfa)
Menopur (menoptropins)
Midol cramp (ibuprofen) 3rd trimester

Midol menstrual (acetaminophen/
caffeine/pyrilamine) 3rd trimester
Midol PMS (acetaminophen/
pamabrom/pyrilamine) 3rd trimester
Midol teen (acetaminophen/
pamabrom) 3rd trimester
Mifeprex (mifepristone)
Motrin (ibuprofen) 3rd trimester
Naprelan (naproxen) 3rd trimester
Ovidrel (choriogonadotropin alfa)
Ponstel (mefenamic acid) Late
pregnancy
Repronex 150 IU (follicle-stimulating
hormone/luteinizing hormone)
Septra (sulfamethoxazole/
trimethoprim) 3rd trimester
Serophene (clomiphene citrate)
Synarel (nafarelin acetate)
Tindamax (tinidazole) 1st trimester
Zoladex (goserelin)
PAIN & PYREXIA

Darvon Compound (propoxyphene
HCl/ aspirin/caffeine) 3rd trimester
Diflunisal 3rd trimester
Excedrin Migraine
(acetaminophen/aspirin/ caffeine)
3rd trimester
Fiorinal (butalbital/aspirin/caffeine)
3rd trimester
Fiorinal w. Codeine
(butalbital/aspirin/ caffeine/codeine
phosphate) 3rd trimester
Ketorolac Late pregnancy
Lodine (etodolac) Late pregnancy
Migranal (dihydroergotamine
mesylate)
Motrin Migraine Pain (ibuprofen) 3rd
trimester
Percodan (oxycodone HCl/aspirin) 3rd
trimester
Ponstel (mefenamic acid) Late
pregnancy
Synalgos-DC (dihydrocodeine
bititrate/ aspirin/caffeine) 3rd
trimester
Vicoprofen (hydrocodone
bitartrate/ibuprofen) 3rd trimester

Advil (ibuprofen) 3rd trimester
Advil Migraine (ibuprofen) 3rd
trimester
Aleve (naproxen sodium) 3rd
RESPIRATORY TRACT
trimester
None available
Bayer (aspirin) 3rd trimester
Cafergot (ergotamine tartrate/
UROGENITAL SYSTEM
caffeine)
Cataflam (diclofenac potassium) Late Avodart (dutasteride HCl) AVOID
pregnancy
HANDLING CAPSULES
Celebrex (celecoxib) 3rd trimester
Caverject (alprostadil)
Combunox (oxycodone/ibuprofen) 3rd Edex (alprostadil)
trimester
Proscar (finasteride) AVOID
D.H.E. 45 (dihydroergotamine
HANDLING CRUSHED/BROKEN
mesylate)
TABLETS

*Not an inclusive list

(created 1/2009)

PREGNANCY CATEGORIES
When pregnancy appears as a contraindication or precaution to the use of a drug it is usually
qualified by a category.
Cat. A: Adequate studies in pregnant women have failed to show a risk to the fetus in the first
trimester and there is no evidence of risk in later trimesters.
Cat. B: Animal studies have failed to show a risk to the fetus but there are no adequate studies in
pregnant women; or animal studies have shown an adverse effect but human studies have
not shown a risk to the fetus inthe first trimester and there is no evidence of risk in later
trimesters.
Cat. C: Animal studies have shown an adverse effect on the fetus but there are no adequate studies
in humans, but the benefits may outweigh the risks; or there are no adequate human studies.
Cat. D: Positive evidence of human fetal risk but the benefits may outweigh the risks.
Cat. X: Animal or human studies have shown fetal abnormalities or toxicity and the risk outweighs
the benefits.

Some Medications Considered Safe for Use
During Pregnancy
Condition
Asthma
Bladder infection (UTI)

Cough
Constipation

Diabetes

Diarrhea
Gas
Gastroesophageal reflux disease
(GERD),
Hayfever, sneezing, runny nose,
itchy watery eyes
Headache or fever:
Heartburn
Hemorrhoids

High blood pressure
Hyperprolactinemia
Hypothyroidism
Infection

Insomnia
Motion sickness
Nasal congestion
Nasal congestion, sneezing, runny
nose, itchy watery eyes
Nasal congestion, sneezing, runny
nose, itchy watery eyes, fever, and
headache
Nausea

Preeclampsia
Vaginal yeast infection

Medication
Budesonide inhaled or nasal spray (Pulmicort®, Rhinocort ®)
Nitrofurantoin (Macrobid®)
- Avoid in first trimester.
- Avoid in patients with possible G6PD deficiency
Penicillin, ampicillin, cephalosporins,Augmentin
Dextromethrophan (Robitussin DM sugar free ®)
Metamucil® , Citrucel®,
Docusate (Colace®, Ducolax ®)
Milk of magnesia.
Polyethyelene glycol (Miralax®)
Insulin
Glyburide (Micronase®)
Metformin (Glucophage®)
Loperamide (Imodium A-D ®)
Simethicone (Gas-X ®, Mylicon ®, Phazyme ®)
Ranitidine (Zantac®)
Cimetidine (Tagamet®)
Chlorpheniramine (Chlor-Trimeton ®,Efidac ®, Teldrin ®)
Diphenhydramine (Benadryl ®) Clemastine (Tavist Allergy ®)
Acetaminophen (APAP,Paracetamol,Panadol, Tylenol®)
TUMs®
Tucks®
Preparation H®
Anusol®
Methyldopa (Aldomet®)
Bromocriptine (Parlodel®)
Carbergoline (Dostinex®)
Thyroid hormone
Levothyroxine (Synthroid ®, Levoxyl ®)
Acyclovir (Zovirax ®)
Azthitromycin (Zithromax ®)
Cepaholosporins
examples: Cephalexin (Keflex®), Cefazolin (Ancef ®), cefaclor
Clindamycin (Cleocin®)
Erythromycin
Penicillins
example Amoxicillin (Amoxil®), Amoxicillin Clavulanate
methicillin, carbenicillin
Metronidazole (Flagyl®)
Doxylamine (Unisom Sleep Tabs® )
Dimenhydrinate (Dramamine ®)
Pseudoephedrine (Sudafed ®)
-Avoid in first trimester.
Actifed Cold and Allergy ®
Ingredients: Triprolidine, Pseudoephedrine
-Avoid in first trimester.
Actifed Cold and Sinus ®
Ingredients: Acetaminophen, Chlorpheniramine,
Pseudoephedrine- Avoid in first trimester.
Ginger
Pyridoxine 25 mg PO TID WITH
Unisom Sleep Tabs (Doxylamine Succinate 25 mg) 1/2 tablet TID
Metoclopramide (Reglan ® )
Magnesium sulfate
Clotrimazole cream (Gyne-Lotrimin®)

Copyright © 2002-2011 by Focus Information Technology. All rights reserved.

PATIENT HEALTH QUESTIONNAIRE-9
(PHQ-9)
Over the last 2 weeks, how often have you been bothered
by any of the following problems?
(Use “✔” to indicate your answer)

Not at all

Several
days

More
than half
the days

Nearly
every
day

1. Little interest or pleasure in doing things

0

1

2

3

2. Feeling down, depressed, or hopeless

0

1

2

3

3. Trouble falling or staying asleep, or sleeping too much

0

1

2

3

4. Feeling tired or having little energy

0

1

2

3

5. Poor appetite or overeating

0

1

2

3

6. Feeling bad about yourself — or that you are a failure or
have let yourself or your family down

0

1

2

3

7. Trouble concentrating on things, such as reading the
newspaper or watching television

0

1

2

3

8. Moving or speaking so slowly that other people could have
noticed? Or the opposite — being so fidgety or restless
that you have been moving around a lot more than usual

0

1

2

3

9. Thoughts that you would be better off dead or of hurting
yourself in some way

0

1

2

3

FOR OFFICE CODING

0

+ ______ + ______ + ______
=Total Score: ______

If you checked off any problems, how difficult have these problems made it for you to do your
work, take care of things at home, or get along with other people?
Not difficult
at all

Somewhat
difficult

Very
difficult

Extremely
difficult

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an educational grant from
Pfizer Inc. No permission required to reproduce, translate, display or distribute.

CUESTIONARIO SOBRE LA SALUD
DEL PACIENTE-9
(PHQ-9)
Durante las últimas 2 semanas, ¿qué tan seguido ha
tenido molestias debido a los siguientes problemas?
(Marque con un “ ” para indicar su respuesta)

Ningún
día

Varios
días

Más de la
mitad de
los días

Casi
todos los
días

1. Poco interés o placer en hacer cosas

0

1

2

3

2. Se ha sentido decaído(a), deprimido(a) o sin esperanzas

0

1

2

3

3. Ha tenido dificultad para quedarse o permanecer
dormido(a), o ha dormido demasiado

0

1

2

3

4. Se ha sentido cansado(a) o con poca energía

0

1

2

3

5. Sin apetito o ha comido en exceso

0

1

2

3

6. Se ha sentido mal con usted mismo(a) – o que es un
fracaso o que ha quedado mal con usted mismo(a) o con
su familia

0

1

2

3

7. Ha tenido dificultad para concentrarse en ciertas
actividades, tales como leer el periódico o ver la televisión

0

1

2

3

8. ¿Se ha movido o hablado tan lento que otras personas
podrían haberlo notado? o lo contrario – muy inquieto(a)
o agitado(a) que ha estado moviéndose mucho más de
lo normal

0

1

2

3

9. Pensamientos de que estaría mejor muerto(a) o de
lastimarse de alguna manera

0

1

2

3

FOR OFFICE CODING

0

+ ______ + ______ + ______
=Total Score: ______

Si marcó cualquiera de los problemas, ¿qué tanta dificultad le han dado estos problemas para
hacer su trabajo, encargarse de las tareas del hogar, o llevarse bien con otras personas?
No ha sido
difícil

Un poco
difícil

Muy
difícil

Extremadamente
difícil

Elaborado por los doctores Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke y colegas, mediante una subvención
educativa otorgada por Pfizer Inc. No se requiere permiso para reproducir, traducir, presentar o distribuir.

GAD-7
Over the last 2 weeks, how often have you
been bothered by the following problems?

More than
Nearly
half the
every day
days

Not
at all

Several
days

1. Feeling nervous, anxious or on edge

0

1

2

3

2. Not being able to stop or control worrying

0

1

2

3

3. Worrying too much about different things

0

1

2

3

4. Trouble relaxing

0

1

2

3

5. Being so restless that it is hard to sit still

0

1

2

3

6. Becoming easily annoyed or irritable

0

1

2

3

7. Feeling afraid as if something awful
might happen

0

1

2

3

(Use “✔” to indicate your answer)

(For office coding: Total Score T____

=

____

+ ____

Developed by Drs. Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke and colleagues, with an
educational grant from Pfizer Inc. No permission required to reproduce, translate, display or distribute.

+ ____ )

GAD-7
Durante las últimas 2 semanas, ¿qué tan seguido ha
tenido molestias debido a los siguientes problemas?

Más de la
Casi todos
mitad de
los días
los días

Ningún
día

Varios
días

1. Se ha sentido nervioso(a), ansioso(a) o con los nervios
de punta

0

1

2

3

2. No ha sido capaz de parar o controlar su preocupación

0

1

2

3

3. Se ha preocupado demasiado por motivos diferentes

0

1

2

3

4. Ha tenido dificultad para relajarse

0

1

2

3

5. Se ha sentido tan inquieto(a) que no ha podido
quedarse quieto(a)

0

1

2

3

6. Se ha molestado o irritado fácilmente

0

1

2

3

7. Ha tenido miedo de que algo terrible fuera a pasar

0

1

2

3

(Marque con un “ ” para indicar su respuesta)

(For office coding: Total Score T____ =

____ +

____

Elaborado por los doctores Robert L. Spitzer, Janet B.W. Williams, Kurt Kroenke y colegas, mediante
una subvención educativa otorgada por Pfizer Inc. No se requiere permiso para reproducir, traducir,
presentar o distribuir.

+

____ )

CLINICAL GUIDELINES AND PRIMARY CARE

National Recommendations for Preconception Care:
The Essential Role of the Family Physician
Anne L. Dunlop, MD, MPH, Brian Jack, MD, and Keith Frey, MD, MBA
The Centers for Disease Control and Prevention have published national recommendations for improving preconception health and health care in response to unfavorable aspects of the health status of
women and children in the United States. The publication explains that the national recommendations
are part of a strategic plan for improving preconception health through the provision of clinical care as
well as the promotion of changes in individual behaviors, health policy, and public health strategies.
The concept of preconception care has been articulated for well over a decade but has not become part
of the routine practice of family medicine. Because all women of reproductive age presenting to the primary care setting are candidates for preconception care, the essential and critical role of family physicians in the provision of preconception care is apparent. As a specialty, we are now challenged to devise
ways to effectively translate the concept of preconception care into clinical reality. (J Am Board Fam
Med 2007;20:81– 4.)

The Centers for Disease Control and Prevention,
together with a Select Panel of external partners,
recently published national recommendations for
improving preconception health and health care.1
The intent of the recommendations is to address
unfavorable aspects of the health status of women
and children in the United States, including rates of
adverse birth outcomes (preterm and low birth
weight deliveries, infant deaths, and birth defects),
maternal pregnancy complications, and unintended
pregnancies – all which are higher than goals outlined in Healthy People 2010.2
The national recommendations should be
viewed as a strategic plan for improving preconception health through the provision of clinical care as
well as the promotion of changes in individual behaviors, health policy, and public health strategies.
The national recommendations with background
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information, review of the existing evidence, and
references for incorporating preconception care
into practice are found on CDC web sites.3,4 A
brief description of the 10 key recommendations
are found in Table 1.
The concept of preconception care has been
articulated for well over a decade,5–20 yet has not
become part of the routine practice of family medicine. Lack of physician knowledge of recommended interventions is one barrier to the provision of preconception care. The CDC publication
addresses the knowledge barrier by outlining 14
speciﬁc preconception health care interventions for
which clinical practice guidelines and evidence of
effectiveness exist (Table 2). A complete overview
of existing clinical practice guidelines that address
preconception care and the evidence supporting
the recommended interventions is available.21
Other recognized barriers to the provision of
preconception care include lack of patient knowledge of and demand for services, lack of physician
time, and lack of insurance coverage. Six of the 10
key recommendations address these barriers
through public health outreach and social marketing programs (recommendations 1, 2, 8), policy
strategies (recommendation 7), and health services
research initiatives (recommendations 9, 10).
The essential and critical role of family physicians in the provision of preconception care is ap-
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Table 1. Summary of 10 Key Recommendations to Improve Preconception Health
1
2

3
4

5
6
7
8

9
10

Individual responsibility across the life span. Encourage each woman and every couple to have a reproductive life plan.
Consumer awareness. Increase public awareness of the importance of preconception health behaviors and increase
individuals’ use of preconception care services using information and tools appropriate across varying age, literacy,
health literacy, and cultural/linguistic contexts.
Preventive visits. As a part of primary care visits, provide risk assessment and counseling (education and health promotion)
to all women of childbearing age to reduce risks related to the outcomes of pregnancy.
Interventions for identiﬁed risks. Increase the proportion of women who receive interventions as follow up to
preconception risk screening, focusing on high priority interventions (ie, those with high population impact and
sufﬁcient evidence of effectiveness).
Interconception care. Use the interconception period to provide intensive interventions to women who have had a prior
pregnancy ending in adverse outcome (eg, infant death, low birthweight, or preterm birth).
Prepregnancy check ups. Offer, as a component of maternity care, one pre-pregnancy visit for couples planning
pregnancy.
Health coverage for low-income women. Increase Medicaid coverage among low-income women to improve access to
preventive women’s health, preconception, and interconception care.
Public health programs and strategies. Infuse and integrate components of preconception health into existing local public
health and related
programs, including emphasis on those with prior adverse outcomes.
Research. Augment research knowledge related to preconception health.
Monitoring improvements. Maximize public health surveillance and related research mechanisms to monitor
preconception health.

Table 2. Preconception Interventions with Evidence for Improving Pregnancy Outcomes
Intervention
Folic acid supplementation
Rubella vaccination
Diabetes management
Hypothyroidism management
Hepatitis B vaccination for at risk women

HIV/AIDS screening and treatment
STD screening and treatment

Maternal PKU management
Oral anticoagulant use management
Antiepileptic drug use management
Accutane use management
Smoking cessation counseling

Eliminating alcohol use
Obesity control

Proven Health Effect
Reduces occurrence of neural tube defects by two thirds.
Provides protection against congenital rubella syndrome.
Substantially reduces the 3-fold increase in birth defects among infants of
diabetic women.
Adjusting levothyroxine dosage early in pregnancy protects proper neurologic
development.
Prevents transmission of infection to the infant and eliminates the risk to the
woman of hepatic failure, liver carcinoma, cirrhosis, and death due to HBV
infection.
Allows for timely treatment and provides women (or couples) with additional
information that can inﬂuence the timing of pregnancy and treatment.
Reduces the risk of ectopic pregnancy, infertility, and chronic pelvic pain
associated with Chlamydia trachomatis and Neisseria gonorrhoea and reduces the
possible risk to the fetus of fetal death and physical and developmental
disabilities, including mental retardation and blindness.
Prevents babies from being born with PKU-related mental retardation.
Switching women off teratogenic anticoagulants (ie, warfarin) before pregnancy
avoids harmful exposure.
Changing to a less teratogenic treatment regimen reduced harmful exposure.
Preventing pregnancy for women who use isotretinoin (Accutane) or ceasing
isotretinoin use before conception, eliminates harmful exposure.
Completing smoking cessation before pregnancy care can prevent smokingassociated preterm birth, low birth weight, or other adverse perinatal
outcomes.
Controlling alcohol binge drinking and/or frequent drinking before pregnancy
prevents fetal alcohol syndrome and other alcohol-related birth defects.
Reaching a healthy weight before pregnancy reduces the risks of neural tube
defects, preterm delivery, diabetes, cesarean section, and hypertensive and
thromboembolic disease that are associated with obesity.

PKU, phenylketonuria.
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parent. Family physicians provide much of the
health maintenance, family planning, and chronic
disease care for women, and strive to maintain
continuity of care (often before, after, and between
pregnancies) and close relationships with their patients. A recent survey documents that women prefer to receive preconception health information
from their primary care physicians.22 As a specialty, we are now challenged to effectively translate the concept of preconception care into clinical reality. This is a clinical and public health
domain where Family Medicine must assume a
leadership role or be usurped by other disciplines
with far less impact than could otherwise be realized.
In the short term, family physicians could do 2
things to promote preconception health and health
care. First, ask every women of reproductive age
whether she intends to become pregnant in the
next year. Asking every woman about her reproductive intentions promotes the idea that pregnancies should be intended and planned by providing
contraception to the woman who does not intend
to conceive and promotes the initiation of preconception care strategies for women if and when they
do desire to become pregnant. Second, inform
women that health conditions and medications can
affect pregnancy outcomes and that pregnancy can
affect a woman’s health.
In the longer term, aspects of the national recommendations could be incorporated into the Future of Family Medicine Project’s “New Model” of
family medicine, which promotes the provision of
team-based, patient-centered care and a commitment to providing an essential “basket of services.”23 We advocate that the intentional provision of
preconception care be included in family medicine’s essential “basket of services.”
All women of reproductive age and potential
presenting to the primary care setting are considered candidates for preconception care.1 Some have
expressed concern that the national recommendations excessively focus the health care encounter on
a woman’s reproductive potential. However, the
intent of the national recommendations is to empower women by promoting reproductive planning
linked with the provision of contraception to prevent unintended pregnancies and by providing
them with relevant information to make their own
informed decisions.

doi: 10.3122/jabfm.2007.01.060143
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The clinical content of preconception care:
the use of medications and supplements
among women of reproductive age
Anne L. Dunlop, MD, MPH; Paula M. Gardiner, MD, MPH; Cynthia S. Shellhaas, MD, MPH;
M. Kathryn Menard, MD, MPH; Melissa A. McDiarmid, MD, MPH

M

edication usage among pregnant
women and women of reproductive age is common. A survey of women
giving birth in Oklahoma1 reports that
the average number of medications
taken during pregnancy ranged from
1.6-2.9 (excluding vitamin and mineral
supplements), depending on the trimester. The same survey reported that 54%
of all products consumed in pregnancy
were over-the-counter (OTC) medications. Another source estimates that
more than 80% of pregnant women take
OTC or prescription drugs during pregnancy.2 National surveys among women
of reproductive age document that

The use of prescription and over-the-counter medications and dietary supplements are
common among women of reproductive age. For medications, little information about the
teratogenic risks or safety is available, as pregnant women are traditionally excluded from
clinical trials, and premarketing animal studies do not necessarily predict the effects of
treatment in human pregnancy. Even less is typically known about the effects of dietary
supplements on pregnancy outcomes, as they are not held to the same rigorous safety
and efficacy standards as prescription medications. Congenital anomalies associated with
medication use are potentially preventable, because they are linked with modifiable
maternal exposures during the period of organogenesis. However, as women of reproductive age experience acute and chronic conditions that can result in adverse outcomes
for the woman and her offspring, the benefits of use of a particular medication before or
early in pregnancy may outweigh the risks. Resources and principles outlined in this
article will aid healthcare providers in selecting appropriate medication regimens for
women of reproductive age, particularly those with chronic health conditions, those who
are planning a pregnancy, and those who may become pregnant.
Key words: medication, preconception, prescription, teratogen
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chronic conditions often requiring the
ongoing administration of medications
for maintenance are not uncommon
among women of reproductive age.3 As
maternal age and body mass index increase, it is likely that an even greater
proportion of women who are planning
a pregnancy or who could become pregnant will have chronic diseases that necessitate prescription medications.
Presently, congenital anomalies are
among the leading causes of infant mortality in the United States.4 It is estimated
that approximately 10-15% of congenital anomalies are due to teratogenic maternal exposures. Congenital anomalies
caused by teratogenic exposures, such as
certain medications, are considered preventable, as they are linked with modifiable maternal exposures during the period of organogenesis.5 It follows that
maternal avoidance of teratogenic exposures would minimize congenital anomalies. However, as women of reproductive age and those who are pregnant
experience acute and chronic health
conditions that must be medically man-

aged, in many instances avoidance of medications is neither possible nor advisable.
The benefits of medication use during
pregnancy are not restricted to the recovery of maternal health, but extend to
the protection of the fetus in many instances. Poorly controlled diabetes mellitus is teratogenic, whereas the appropriate management of diabetic pregnant
women can prevent diabetic embryopathy.6 Uncontrolled asthma can decrease
oxygen in the fetal blood, possibly impairing fetal growth and survival.7 Uncontrolled high blood pressure increases
the risks of placental problems and fetal
growth retardation.8 The treatment of
infectious diseases of the reproductive
tract can significantly reduce the prevalence of preterm birth and its effects.1,9
For all pregnant women infected with
HIV, the Center for Disease Control
(CDC) recommends the drug zidovudine (AZT) to minimize perinatal transmission.10 The periconceptional use of
folic acid can prevent most neural tube
defects11 and a considerable number of
congenital anomalies of the cardiovascu-
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TABLE 1

FDA classification of medication safety during pregnancy
Category

Description

A

Adequate, well-controlled studies in pregnant women have not shown an increased risk of fetal abnormalities.

B

Animal studies have revealed no evidence of harm to the fetus; however, there are no adequate and well-controlled studies in
pregnant women; or animal studies have shown an adverse effect, but adequate and well-controlled studies in pregnant women
have failed to demonstrate a risk to the fetus.

................................................................................................................................................................................................................................................................................................................................................................................

................................................................................................................................................................................................................................................................................................................................................................................

C

Animal studies have shown an adverse effect and there are no adequate and well-controlled studies in pregnant women; or no
animal studies have been conducted and there are no adequate and well-controlled studies in pregnant women.

................................................................................................................................................................................................................................................................................................................................................................................

D

Studies, adequate well-controlled or observational, in pregnant women have demonstrated a risk to the fetus. However, the benefits
of therapy may outweigh the potential risk.

................................................................................................................................................................................................................................................................................................................................................................................

X

Studies, adequate well-controlled or observational, in animals or pregnant women have demonstrated positive evidence of fetal
abnormalities. The use of the product is contraindicated in women who are or may become pregnant.

................................................................................................................................................................................................................................................................................................................................................................................
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lar system, urinary tract, and limb
deficiencies.12,13
Teratogenicity is a complex process
and is dependent on the timing of the
exposure in relation to the gestational
age, the dose, and route of administration. The developmental stage of the
conceptus is particularly critical in determining teratogencity. For example, after
24 weeks’ gestation, the antibiotic tetracycline can cause permanent staining of
the offspring’s teeth. During the second
and third trimesters, angiotensin-converting enzyme (ACE) inhibitors can
damage the fetal kidneys. The period of
greatest sensitivity to most teratogenic
exposures is the period of organogenesis,
from 18-60 days postconception (approximately 4.5-11 weeks after the last
menstrual period).14 Exposures after the
period of organogenesis usually do not
result in structural anomalies, although
there are exceptions. Rather, teratogenic
exposures during the fetal period (after
60 days postconception) typically result
in growth restriction or functional disorders of the central nervous system, kidneys, or other organs.
The dose and route of administration
of the agent are other important features
of potential teratogenicity. Teratogenic
effects occur only when the dose of an
agent exceeds a threshold.15 Higher
doses and chronic exposures are of more
concern than lower doses and single exposures. A teratogenic effect is less likely
with the use of dermal agents with minimal systemic absorption. Finally, the
way in which the woman or offspring
S368

metabolize an agent is influenced by genotype, which ultimately determines the
effective “dose” of the exposure. Processes relevant to medication processing
that are influenced by genotype include
metabolism, receptor binding, drug distribution, placental transport, and cellular sensitivity. In addition, physiologic
changes that occur during pregnancy
and affect the pharmacokinetics and/or
pharmacodynamics include: changes in
body weight and body composition; delayed gastric emptying and gastrointestinal transit time; expanded plasma volume; increased cardiac output and blood
flow to the uterus, kidneys, skin, and
mammary glands; decreased plasma albumin; increased glomerular filtration
rate; and changes in the activity of hepatic enzymes.16 It may be necessary to
adjust the dosage and/or frequency of
medication used during pregnancy.
For most medications, little information about teratogenic risk or safety is
available at the time of marketing, as
pregnant women are traditionally excluded from clinical trials. Premarketing
animal studies do not necessarily predict
the effects of treatment in human pregnancy. Medications for which there were
false-negative animal teratology studies
include captopril, enalapril, carbimazole, methimazole, and misoprostol. Although comparably more research has
been performed on hypertension, depression, and other conditions that commonly occur in women of reproductive
age, no areas can be considered wellstudied in pregnancy. A review con-
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ducted in 2001 concluded that there was
not enough information to assess the teratogenic risk or safety during pregnancy
of more than 90% of prescription medications approved by the US Food and
Drug Administration (FDA) in the previous 20 years.17 Gaps in information are
even more substantial for OTC and dietary supplements.
Given the above, it can be difficult for
health care providers and women to decide whether to use a given medication
during pregnancy as well as for women
who are planning to or who could become pregnant. The decision must be individualized according to the woman
and her unique circumstances, considering the balance of risks, benefits, and efficacy of treatment for mother and fetus.
There are resources available to aid
health care providers and women in their
medical decision-making. The US FDA
uses a risk classification system for medications based on data from human and
animal studies to help interpret the risks
associated with use of medications during pregnancy.18 The current FDA classification system uses the letters A, B, C,
D, and X for the 5 categories (Table 1).
Drugs for which there is evidence of fetal
risk but “the potential benefits from the
use of the drug in pregnant women may
be acceptable despite its potential risks”
are classified as class D. Drugs that are
“contraindicated in women who are or
may become pregnant” are classified as
class X. Critics of the FDA classification
system argue that the risk categories are
limited in that they do not indicate the
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risk based on time during gestation in
which the medication is used and that
the letters imply a gradation of risk that
does not necessarily exist. In actuality,
category X reflects a benefit-risk judgment, but drugs in this category may be
no more toxic than those in categories C
or D. An understanding of both the value
and limitations of the FDA categories of
risk is necessary for counseling women
of reproductive age who have taken or
may need to take a given medication. In
response to criticism of the current system of classification, the FDA has proposed to amend its regulations concerning the format and content of the
“Pregnancy,” “Labor and delivery,” and
“Nursing mothers” subsections of the
“Use in Specific Populations” section of
the labeling for human prescription drug
and biological products. Specifically, the
FDA is proposing to require that labeling
includes a summary of the risks of using
a drug during pregnancy and lactation, a
discussion of the data supporting that
summary, and relevant clinical information to help health care providers make
prescribing decisions and counsel
women about the use of drugs during
pregnancy and/or lactation. The proposal would eliminate the current pregnancy categories A, B, C, D, and X.19
There are several additional resources
that healthcare providers may utilize.
The textbook Drugs in Pregnancy and
Lactation20 includes a fetal risk summary
containing a review of literature about a
particular drug to provide more data for
decision making by the prescribing
health care provider. Complete and upto-date information regarding medication teratogenic risks can be found on
the online REPRORISK system (www.
reprotox.org), available from Micromedex, which contains periodically updated, scientifically reviewed resources.
In addition, the Organization of Teratology Information Specialists has compiled
“fact sheets” on various prescription
and OTC medications and supplements
(available at http://otispregnancy.org/
otis_fact_sheets.asp).
More details about preconception
considerations for various prescription
and OTC medications and supplements
are found below.

Prescription medications
A recent study finds that 1 of every 13
visits made to ambulatory practices by
women of reproductive age results in the
prescription of a potentially teratogenic
(class D or X) medication. The same survey found that contraceptive counseling
was provided on less than 20% of visits
that documented use of a potential teratogen by a woman of reproductive age,
and that women using low-risk drugs
(class A or B) received contraceptive
counseling as frequently as women using
potential teratogens. A table of medications generally accepted to be contraindicated in the preconception period and
pregnancy is found in Table 2. A more
complete listing of potential teratogens
(class D or X) is found as an appendix in
the article by Schwarz et al.21
Recommendations by other groups
Several professional organizations have
issued recommendations regarding the
use of drugs related to their specialty in
pregnancy. Specifically, there are established practice guidelines for use of
medications to manage diabetes,22 hypertension,23 seizure disorders,24 thyroid
disorders,25 disorders requiring anticoagulation,26 asthma,27 gastrointestinal disorders,28 tuberculosis,29 sexually transmitted
infections including HIV,9,10 migraine
headaches,30 the management of acne
using isotretinoin, and psychiatric and
psychologic disorders (including depression and bipolar disorders).31,32 Recently, the FDA has changed the labeling
of paroxetine (Paxil) from class C to D
based on the results of recent studies suggesting that the drug increases the risk of
birth defects, particularly heart defects,
when women take it during the first 3
months of pregnancy.33
Recommendation. All women of reproductive age should be screened for
the use of teratogenic medications and
should receive counseling about the potential impact of chronic health conditions and medications on pregnancy
outcomes for mother and child. Whenever possible, potentially teratogenic
medications should be switched to safer
medications before conception. For
women with chronic conditions with serious morbidity (to mother and infant),

the fewest number and lowest dosages of
essential medications that control maternal disease should be used. For
women not desiring pregnancy, a plan
for contraception should be addressed
and initiated. Strength of recommendation: A; quality of evidence: II-2.

OTC medications
Commonly used OTC medications
among women of reproductive age include analgesics; cough, cold, and allergy
remedies; and remedies for gastrointestinal upset.34,35 The safety of commonly
used examples of these OTC medications are given in Table 3.
Related recommendations
by other groups
As part of a preconception care visit, the
American College of Obstetricians and
Gynecologists (ACOG) recommends
that women inform their health care
provider of their use of OTC medications. The ACOG also recommends that
women who are pregnant talk to their
doctor before using any OTC medication during pregnancy.
Recommendation. Health care providers should educate women of reproductive age about the need to discuss the use
of OTC medications with their provider
when planning a pregnancy. Women
should be specifically advised not to use
aspirin if they are planning a pregnancy
or become pregnant. Strength of recommendation: A; quality of evidence: III.

Dietary Supplements
The 1994 Dietary Supplement Health
and Education Act (DSHEA) defined dietary supplements (DSs) as vitamin,
mineral, herb/botanical, amino acid, enzyme, protein, probiotic, glandular, or
hormone-like substances. Various national surveys have estimated that
18-52% of the US population uses dietary supplements and many women use
dietary supplements before and during
pregnancy.36-38 In the United States, dietary supplements are not regulated in
the same way as prescription medications and do not necessarily undergo
clinical trials for safety and efficacy, especially in pregnancy. However, concerns
about safety, effectiveness, quality control, contamination, adverse events, and
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TABLE 2

Medications contraindicated (class X) in pregnancy
Agent

Comments

Angiotensin-converting enzyme inhibitors (antihypertensive),
and angiotension II receptor blockers

May cause kidney abnormalities in fetus when used in 2nd or 3rd trimesters.

HMG-CoA reductase inhibitors (statins)

A range of abnormalities has been reported for exposures during the 4th-9th
week of gestation.

................................................................................................................................................................................................................................................................................................................................................................................

................................................................................................................................................................................................................................................................................................................................................................................

Androgens and testosterone derivatives

Cause masculinization of female fetus.

Carbamazapine (anticonvulsant)

Risk of fetal death, mental retardation, and malformed hearts, genitals, cleft
palates, and arteries. Should be switched to another, less teratogenic agent
before conception whenever possible. Use should be reserved only for cases
where benefit outweighs risk.

................................................................................................................................................................................................................................................................................................................................................................................

................................................................................................................................................................................................................................................................................................................................................................................

Coumadin derivatives

Risk of bone and cartilage deformities, mental retardation, and vision problems.
Should be switched to heparin before conception whenever possible.

................................................................................................................................................................................................................................................................................................................................................................................

Folic acid antagonists

Risk of spontaneous abortion and malformations.

Leflunomide, thalidomide

Risk of limb deformities. Use only with strict pregnancy prevention protocols.

Lithium (antidepressant)

Associated with increased risk of cardiovascular anomalies.

Phenytoin (anticonvulsant)

Risk of fetal hydantoin syndrome, including intrauterine growth restriction with
small head circumference, dysmorphic facies, orofacial clefts, cardiac defects,
and distal digital hypoplasia. Use should be reserved only for when benefit
outweighs risk.

................................................................................................................................................................................................................................................................................................................................................................................
................................................................................................................................................................................................................................................................................................................................................................................
................................................................................................................................................................................................................................................................................................................................................................................

................................................................................................................................................................................................................................................................................................................................................................................

Streptomycin and kanamycin (antiinfective)

Risk of ototoxicity.

Tetracycline (antiinfective)

Risk to developing bones and teeth causing discoloration of teeth and skeletal
abnormalities.

................................................................................................................................................................................................................................................................................................................................................................................

................................................................................................................................................................................................................................................................................................................................................................................

Valproic acid (anticonvulsive)

Risk of central nervous system dysfunction, spina bifida, development delay,
intrauterine growth retardation, and cardiac anomalies. Should be switched to
another, less teratogenic agent before conception whenever possible. If benefit
of use outweighs risk, should be administered in 3-4 divided doses and should
not be combined with carbamazapine and phenobarbitol.

................................................................................................................................................................................................................................................................................................................................................................................

Isotretinoin, known as Accutane (antiacne)

Elevated risk of spontaneous abortion and many anomalies.

................................................................................................................................................................................................................................................................................................................................................................................
19
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interactions with medications have been
raised in the literature about dietary supplements.39 Although many health care
professionals will recommend certain
dietary supplements before and during
pregnancy (eg, folate, iron, and calcium), the safety and efficacy of many
dietary supplements (eg, botanicals and
weight loss products) has not been
well established before or during pregnancy.40 Most of the data available have
been based on case reports, animal studies, and retrospective studies. Clinical
trials evaluating the safety and efficacy of
dietary supplements before and during
pregnancy are needed especially for vitamin D, fish oil, and botanical products. It
is critical that all health care professionals ask their patients what vitamins, minS370

erals, herbs, traditional remedies, and
other dietary supplements they are using.
Recommendations by other groups
Health Canada has reported that at this
time there is not enough scientific information about the safety of various herbs
and herbal products to recommend their
general use during pregnancy and lactation. Women should use these products
cautiously, and critically examine any information about their proposed benefits.41
Recommendation. Health care providers should educate women of reproductive age about the need to discuss the use
of dietary supplements before pregnancy, including herbs, weight loss
products, and sport supplements, and
should caution women about the un-
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known safety profile of many supplements. High-quality and prescriptionquality dietary supplements should be
encouraged. Strength of recommendation: A; quality of evidence: II-C.

Conclusion
Given the widespread use of prescription
and OTC medications and dietary supplements—including herbs, weight loss
products, and sport supplements—
among women of reproductive age, the
growing prevalence of women with
chronic conditions during their reproductive years, and the unknown safety
profile or known risk of teratogenicity of
many medications and supplements,
health care providers should educate
women of reproductive age about the
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TABLE 3

FDA classification of common over-the-counter medications
Drug name

FDA Class
by Trimester

Drug Class

Use in Pregnancy

Analgesics

................................................................................................................................................................................................................................................................................................................................................................................

Acetominophen

B/B/B

Nonnarcotic

Pain reliever of choice.

Aspirin

D/D/D

Salicylate

Not recommended except for specific indications; associated with increased
perinatal mortality, neonatal hemorrhage, decreased birth weight, prolonged
gestation and labor, and possible teratogenicity.

................................................................................................................................................................................................................................................................................................................................................................................

................................................................................................................................................................................................................................................................................................................................................................................

Ibuprofen
Ketoprofen
Naproxen

B/B/D
B/B/D
B/B/D

NSAID
NSAID
NSAID

Avoid in 3rd trimester; associated with oligohydramnios, premature closure
of the fetal ductus arteriosus with subsequent persistent pulmonary
hypertension of the newborn infant, fetal nephrotoxicity, and periventricular
hemorrhage.

................................................................................................................................................................................................................................................................................................................................................................................

Cough and cold remedies

................................................................................................................................................................................................................................................................................................................................................................................

Chlorpheniramine

B

Antihistamine

Antihistamine of choice.

Pseudoephedrine

B

Decongestant

Oral decongestant of choice; possible association with gastroschisis.

Guaifenesin

C

Expectorant

Possible increased risk of neural tube defects.

Dextromethorphan

C

Antitussive

Appears to be safe in pregnancy.

Diphenhydramine

B

Antihistamine

Possible oxytocin-like effects at high dosages.

Clemastine

B

Antihistamine

Unknown safety profile.

................................................................................................................................................................................................................................................................................................................................................................................
33
................................................................................................................................................................................................................................................................................................................................................................................
................................................................................................................................................................................................................................................................................................................................................................................
................................................................................................................................................................................................................................................................................................................................................................................
................................................................................................................................................................................................................................................................................................................................................................................
................................................................................................................................................................................................................................................................................................................................................................................

Gastrointestinal remedies

................................................................................................................................................................................................................................................................................................................................................................................

Aluminum hydroxide/
Magnesium hydroxide

B

Antacid

Appears to be safe in pregnancy.

Calcium carbonate

C

Antacid

Appears to be safe in pregnancy.

Simethicone

C

Antiflatulant

Appears to be safe in pregnancy.

Cimetadine

B

Antihistamine

Preferred after antacids; generally regarded as safe.

Ranitidine

B

Antihistamine

Preferred after antacids; generally regarded as safe.

Nizatidine

C

Antihistamine

Not recommended because of adverse animal studies.

Famotidine

B

Antihistamine

Probably safe; data needed.

................................................................................................................................................................................................................................................................................................................................................................................
................................................................................................................................................................................................................................................................................................................................................................................
................................................................................................................................................................................................................................................................................................................................................................................
................................................................................................................................................................................................................................................................................................................................................................................
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FDA, Food and Drug Administration.
Adapted with permission from “Over the Counter Medications in Pregnancy,” June 15, 2003, American Family Physician.43
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need to discuss the use of all medications
and supplements with their health care
provider, particularly if they are planning a pregnancy or could become pregnant. Numerous resources exist to aid
health care providers in selecting appropriate medications that balance the risk
and benefit (for both the woman and any
offspring she may conceive) of using
particular medications while planning a
pregnancy or during pregnancy.
In medically managing the chronic and
acute health conditions women may face
while planning a pregnancy, it is useful to
classify medications as either “essential” or
“nonessential.” Essential medications are
those necessary to treat diseases with seri-

ous morbidity for the women and/or her
fetus. Nonessential medications are those
used to treat conditions without serious
morbidity. In general, the goals of preconception medical management include the
following42:
1. Identify the pattern of medication and supplement use before
conception.
2. Counsel women with chronic conditions about the potential impact of
the condition and its various treatments on the health of the woman
and the fetus. Provide preconception
counseling of women for whom
drugs are essential to allow them to

3.
4.

5.

6.

make informed decisions regarding
the avoidance or timing of pregnancy.
Establish effective treatment for
chronic conditions before conception.
Manage all chronic conditions
and acute illnesses throughout
pregnancy.
Counsel women to avoid the use of
nonessential medications, including
prescription (eg, isotretinoin for
acne) and OTC medications and dietary or herbal supplements.
Avoid the use of medications with
high teratogenic risk when equally effective treatments with lower risks are
available, for example, warfarin (an
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anticoagulant), and valproic acid (an
anticonvulsant).
7. Limit the use of essential medications
to the smallest number of drugs possible that will effectively treat maternal disease without compromising
the health of the woman or her fetus.
8. Limit each essential medication to the
smallest dose that can be used to effectively treat maternal disease without compromising the health of the
f
woman or her fetus.
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The clinical content of preconception care:
women with chronic medical conditions
Anne L. Dunlop, MD, MPH; Brian W. Jack, MD; Joseph N. Bottalico, DO; Michael C. Lu, MD, MS, MPH;
Andra James, MD, MPH; Cynthia S. Shellhaas, MD, MPH; Lynne Haygood-Kane Hallstrom, DO, CNM, MS;
Benjamin D. Solomon, MD; W. Gregory Feero, MD, PhD; M. Kathryn Menard, MD, MPH; Mona R. Prasad, DO, MPH

This article reviews the medical conditions that are associated with adverse pregnancy
outcomes for women and their offspring. We also present the degree to which specific
preconception interventions and treatments can impact the effects of the condition on
birth outcomes. Because avoiding, delaying, or achieving optimal timing of a pregnancy
is often an important component of the preconception care of women with medical
conditions, contraceptive considerations particular to the medical conditions are also
presented.
Key words: chronic, medical condition, preconception

P

reconception care includes the detection and optimal control of specific medical conditions to optimize
pregnancy-related outcomes for the
woman and her offspring. The increased
rate of pregnancy by women age 35 years
and older has led to an increase in the
proportion of women with chronic diseases upon conception.1 To inform reproductive decision making, women

with medical conditions should be presented with information with regard to
the risk of pregnancy complications and
maternal morbidity and mortality given
pregnancy, disease prognosis irrespective of pregnancy, whether there are conflicts between maternal treatment and
fetal well-being, the extent of risk the
condition or medications used to treat
the condition place on the fetus, optimal

timing of pregnancy (if desired), and the
woman’s ability to conceive at present
and in the future. Possible preconception
care strategies for women with medical
conditions might include optimizing disease control in preparation for pregnancy,
changing a potentially teratogenic treatment regimen to one that is safer for the
fetus, and provision of family planning services to delay or avoid pregnancy.2
Experts consider that preconception
care should be provided in the context of
well-woman and/or chronic disease
care3-5 rather than as an isolated preconception care visit by women who are
planning a pregnancy because most
components can be embedded in the
process of primary and preventive
care.6,7 Furthermore, the integrated approach recognizes that a large proportion of women would be missed by pre-
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conception care strategies if such
strategies were not systematically delivered as part of women’s health care because approximately half of pregnancies
are unintended, and even those who plan
their pregnancies might not do so in conjunction with their health care providers.
There are several medical conditions
for which there is a link to adverse pregnancy outcomes for women and their
offspring as well as evidence that the effect of the condition can have an impact
by preconception care. These conditions
will be reviewed in this manuscript. Because avoiding, delaying, or achieving
optimal timing of a pregnancy is often an
important component of the preconception care of women with medical conditions, contraceptive considerations particular to the medical conditions are also
presented

Diabetes mellitus
Burden of suffering
The National Ambulatory Medical Care
Survey8 demonstrated that diabetes affects approximately 1.85 million (21 per
1000) women in the United States aged
18-44 years. In 2002, 9.3% of women of
reproductive age had known diabetes.1
Whereas approximately 1% of pregnancies in the United States are complicated
by pregestational diabetes (predominately type 2),9 gestational diabetes
(GDM) occurs in approximately 7% of
pregnancies, with rates varying from 1%
to 14%.10 Given the high recurrence rate
of GDM (30-84%) in subsequent pregnancies,11,12 as well as the increased rate
of subsequent type 2 diabetes and metabolic syndrome with a past history of
GDM,13,14,15,16 attention to prediabetic
risk factors between pregnancies is reasonable, especially in those women who
are also obese.
The prevalence of risk factors for diabetes mellitus is increasing in the United
States. Based on 2005-2006 US data from
the National Health and Nutrition Examination Survey (NHANES),17 30.5%
of women aged 20-39 years were obese
(body mass index [BMI] ⱖ 30 kg/m2).
The Healthy People 2010 objective of an
obesity prevalence of less than 15% has
not been met for women (or men) of any
age. An increased prevalence of obesity

in US adolescents has also been documented and is associated with declining
levels of physical activity.18
The links between obesity, insulin resistance, and type 2 diabetes mellitus are
well known. An association between
obesity and elevated risk of GDM is also
probable. Data are not readily available
for US reproductive-age females with regard to the prevalence of prediabetes;
however, increasing overweight, obesity,
and ethnicity trends suggest that a rise in
prevalence may be occurring. These
population trends may also be contributing to a rising prevalence of GDM.
Obesity alone increases the risk of pregnancy complications such as hypertension, large babies, birth trauma, and cesarean section. More recently, it has also
been found that the offspring of obese
and overweight women, independent of
diabetes, have an increased risk of congenital malformations and that obesity
and diabetes contribute to birth defects
synergistically.19
Major congenital malformations are
among the leading causes of perinatal
mortality in pregnancies complicated by
pregestational (type 1 or type 2) diabetes.
Whereas the risk of malformations in the
general population is 2-3%, reported
rates of malformations in pregnancies
complicated by pregestational diabetes
vary from 3% to 8% to 6-12%, and risk
varies directly with preconception and
first-trimester glycemic control.20, 21 The
risk of spontaneous abortion is also related to glycemic control in the first trimester.22 Although virtually any organ
system can be affected, the most characteristic congenital anomalies include sacral agenesis, complex cardiac defects,
spina bifida, and anencephaly. These
malformations occur during the critical
period of fetal organogenesis, approximately 5-8 weeks after the last menstrual
period.23,24

How detectable is the condition?
Screening tests for diabetes have been
well validated and are widely utilized. Although recommended by the American
Diabetes Association and the American
College of Obstetricians and Gynecologists, the rate of post partum rescreening
after GDM is suboptimal and reported to

be less than 50% in 1 study. 25 Testing to
detect prediabetes and type 2 diabetes in
asymptomatic women should be considered in adults who are overweight (BMI
ⱖ 25 kg/m2) or obese (BMI ⱖ 30 kg/m2)
and who have 1 or more additional risk
factors for diabetes, including a history
of GDM.26

How effective are the
current treatments?
Preconception control of diabetes reduces the risk of congenital malformations.27 Lifestyle modification with
weight reduction and exercise has been
shown to reduce the risk of progression
from prediabetes to diabetes.28-30 Although oral antidiabetic agents are
widely prescribed for women with type 2
diabetes and polycystic ovary syndrome,
insulin is the preferred treatment for
women who are planning a pregnancy.
Because angiotensin-converting enzyme
inhibitors, statins, and angiotensin receptor blockers are also commonly prescribed for women with pregestational
diabetes and because these drugs present
risks in pregnancy, modification of drug
therapy in the preconception period is
important.
Impact of preconception care
The National Ambulatory Medical Care
Survey8 demonstrated that preconception diabetes control has the potential to
reduce the risk of pregnancy loss and
congenital malformation for approximately 113,000 births each year. Improved control of maternal glucose and
antepartum fetal surveillance has led to a
significant reduction in the perinatal
mortality rate in pregnancies complicated by diabetes.9,20,31 The increased
rate of congenital malformations in infants born to mothers with pregestational diabetes is significantly reduced
when women maintain good blood glucose control during the critical period of
organogenesis. Several clinical studies
have demonstrated that diabetic women
who seek medical care before pregnancy
and who have good glycemic control at
the time of conception reduce their risk
of having a fetus with major malformations to nearly that of the nondiabetic
population.27,32 Glycosylated hemoglo-
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bin levels correlate directly with the frequency of congenital anomalies. Hemoglobin A1C levels should be as close to
normal as possible (⬍ 7%) before conception is attempted.20,26,33
Contraception is important for
women who chose not to have a pregnancy and for helping women achieve
optimal timing of pregnancy in relation
to the optimal control of their condition.
There is a theoretical concern that hormonal contraceptives may increase insulin resistance in women who are diabetic.
In its Medical Eligibility Criteria for
Contraceptive Use, the World Health
Organization (WHO) asserts that the advantages of contraception—including
low-dose combination contraceptives
(oral, injectable, vaginal ring, or skin
patch formulations) and all forms of
progesterone-only contraceptives (oral,
injectable, implantable formulations
outweigh the risks of insulin resistance in
diabetic women, except for those with
vascular disease or diabetes for more
than 20 years.34 FDA labeling on the
Cooper T380A intrauterine device (FEI
Products, Tonawanda, NY) lists diabetes
as a contraindication for use due to compromised immunity;35 however, the
WHO lists the Copper T380A as a recommended method for women with diabetes, with a caution that a woman with
diabetes on insulin may be at higher risk
of method failure.34

Recommendations
by other groups
The American Diabetes Association and
the American College of Obstetricians and
Gynecologists have developed clinical
practice guidelines for care before pregnancy for women with diabetes.9,26,33
Recommendation. All women of reproductive age with diabetes should be
counseled about the importance of diabetes control before pregnancy. Important preconception counseling topics
include maximizing glucose control;
self-monitoring of blood glucose; maintaining optimal weight; evaluation for
vascular complications; modification of
drug treatment if conception is planned
or likely; a regular exercise program; tobacco, alcohol, and substance abuse cessation; and social support to assist durS312

www.AJOG.org
ing the pregnancy. In the months before
pregnancy, these women should demonstrate as near-normal glycosylated hemoglobin as possible for the purpose of
decreasing the rate of congenital anomalies and spontaneous abortion. Those
with suboptimal control of their diabetes
should be encouraged to use effective
birth control. Strength of recommendation: A; quality of evidence: I.
Testing to detect prediabetes and type 2
diabetes in asymptomatic women should
be considered in adults who are overweight or obese (BMI ⱖ 25 kg/m2) and
who have 1 or more additional risk factors
for diabetes including a history of GDM.
Strength of recommendation: B.
Women with GDM should be rescreened 6-12 weeks postpartum.
Strength of recommendation: E.

Thyroid disease
Burden of suffering
Thyroid disease is the second most common endocrine disease that affects
women of reproductive age.36 Hyperthyroidism occurs in approximately 0.2% of
all pregnancies, with the most common
cause being Graves’ disease (95%).37 The
incidence of maternal and neonatal morbidity is significantly higher in patients
whose hyperthyroidism is not medically
controlled.
The causes of maternal morbidity include a higher incidence of preeclampsia, congestive heart failure, thyroid crisis, and placental abruption. The causes
of neonatal morbidity include fetal
growth restriction, low birthweight, preterm birth, and stillbirth, as well as neonatal immune-mediated hypo- or hyperthyroidism. Maternal and fetal
outcome is directly related to the control
of hyperthyroidism.37 Women whose
thyroid glands have been ablated for
Graves’ disease might have circulating
thyroid-stimulating antibodies that can
induce thyrotoxicosis in their fetuses.38
Overt hypothyroidism, a low free thyroxine level, and an elevated thyroid
stimulating hormone (TSH) occurs in
approximately 2.5% of all pregnancies in
the United States.39,40 Subclinical hypothyroidism, a normal free thyroxine with
an elevated TSH, may be somewhat
more common, with a prevalence of
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2-5% in pregnant women.39,41,42 Furthermore, a large cross-sectional study
found that, among patients with hypothyroidism taking thyroid medication,
only 60% were within the normal range
of TSH.42
It is well established that overt hypothyroidism, particularly during the first trimester, is associated with intellectual impairment of the offspring as well as
pregnancy complications including hypertension and preeclampsia, placental abruption, anemia, postpartum hemorrhage, preterm birth, low birthweight, and
fetal death.44,45 More recently studies have
shown that subclinical hypothyroidism
during pregnancy is also associated with
impaired psychomotor development of
offspring as well as an increased risk of
poor pregnancy outcomes such as placental abruption, preterm birth, low birthweight, and stillbirth.40,43-48

How effective are the
current treatments?
Both hyper- and hypothyroidism are
highly treatable conditions, with the specific treatment varying according to the
diagnosis. Clinical practice guidelines
for treating patients with hyper- and hypothyroidism exist.49
Impact of preconception care
There is strong evidence that treatment
of thyroid conditions improves pregnancy outcomes. Among women with
hyperthyroidism in whom the diagnosis
is made early in pregnancy and for whom
treatment is started promptly or who become pregnant while the thyrotoxicosis
is under control, the prognoses for
mother and offspring are excellent in the
majority of studies.37 Similarly, studies
have shown that women with hypothyroidism in whom the diagnosis is made
early in pregnancy and for whom replacement is initiated or who have adequate replacement prior to pregnancy do
not have an increased risk for perinatal
morbidity.50 No well-designed studies
have specifically evaluated the treatment
of thyroid disease before pregnancy,
compared with that during pregnancy.
There are no special considerations
about contraceptive methods among
women with thyroid disease unless the
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thyroid disease is complicated by hypertension.51 However, the most common
gynecoendocrine anomaly in women
with untreated hypothyroidism is
anovulation;52 therefore, conception
may be less frequent among women with
hypothyroidism.53

Recommendations
by other groups
Both the American College of Obstetricians and Gynecologists and the American
Association of Clinical Endocrinologists
have developed preconception clinical
practice guidelines for pregnant women
with thyroid disease.36,38 For women with
hyperthyroidism who are pregnant, the
medication of choice is typically propylthiouracil. Regarding preconception issues, the guidelines specify that it is advisable to achieve euthyroidism before
conception. The ideal form of treatment of
hyperthyroidism for women who wish to
become pregnant has not been defined but
depends on patient understanding of the
advantages and disadvantages of each and
patient and physician preference. Specifically, there is no evidence that radioactive
treatment given to the mother before pregnancy has any adverse effect on the fetus or
children later in life; however, it is customary to avoid pregnancy for the first 6
months after radioactive iodine treatment.
The guidelines recommend the testing
of thyroid function for women with a personal history of thyroid disease or symptoms of thyroid disease. Routine assessment for the presence of subclinical
hypothyroidism is not recommended. The
guidelines further specify that women being treated for hypothyroidism will require
increased doses of thyroxine early and
throughout pregnancy to maintain adequate levels; this is especially important
during the first trimester.36,38
Recommendation. Women of reproductive age with thyroid disease should
be counseled about the risks of these
conditions on pregnancy-related outcomes for the woman and offspring, and
the importance of achieving optimal replacement therapy prior to conception.
All women with symptoms of hypothyroidism should be screened for thyroid
disease, and if hypothyroid, they should

be adequately replaced. Strength of recommendation: A; quality of evidence: II-1.

Phenylketonuria
Burden of suffering
Phenylketonuria (PKU) is a metabolic
disorder that results from an inherited
deficiency of a liver enzyme known as
phenylalanine hydroxylase. This enzyme
deficiency leads to elevated levels of the
amino acid phenylalanine in the blood
and other tissues. Elevated phenylalanine levels result in mental retardation,
microcephaly, delayed speech, seizures,
eczema, behavior abnormalities, and
other symptoms, if left untreated. Approximately 1 of every 15,000 infants in
the United States is born with PKU.54
The offspring of mothers with PKU are
at risk for a number of adverse outcomes
associated with high maternal phenylalanine concentrations.
There is a strong relationship between
increasing levels of phenylalanine and fetal abnormalities. Fetuses exposed to
maternal phenylalanine levels of 3-10
mg/dL had a 24% chance of microcephaly and congenital heart disease was not
seen; in contrast, fetuses exposed to maternal phenylalanine levels greater than
20 mg/dL had a 73% chance of microcephaly and a 12% chance of congenital
heart disease.54,55 Facial dysmorphisms,
microcephaly, low birthweight, fetal
growth restriction, developmental delay,
and learning difficulties are also associated with maternal phenylalanine levels.56,57 Unfortunately, few women with
PKU achieve metabolic control prior to
conception and maintain it during pregnancy,54 and the difficulty of controlling
blood phenylalanine levels as patients get
older is widely recognized.58
How detectable is the condition?
All states perform newborn screening for
PKU.54
How effective are the
current treatments?
Effective treatment for PKU involves
strict metabolic control using a low-phenylalanine diet. The newborn screening
program for PKU has been remarkably
successful in that infants, when diagnosed early in the newborn period and

treated to achieve good metabolic control, have normal health and development and can likely expect a normal life
span. However, metabolic control of
PKU can be difficult to achieve, and poor
control can result in significant decline
of mental and behavioral performance.54

Impact of preconception care
It has been demonstrated that the adverse outcomes associated with maternal
PKU can be prevented when mothers adhere to a low phenylalanine diet before
conception and continue it throughout
their pregnancy.54,59-61
Recommendations
by other groups
The American College of Obstetricians
and Gynecologists and the National Institutes of Health have issued recommendations with regard to the screening
and management of PKU.54,59 They recommend that phenylalanine levels below
6 mg/dL be achieved at least 3 months
before conception and that levels of 2-6
mg/dL be maintained throughout the
pregnancy.
Recommendation. Women of reproductive age with phenylketonuria
should be counseled about the importance of maintaining low phenylalanine during their child-bearing years
and should be encouraged to resume a
low phenylalanine diet, particularly
when they are planning to become
pregnant, to avoid adverse outcomes
for the offspring. Women who do not
desire a pregnancy should be encouraged to use contraception. Strength of
recommendation: A; quality of evidence:
II-1.
Seizure disorders
Burden of suffering
Seizure disorders affect approximately
1% of the general population.62 It has
been estimated that 3-5 per 1000 births
are to women with seizure disorders,
making them the most common serious
neurological complications during pregnancy.63 Both the seizure disorder itself
and the medications used to treat the disorder can have serious impacts on pregnancy outcomes. Women with seizure
disorders are at increased risk for an increase in the frequency of seizures during

Supplement to DECEMBER 2008 American Journal of Obstetrics & Gynecology

S313

Supplement
pregnancy. During pregnancy, seizure
frequency increases in approximately
one third of women with seizure
disorders.64
There is an increased incidence of
congenital anomalies among offspring
born to women who experience seizures during pregnancy, whether they
are on treatment or not, and to those
who take anticonvulsant medications.
The risk of major malformations, minor anomalies, and dysmorphic features is 2- to 3-fold higher for infants of
mothers with epilepsy who receive
treatment with antiepileptic drugs,
compared with the risk for infants of
mothers without epilepsy.65
Other adverse pregnancy-related outcomes associated with seizure disorders
include spontaneous abortion, low
birthweight, diminished head circumference, developmental disabilities, neonatal hemorrhagic disorder (caused by
anticonvulsant-induced vitamin K deficiency), and perinatal death.66
Many anticonvulsants commonly used
to treat seizure disorders, including phenytoin, carbamazepine, barbiturates, and
valproate have known teratogenicity in
humans,66 which can cause neural tube
defects, cleft lip and palate, cardiac anomalies, facial abnormalities, and skeletal abnormalities. The risk of anomalies increases significantly with higher-dose
therapy67 and polytherapy, compared with
monotherapy.68 One mechanism of teratogenicity may be anticonvulsant-related
reductions in folic acid, disturbances in folic acid-mediated biochemical processes,
or both.66

How effective are the
current treatments?
Currently available anticonvulsant
medications are effective in controlling
seizures among those with seizure
disorders.69
Impact of preconception care
To date, no well-designed studies have
specifically addressed the role of specific
preconception strategies for the management of seizures on pregnancy-related
outcomes for women with seizure disorders and their offspring. However, existing
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randomized controlled trials and cohort
studies clearly document the teratogenicity
of phenytoin, carbamazepine, barbiturates, and valproate and the increased risk
of teratogenicity at higher doses and with
polytherapy.66-68
Preconception counseling and family
planning are important in the care of
women of reproductive age who have seizure disorders. Preconception counseling
can appropriately inform women of the
risks to their own health from pregnancy
and the risks of their condition on pregnancy-related outcomes. A thorough assessment by a neurologist prior to pregnancy could address whether the woman is
an appropriate candidate for a withdrawal
of anticonvulsant therapy or for adjustment of her medication regimen (with the
goal of achieving monotherapy, if possible,
and the lowest possible dosages to control
seizures). The principles that govern withdrawal in women considering pregnancy
are the same as the principles for withdrawal for the general population of patients with seizures.70 In general, withdrawal can be considered in any woman
who has been seizure free for at least 2
years.70
Contraception is important for
women who choose not to have a pregnancy and for helping women achieve
optimal timing of pregnancy in relation
to the optimal control of their condition.
There are considerations in choosing a
contraceptive method for women with
seizure disorders. Combined oral contraceptives do not exacerbate seizures;
however, the efficacy of oral contraceptives is impaired by concomitant use of
anticonvulsants that induce liver enzymes (eg, phenytoin, carbamazepine,
barbiturates, topiramate, and tiagabine).
Specifically among women without seizures, the failure rate of combined oral
contraceptives with high estrogen dose
(ⱖ 50 m) is 0.7 per 100 woman-years,
whereas the rate increases to 3.1 per 100
woman-years in those receiving liver enzyme-inducing anticonvulsants. Failure
rates are higher for combined oral contraceptives with lower doses of estrogen
(ⱕ 35 m). Progestin-only methods also
have a higher failure rate.66,71
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Recommendations
by other groups
The American Academy of Neurology
has a published practice guideline for the
management of women with seizure disorders,63 which specifies that women of
reproductive age with seizure disorders
should be placed on monotherapy at the
lowest dose whenever possible, and folic
acid supplementation should be instituted at 0.4 mg per day. If hormonal contraception is chosen by women taking an
enzyme-inducing anticonvulsant, the
risks of failure should be discussed and a
formulation that includes at least 50 m
of ethinyl estradiol should be used.
Women planning to become pregnant
should be evaluated for the possibility of
adjustment (or withdrawal) of their anticonvulsant medication and prepregnancy counseling. If withdrawal is
planned, this should be completed at
least 6 months prior to conception.63
The American College of Obstetricians
and Gynecologists has an educational
bulletin addressing seizure disorders in
pregnancy, which specifies that to optimize the neonatal outcome in a patient
requiring anticonvulsant therapy, using
a single drug at the lowest possible dose
to control seizures is preferable.65
Recommendation. Women of reproductive age with seizure disorders should
be counseled about the risks of increased
seizure frequency in pregnancy, the potential effects of seizures and anticonvulsant medications on pregnancy outcomes, and the need to plan their
pregnancies with a health care provider
well in advance of a planned conception. Those taking liver enzyme-inducing anticonvulsants should be counseled about the increased risk of
hormonal
contraceptive
failure.
Whenever possible, women of reproductive age should be placed on anticonvulsant monotherapy with the lowest effective dose to control seizures.
Those who are planning a pregnancy
should be fully evaluated for consideration of alteration or withdrawal of the
anticonvulsant regimen prior to conception and should initiate folic acid supplementation of 4 mg per day for at least 1
month prior to conception and until the
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end of the first trimester to prevent neural tube defects. Strength of recommendation: A; quality of evidence: II-2.

Hypertension
Burden of suffering
In 2002, a national survey estimated that
3% of women of reproductive age had
chronic hypertension (HTN).1 In 2002,
the hospital estimate for HTN prior to
pregnancy among 15-54 year old women
was 28.9 per 1000 deliveries, a 2-fold increase from 12.3 in 1993.72
Pregnancies complicated by chronic
HTN, especially if severe, may be associated with worsening hypertension, preeclampsia and eclampsia, central nervous
system hemorrhage, cardiac decompensation, and renal deterioration.73,74 HTN
during pregnancy also poses substantial fetal risks that include preterm birth, intrauterine growth restriction, placental abruption, and fetal demise.75 Superimposed
preeclampsia in women with hypertension is associated with significant adverse
perinatal outcomes.76 Pregnancy outcome is related to the degree of hypertension and the presence or absence of
preeclampsia.77-79
How effective are the
current treatments?
The medical treatment of high blood
pressure is very effective in reducing
long-term, adverse cardiovascular outcomes and stroke as demonstrated in
many studies of the past 40 years.80
However, the data supporting improved
pregnancy-related outcomes among
women with HTN treated with antihypertensive medications are less compelling. A systematic review of management
of chronic hypertension during pregnancy concluded that “the evidence base
regarding pharmacologic management
of chronic hypertension during pregnancy is too small to either prove or disprove moderate to large benefits of antihypertensive therapy.”74
There is, to date, no scientific evidence
that antihypertensive therapy will improve perinatal outcomes for women
with mild hypertension in pregnancy
(140-179 mm Hg systolic or 90-109 mm
Hg diastolic blood pressure).81-83 Specifically, multiple metaanalyses of random-

ized controlled trials show that the major
maternal outcomes improved by treating mild to moderate hypertension include decreased progression to severe
hypertension and decreased need for additional antihypertensive therapy.84,85
There are, however, demonstrable benefits for pregnancy-related outcomes
from antihypertensive therapy among
women with severe chronic hypertension (systolic blood pressure ⱖ 180 mm
Hg or diastolic blood pressure ⱖ 110
mm Hg).79
Methyldopa has been the most commonly tested therapy, with 14 randomized controlled trials demonstrating its
efficacy at reducing blood pressure and
safety during pregnancy.84 Metaanalyses
of beta-blocker trials show a borderline
increase in small-for-gestational-age infants, with no related increase in perinatal mortality as well as a decrease in the
incidence of respiratory distress syndrome.86 Among the beta-blockers,
atenolol, especially when started early in
pregnancy, has been associated with fetal
growth restriction in several uncontrolled studies and 1 small trial. From
these studies, however, the causal nature
of the association remains unclear because of multiple agents being simultaneously administered and the inability to
separate effects of the mother’s underlying pathophysiology from effects of the
drug. Labetalol has been associated with
fetal growth restriction in 3 randomized
trials of hypertensive disorders other
than chronic hypertension. Other betablockers, such as metoprolol, pindolol,
and oxprenolol, have not been associated with fetal growth retardation, but
available data concerning these agents
are scarce.87
Calcium channel blockers have mostly
been evaluated for use late in pregnancy
so their benefit-to-risk ratio remains unclear, although they are generally regarded as safe and effective.88 Diuretics
are known to decrease the circulating
plasma volume, but a metaanalysis of 9
randomized trials evaluating diuretics
during pregnancy did not find an increased risk of adverse fetal events nor
did a large cohort study.87 Angiotensin II
receptor blockers are contraindicated in
pregnancy, having been linked to mis-

carriage, fetal death, fetal renal failure,
and malformations.89-92

Impact of preconception care
To date, no well-designed studies have
addressed the effects of specific preconception strategies for the management of
HTN on pregnancy-related outcomes
for the woman and her offspring. However, 3 trials synthesized in a recent review had evidence relevant to the preconception management of chronic
hypertension because they included
women 30-54 years of age. The data, involving 8565 women aged 30-54 years
with mild to moderate HTN, show approximately 250 (95% confidence interval, 158-1606) such women need to be
treated for 5 years to prevent a fatal or
nonfatal cardiovascular event such as
stroke. Women who are either younger
than those involved in the trials or who
are treated for intervals shorter than 5
years can expect less clinical benefit from
antihypertensive therapy.87
Contraception is important for women
who choose not to have a pregnancy and
for helping women achieve optimal timing
of pregnancy in relation to the optimal
control of their condition. Patients with
mild or well-controlled HTN (140-159/
90-99) may be considered for low-dose
combination oral contraceptives or progestin-only methods, particularly in the
absence of other risk factors such as smoking, diabetes, hyperlipidemia, or obesity.
Combination pills are not recommended
in moderate to severe HTN (⬎ 160/100) or
if blood pressure cannot be monitored.93
The WHO lists the Copper T380A as a recommended method of contraception for
women with mild or moderate to severe
hypertension or if blood pressure can not
be monitored.
Recommendations
by other groups
Both the American College of Obstetricians and Gynecologists (ACOG) and
the National High Blood Pressure Education Program (NHBPEP) recommend
that the preconception care of women
with hypertension should include counseling about the sizable (25%) risk of superimposed preeclampsia and its associated complications and that those with
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hypertension of several years’ duration
should undergo a preconception assessment for ventricular hypertrophy, retinopathy, and renal disease because target
organ damage can progress during
pregnancy.
Both ACOG and the NHBPEP have
statements to address the treatment of
high blood pressure during pregnancy.
The ACOG practice bulletin states there
is no evidence that antihypertensive
treatment for mild to moderate hypertension improves maternal or fetal outcomes, even for women who are already
receiving hypertension treatment. ACOG
suggests treatment may be stopped during
pregnancy or not initiated until blood
pressures reach 150-160 mm Hg systolic or
100-110 mm Hg diastolic, unless the
mother has underlying renal or cardiovascular disease. Continuing previous antihypertensive medication is another option,
although angiotensin-converting enzyme
inhibitors and angiotensin receptor blockers are contraindicated during pregnancy.90 The NHBPEP recommends the
same guidelines as ACOG.91
Recommendation. Women of reproductive age with chronic hypertension
should be counseled about the risks associated with hypertension during pregnancy for both the woman and her offspring and the possible need to change
the antihypertensive regimen when she
is planning a pregnancy. Those with hypertension for several years should be assessed for ventricular hypertrophy, retinopathy, and renal disease prior to
pregnancy. Angiotensin-converting enzyme inhibitors and angiotensin-receptor blockers are contraindicated during
pregnancy; women who could become
pregnant while taking these medications
should be counseled about their adverse
fetal effects and should be offered contraception if they are not planning a
pregnancy. Women who are planning a
pregnancy should discontinue these
medications prior to pregnancy. Strength
of recommendation: A (because of medications); quality of evidence: II-2.

Rheumatoid arthritis
Burden of suffering
Rheumatoid arthritis (RA) is the most
common rheumatic disease that compliS316
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cates pregnancies. It affects 1-2% of the
adult population with a female predominance.94 Fortunately, the disease remits
in approximately 70-80% of patients
during pregnancy,95 probably because of
the normal shift to a less inflammatory
state and human leukocyte antigen mismatch between the mother and fetus.96-98 However, 20-30% of patients
will continue to have active or worsening
disease during pregnancy.99
RA does not decrease fertility but may
prolong time to conception.100,101 Most
reports do not show any increase in fetal
morbidity or losses among pregnant
women with RA.102,103 However, active
RA may increase the risk of low birthweight, and corticosteroid use may increase the risk of fetal growth restriction
and preterm premature rupture of membranes.104 Approximately 90% of patients flare in the postpartum period,
usually within the first 3 months.105 The
flare may be caused by decreased progesterone and cortisol, increased prolactin,
and a return to Th1 predominance.106
Presently it is unclear whether breastfeeding might exacerbate postpartum
flare.107

How effective are the
current treatments?
No treatment is curative for RA; however, several therapies modify the disease
or result in the control of symptoms associated with RA. The safety of agents
used to treat RA during pregnancy was
recently reviewed by Chamber et al.108
Based on available data, the teratogenic
risk of corticosteroids and nonsteroidal
antiinflammatory drugs (NSAIDs) following first-trimester exposure is minimal. NSAIDs should be discontinued by
27 weeks’ gestation to avoid premature
closure of the ductus arteriosus. The active metabolite of leflunomide undergoes extensive enterohepatic circulation
and has a prolonged and unpredictable
half-life; cholestyramine administration
may enhance elimination of leflunomide
metabolite before pregnancy.
Safety data on other disease-modifying
antirheumatic drugs are limited. NSAIDs
are compatible with breast-feeding, although there is potential risk of jaundice
and kernicterus. Corticosteroids may be
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used, but breast-feeding should occur 4
hours after the last dosing. Hydroxychloroquine and sulfasalazine should be used
cautiously, and azathioprine, cyclosporine, cyclophosphamide, methotrexate, and
chlorambucil should be avoided. There are
insufficient data regarding tumor necrosis
factor antagonists, anakinra, and rituximab in relation to pregnancy or
lactation.109

Impact of preconception care
No studies have investigated the effect of
preconception strategies on pregnancyrelated outcomes for women of reproductive age with RA. Preconception
counseling and family planning are important in the care of the woman of reproductive age with RA. Patients should
be advised of the natural history of the
disease during pregnancy and the likelihood of flare during pregnancy. Also, patients should be counseled about the
extremely teratogenic effects of methotrexate and leflunomide and the need to
discontinue these medications prior to
pregnancy. Decisions regarding the continued use of other disease-modifying
antirheumatic drugs in patients planning a pregnancy should be made by
weighing potential benefits against
known fetal risks. Women with RA who
are using these medications should be
offered suitable contraception. Male patients should be made aware of the effects methotrexate, leflunomide, sulfasalazine, and cyclophosphamide may
have on their fertility.
Contraception is important for women
with RA who do not desire to have a pregnancy. Hormonal contraception including
oral contraceptive pills may be used but
their long-term effects on RA remain unclear.110 Intrauterine devices should not be
used by women with RA if they are on corticosteroids or other immunosuppressive
therapy. 93
Recommendations
by other groups
No practice recommendations or treatment guidelines related to the treatment
of rheumatoid arthritis in pregnant
women or women planning a pregnancy
are identified.
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Recommendation. Women of reproductive age with RA should be advised
of the natural history of the disease during pregnancy and the probability of a
flare after pregnancy. The most important task is to review the patient’s medication use. NSAIDs should be discontinued by 27 weeks’ gestation. Methotrexate
and leflunomide are extremely teratogenic and should be discontinued in
women planning a pregnancy. Men with
RA should be informed of the possible
effects of leflunomide, sulfasalazine, and
cyclophosphamide on fertility. Strength
of recommendation: A; quality of evidence:
III.

sessment of physical examination features as well as laboratory parameters
and should be considered among
women with recurrent spontaneous
abortions.113

Systemic lupus
erythematosus (SLE)
Burden of suffering
SLE is 1 of the most common autoimmune disorders that affect women of reproductive age. In the United States, the
prevalence of SLE is 14.6 to 50.8 cases per
100,000 in the general population. The
incidence of SLE is much more common
among females than males and among
African Americans than whites, with a
prevalence of SLE in female African
Americans from 17.9 to 283 cases per
100,000.111
Whether exacerbations of SLE are
more common during pregnancy remains controversial. However, it is generally agreed that exacerbations during
pregnancy are common (57% of those
with SLE).112 SLE increases the risk of
spontaneous abortion, intrauterine fetal
death, preeclampsia, and fetal growth restriction, with the greatest risk being of
preterm birth (25%). In addition, approximately 10% of women with SLE
and anti-Ro antibodies will have a baby
with neonatal lupus. Perinatal outcomes
among women with SLE depend on the
stability of the disease. Prognoses for
both mother and child are best when SLE
is quiescent for at least 6 months before
the pregnancy and when the mother’s
underlying renal function is stable and
normal or near normal.112

How effective are the
current treatments?
No treatment is curative for SLE; however, several therapies are disease modifying or result in the control of symptoms associated with SLE.
Randomized controlled trials demonstrate that maternal treatment with lowdose aspirin and subcutaneous heparin
is as effective as low-dose aspirin and
prednisone or low-dose aspirin alone in
avoiding adverse fetal consequences with
less frequent preeclampsia, premature
rupture of membranes, and preterm
delivery.114,115
Azathioprine and cyclophosphamide
are the 2 most commonly used cytotoxic
agents used in treating SLE. Cyclophosphamide is teratogenic in humans and
should therefore be avoided during
pregnancy, and appropriate contraception should be advised during the periods of cyclophosphamide therapy.112,116
Azathioprine has not been associated
with congenital defects in humans; however, the number of reported cases with
adequate follow-up may not be sufficient
to detect a small increase in these
rates.117-119 For patients in whom immunosuppression is necessary to control
disease, azathioprine may be continued
throughout pregnancy. Cyclosporin A
does not seem to be associated with teratogenicity in human studies120,121 and
may be considered as an alternative to
other cytotoxic agents for severe disease
in patients with SLE.
Hydroxychloroquine is the most common antimalarial drug used to treat SLE.
Cohort studies reveal that it is safe to use
during pregnancy.122-125 Because withdrawal of hydroxychloroquine is associated with flares of SLE, it should not be
stopped unnecessarily during pregnancy
in patients with SLE.112

How detectable is the condition?
SLE is diagnosed according to diagnostic
criteria defined by the American College
of Rheumatology, which involve the as-

Impact of preconception care
A number of studies demonstrate that active SLE at the time of conception is associated with a higher risk of disease exacer-

bation during pregnancy and a higher
rate of adverse pregnancy-related outcomes.126-129 Rates of exacerbation range
from 7% to 33% in women who have been
in remission for at least 6 months to 6167% in women who have active disease at
the time of conception. Flares and adverse
pregnancy outcomes are particularly elevated among those with lupus nephritis
upon conception.127,129,130 The longer the
patient is in remission at the time of conception, the greater the chance the pregnancy will be carried to term without
complications.112
Contraception is important for women
who choose not to have a pregnancy and
for helping women achieve optimal timing
of pregnancy in relation to the optimal
control of their condition. There are numerous considerations in choosing a contraceptive method for women with SLE.
Case reports associate estrogen-containing
contraceptives with exacerbation of
SLE,131-134 but retrospective studies have
failed to find such an association.135-137
However, there is some evidence that the
risk of thromboembolism related to combined oral contraceptives may be higher in
SLE patients, especially those with positive
antiphospholipid antibodies.138,139 Progestin-only contraceptives may be a good
choice for patients with antiphospholipid
antibodies or with risk factors for thromboembolic disease (age ⱖ 35 years old,
obese, smoking, hypertension). Intrauterine contraceptive devices are associated
with an increased risk of infection among
SLE patients, especially those who are on
immunosuppressive therapy.112

Recommendations
by other groups
Experts advise that in patients with SLE
pregnancy is best undertaken during periods of disease quiescence. In particular,
nephritis, if present, should be in remission for at least 6 months before conception. Because of its teratogenicity, cyclophosphamide should be avoided in
pregnancy. Furthermore, it is advised
that all pregnancies complicated by SLE
should be considered high risk and managed with involvement of a high-risk
perinatal team.112
Recommendation. Women of reproductive age with SLE should be coun-
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seled about the risks associated with SLE
during pregnancy for both the woman
and her offspring, the importance of optimizing disease control prior to pregnancy, the possible need to change the
medication regimen close to conception
or early in pregnancy, and the importance of specialized prenatal care once
pregnant. Those whose treatment regimen involves cyclophosphamide should
be advised of its teratogenic nature and,
whenever possible, should be changed to
a safer regimen prior to conception and
offered contraception if they are not
planning a pregnancy. Strength of recommendation: B; quality of evidence: II-2.

Chronic renal disease
Burden of suffering
The incidence of moderate chronic renal
disease is estimated to be between 6 and
12 per 10,000, respectively.140 The diagnosis of renal disease before pregnancy is
approximately 0.03% in a populationbased study of pregnant women with
kidney disease.141 The potential impact
of chronic renal disease is dependent on
the degree of serum creatinine elevation,
defined as mild (0.9-1.4 mg/dL), moderate (1.4-2.5 mg/dL), or severe (⬎ 2.5 mg/
dL), and the level of hypertension.142
Pregnant women with mild renal disease and normal blood pressure have a
greater than 90% chance of a successful
outcome and are unlikely to be affected
by the progression of renal disease.143
On the other hand, women with moderate or severe renal disease before pregnancy are at risk for developing worsening renal function during pregnancy. In
1 study, for women with serum creatinine levels above 2.0 mg/dL at the beginning of pregnancy, the progression to
end-stage renal disease was 23% within 6
months after delivery.144
Maternal morbidity associated with
moderate to severe chronic renal disease
commonly includes the development of
preeclampsia, anemia, chronic hypertension, and cesarean delivery. Adverse pregnancy outcomes associated with maternal
renal disease include preterm delivery, fetal growth restriction, and increased fetal
loss and stillbirth.141,144-149 In fact, most
pregnancies with moderate to severe renal
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insufficiency will result in a preterm
birth.150
When hypertension is present at conception (defined as mean arterial pressure ⬎ 105 mm Hg), there is a 10-fold
increase in fetal loss at comparable serum creatinine levels, compared with
women who are spontaneously or therapeutically normotensive.151 Additionally, proteinuria is associated with poor
pregnancy outcomes and long-term progression of renal disease.152
A separate issue from the effect of renal disease on pregnancy is the possible
effect on the fetus of drugs used to treat
renal disease. Angiotensin-converting
enzyme inhibitors and/or angiotensin II
receptor blockers, which are commonly
used among renal patients, are known
teratogens (discussed more fully in Hypertension section).

How effective are the
current treatments?
The impact of current treatment varies,
depending on specific diagnosis. Management guidelines for pregnant women
with chronic renal disease are based
solely on retrospective and observational
series and opinions.142
Impact of preconception care
To date, no well-designed studies have
specifically addressed the role of specific
preconception strategies for the management of patients with renal disease.
However, cohort studies document that
the higher the serum creatinine, proteinuria, and blood pressure prior to conception, the greater the risk of disease progression during pregnancy and adverse
pregnancy outcomes.143,144,151,152
Preconception counseling and family
planning are important in the care of
women of reproductive age with renal
disease. Preconception counseling can
appropriately inform women of the risks
to their own health from pregnancy and
the risks of their condition and medications that may be used to treat the condition on pregnancy-related outcomes
as well as the need for blood pressure
control prior to and throughout the
pregnancy to lessen risks.
Contraception is important for women
who choose not to have a pregnancy or in
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helping women achieve optimal timing of
pregnancy in relation to control of their
condition. Absolute contraindications to
oral contraceptive pills relevant to women
with chronic kidney disease include significant cardiovascular disease, history of venous thromboembolism, smokers older
than 35 years, and impaired liver function.
Systemic lupus erythematosus, hypertriglyceridemia, hypertension, and diabetes
mellitus are relative contraindications, and
lower-dose oral contraceptive pills may be
reasonable. Progestin-only pills can be
considered for patients who cannot take
estrogen. 93

Recommendations
by other groups
There were none identified.
Recommendation. Women of reproductive age with renal disease should be
counseled about the likelihood of progression of renal disease during pregnancy and irrespective of pregnancy; the
increased risk of adverse pregnancy outcomes for the woman and offspring; and
the importance of achievement or maintenance of normal blood pressure prior
to conception. Angiotensin-converting
enzyme inhibitors and angiotensin-receptor blockers are contraindicated during pregnancy; women who could become pregnant while taking these
medications should be counseled about
their adverse fetal effects and should be
offered contraception if they are not
planning a pregnancy. Women who are
planning a pregnancy should discontinue these medications prior to pregnancy in favor of a safer regimen whenever possible. Women who do not desire
pregnancy should be offered an appropriate method of contraception. Strength
of recommendation: B; quality of evidence:
II-2.
Cardiovascular disease
Burden of suffering
Approximately 3% of women 18-44
years of age have cardiac disease, and approximately 1% of pregnancies are complicated by cardiac disease.1 Congenital
heart disease in pregnancy is increasingly
common as more affected women are
surviving into reproductive age.153 For
women with cardiac disease, however,
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the physiologic alterations of pregnancy
can result in decomposition of the cardiac
condition with increased symptoms, morbidity, and mortality.154 In fact, cardiac
conditions account for 10-25% of maternal mortality in the United States and are
almost exclusively seen in patients with
pulmonary hypertension, endocarditis,
coronary artery disease, cardiomyopathy,
and sudden arrhythmias.155
The prediction of maternal and neonatal outcomes is based on classification
of the severity of heart disease.156,157 A
large prospective Canadian cohort of
pregnant women with heart disease revealed that those at greatest risk for a cardiac event in pregnancy had at least 1 of
the following: a prior cardiac event or arrhythmia, New York Heart Association
functional class greater than II or cyanosis, left heart obstruction, or systematic
ventricular dysfunction. The estimated
risks of a cardiac event in pregnancy with
0, 1, and more than 1 of these predictors
were 5%, 27%, and 75%, respectively.
In the same cohort, the risk of fetal or
neonatal death was doubled from the
baseline of 2-4% if any of the following
were present: New York Heart Association class greater than II or cyanosis at
the baseline prenatal visit, maternal left
heart obstruction, smoking during pregnancy, multiple gestations, and use of anticoagulants throughout pregnancy.154
The risk of heart disease is increased in the
offspring of patients with almost all forms
of congenital heart disease and is higher if
the affected parent is the mother.154,158
A sizable proportion of those with cardiac diseases (eg, valvular heart disease,
prosthetic heart valves, and dilated cardiomyopathy) may be treated with warfarin. Warfarin, a coumadin derivative
that is used for the control of blood clotting, can produce a characteristic embryopathy with first-trimester exposure
and, less commonly, central nervous system abnormalities and fetal bleeding
with exposure after the first trimester.159
In contrast, heparin does not cross the
placenta and is not known to be teratogenic. However, several reports of heparin failure that resulted in serious consequences for pregnant women with
mechanical heart valves have caused
some to recommend that warfarin be used

preferentially in women with mechanical
prosthetic valves during the second and
third trimesters of pregnancy. The Centers
for Disease Control and Prevention recommendations specify that to avoid exposure to warfarin during early pregnancy,
heparin should be substituted for warfarin
before the onset of pregnancy whenever
possible.160-162

How effective are the
current treatments?
There are effective medical and surgical
treatments for a variety of congenital and
acquired cardiac conditions. A complete
discussion of treatment of cardiac conditions is beyond the scope of this manuscript. A thorough discussion of the
treatment of congenital and acquired
cardiac conditions during pregnancy has
been published.163
Impact of preconception care
Cohort studies demonstrate improved
maternal and fetal outcomes when cyanotic heart disease164,165 and symptomatic obstructive lesions (eg, aortic stenosis and pulmonary stenosis)166 are
corrected prior to pregnancy. During
pregnancy, cardiovascular surgery is
more dangerous, involving a 6% risk of
maternal mortality and a 30% risk of fetal mortality.167 Otherwise, there are no
published studies addressing the effect of
preconception intervention strategies or
pregnancy-related outcomes for women
with cardiac disease. However, cohort
studies document adverse pregnancy-related outcomes (for the woman and her
offspring) associated with various cardiac diseases. Maternal and neonatal
mortalities are high (30% and 12%, respectively) among patients with pulmonary hypertension.168 Patient knowledge
of these risks prior to conception may
affect their desire to have children.
Preconception counseling is important in the care of women of reproductive age with cardiac disease. Preconception counseling can appropriately
inform women of the risks to their own
health from pregnancy and the risks of
their condition on pregnancy-related
outcomes. For patients with congenital
heart disease, genetic counseling prior to
pregnancy may help identify the risk to

the offspring. Finally, a thorough assessment by a cardiologist prior to pregnancy to define the cardiac lesion and assess the presence of ventricular function,
pulmonary pressure, severity of obstructive lesions, persistence of shunts, and
presence of hypoxemia can inform
whether the problem can be corrected or
palliated before pregnancy.163
Contraception is important for women
who choose not to have a pregnancy, for
which pregnancy may be contraindicated,
or in helping women achieve optimal timing of pregnancy in relation to the optimal
control of their condition. There are numerous considerations in choosing a contraceptive method for women with cardiac
disease. Sterilization of the male partner
carries the least risk for the woman with
cardiac disease who is in a monogamous
relationship and who does not desire children. Barrier methods and the Copper
T380A are also safe and effective when
used consistently. Those patients who have
right to left shunts, ischemic heart disease,
a history of stroke, or who have multiple
risk factors for cardiovascular disease (eg,
age ⬎ 35 years, smoker, diabetes, uncontrolled hypertension) should not use oral
contraceptives.169,170 Progestin-only contraceptives, including the progestin-releasing intrauterine device, may be used by
women with cardiac disease.169,171

Recommendations
by other groups
The American Heart Association and the
American College of Cardiology have a
joint guideline for the management of
valvular heart disease in pregnancy.172
Additionally, they have a joint guideline
for warfarin therapy for pregnant patients that recognizes 3 options: (1) use
heparin or low-molecular weight heparin (LMWH) throughout pregnancy; (2)
use warfarin throughout pregnancy,
changing to heparin or LMWH at 38
weeks’ gestation with planned labor induction at approximately 40 weeks; or
(3) use heparin or LMWH in the first trimester, switching to warfarin in the second trimester and continuing it until approximately 38 weeks’ gestation and
then changing to heparin or LMWH at
38 weeks with planned labor induction at
approximately 40 weeks.162
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Recommendation. Women of reproductive age with cardiac disease should
be counseled about the risks pregnancy
presents to their health, as well as the
risks of the cardiac condition and any
medications needed to treat the condition (eg, warfarin), on pregnancy-related outcomes. Those who are considering or planning a pregnancy should be
counseled to achieve optimum control
of the condition prior to conception and
should be offered a suitable contraceptive method to achieve optimum timing
of the pregnancy. Those whose treatment regimen involves warfarin should
be counseled about its teratogenic nature
and, whenever possible, should be
changed to a less teratogenic anticoagulant prior to conception. Those with a
congenital cardiac condition should be
offered preconception genetic counseling. Those who do not desire a pregnancy should be offered a suitable form
of contraception. Strength of recommendation: B; quality of evidence: II-3.

Thrombophilia
Burden of suffering
Thrombophilias (disorders that predispose to spontaneous, inappropriate venous clotting events) can be inherited or
acquired. The prevalence of the various
thrombophilias vary substantially with
ethnicity, and numerous studies have
yielded varying estimates of the prevalence of thrombophilias in pregnancy.
The most common inherited disorders
during pregnancy are mutations in factor V Leiden, prothrombin gene, and
methylenetetrahydrofolate reductase.
Whites have a higher rate of genetic
thrombophilias than other racial
groups.173 The factor V Leiden mutation
may be present in as many as 1 in 20 Caucasian individuals, but it is very uncommon in Asian populations. Antiphospholipid antibody syndrome is the most
commonly acquired thrombophilia of
pregnancy and is more common in
blacks.174
Several studies demonstrate an association between thrombophilias and adverse pregnancy outcomes. Maternal effects of thrombophilias include an
increased risk of venous thromboembolism (including deep vein thrombosis,
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pulmonary embolism, and cerebral vein
thrombosis), arterial thrombosis (peripheral and cerebral), and severe preeclampsia. Placental and fetal effects include thrombosis and infarcts, placental
abruption, recurrent miscarriage, fetal
growth restriction, fetal stroke, and
death.175-179

How detectable is the condition?
The presence of a thrombophilia in an
individual may be suspected in the presence of a personal or family history of
venous thrombotic events, a history of
recurrent early or late pregnancy loss, severe preeclampsia, severe intrauterine
growth restriction, or placental abruption/insufficiency. The sensitivity and
specificity of family history as a tool for
detecting the thrombophilias in the prenatal setting is largely unknown and very
likely varies among populations. Laboratory testing for specific thrombophilias
is widely available and both sensitive
and specific if properly ordered and
interpreted.
A thrombophilia work-up may include testing for the following conditions: factor V Leiden, prothrombin
G20210A mutation, antithrombin III
deficiency, hyperhomocystinemia, protein C deficiency, protein S deficiency,
and the presence of lupus anticoagulants.175-186 Although genetic testing for
factor V Leiden and prothrombin
G20210A can be offered and interpreted
at any time, antithrombin III assays are
affected by anticoagulation and acute
thrombosis, and protein C and protein S
assays are affected by acute thrombosis,
pregnancy, oral contraceptives, and warfarin.176 Because of the complexity and
variety of tests available for thrombophilia, primary care providers may wish
to work with a genetics health professional and/or a hematologist when confronted with this clinical scenario.
How effective are the
current treatments?
There are no randomized trials evaluating
thromboprophylaxis for prevention of recurrent adverse pregnancy outcomes in
women with previous severe preeclampsia,
fetal growth restriction, or abruptio placenta in association with thrombophilias.
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Therefore, any recommendation to treat
such women with low-molecular-weight
heparin with or without low-dose aspirin
in subsequent pregnancies should remain
empiric and/or prescribed after appropriate counseling of the patients regarding
risks and benefits.173
Although treatment is controversial,
current American College of Obstetricians and Gynecologists guidelines (level
C: based primarily on consensus and
expert opinion) recommend offering
treatment in pregnancy for women with
homozygotic factor V Leiden and prothrombin G20210A mutations, antithrombin III deficiency, and compound
heterozygous factor V Leiden/prothrombin G20210A mutations.175 Additionally, treatment is recommended for
women with protein C or protein S deficiency as well as for women who are factor V Leiden or prothrombin G20210A
mutation heterozygotes. Treatment of
women with hyperhomocystinemia or
methylenetetrahydrofolate reductase
mutations is not well established;
whereas folic acid supplementation in
women with hyperhomocystinemia is
safe, treatment is not necessarily
efficacious.176,177,180-184

Impact of preconception care
No studies have specifically evaluated the
effect of treatment of thrombophilias
prior to conception. However, because
untreated thrombophilias are associated
with adverse maternal and fetal consequences and it is well established that
warfarin, commonly used to control
blood clotting, is teratogenic, preconception counseling and family planning
are important considerations for women
with thrombophilias.
Preconception counseling can appropriately inform women of the risks to
their own health from pregnancy and the
risks of their condition, and any medications used to treat their condition, on
pregnancy-related outcomes. Preconception care may allow women to optimize control of their condition prior to
pregnancy and allow women to transition to a medication regimen that is safer
for the fetus. For patients with heritable
disorders, genetic counseling prior to
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pregnancy may help identify the risk to
the offspring.
Contraception is important for women
who choose not to have a pregnancy and
for helping women achieve optimal timing
of pregnancy in relation to control of their
condition. Because estrogens promote hypercoagulable states, combination oral
contraceptive pills are contraindicated
among women with thrombophilias.
There are no contraindications to progestin-only methods, intrauterine devices, or
barrier methods.93

Recommendations
by other groups
The American College of Obstetricians
and Gynecologists has a practice bulletin
addressing thrombophilias in pregnancy,187 although this bulletin does not
specifically address preconception concerns related to thrombophilia. The
American Heart Association and the
American College of Cardiology have a
joint guideline for warfarin therapy for
pregnant patients that recognizes 3 options:162 (1) use heparin or LMWH
throughout pregnancy; (2) use warfarin
throughout pregnancy and change to
heparin or LMWH at 38 weeks’ gestation
with planned labor induction at approximately 40 weeks; or (3) use heparin or
LMWH in the first trimester, switching
to warfarin in the second trimester, continuing it until approximately 38 weeks’
gestation and then changing to heparin
or LMWH at 38 weeks with planned labor induction at approximately 40
weeks.
Recommendation. Providers may consider screening women of reproductive
age for a personal or family history of
venous thrombotic events or recurrent
or severe adverse pregnancy outcomes.
Women with a personal or family history
suggestive of thrombophilia may then be
offered counseling and testing for
thrombophilias. Screening for thrombophilias with laboratory testing in routine
care is not recommended. Women of reproductive age with a known genetic
thrombophilia should be offered preconception genetic counseling to address the risk of the condition to the offspring. Strength of recommendation: C;
quality of evidence: III.

Women of reproductive age with a
thrombophilia whose treatment regimen involves warfarin should be counseled about its teratogenic nature and,
whenever possible, should be changed to
a less teratogenic anticoagulant prior to
conception. Strength of recommendation:
B; quality of evidence: II-3.

Asthma
Burden of suffering
Asthma affects up to 8.2% of pregnant
women and 9.4% of women of reproductive age in the United States.188 For
approximately 30% of women with
asthma, the severity of the disease worsens during pregnancy. Women who are
most likely to experience worsening of
their asthma during pregnancy are those
with severe or poorly controlled asthma
prior to pregnancy.189 Subsequent pregnancies tend to follow a course similar to
the first pregnancy with respect to status
of asthma severity.190
Asthma that is not adequately controlled during pregnancy can result in serious complications for both the mother
and the fetus. Maternal complications
include preeclampsia, hypertension, and
hyperemesis gravidarum.191 Fetal complications include increased stillbirth
and infant death, neonatal hypoxia, intrauterine growth retardation, premature birth, and low birthweight.191,192
Women whose asthma is adequately
controlled during pregnancy have perinatal outcomes similar to those of nonasthmatic women.193-195 Studies and observations of pregnant women with
asthma demonstrate that the risks of uncontrolled asthma appear to be greater
than the risks of necessary asthma
medications.
Studies of pregnant women demonstrate that most inhaled asthma medications are safe for patients to use while
pregnant. In fact, inhaled corticosteroids
are the prophylactic treatment of choice
for pregnant women with mild, moderate, or severe persistent asthma, according to the National Asthma Education
and Prevention Program Expert Panel
(NAEPP).196 Specifically, existing observational cohort data do not associate an
increased risk of preeclampsia, total congenital malformations, preterm birth, or

low-birthweight infants with maternal
exposure to inhaled beta agonists, cromolyn, inhaled corticosteroids, or oral
theophylline. Maternal use of oral corticosteroids, however, has been associated
with reduced birthweight, an increased
risk of preeclampsia, and an increased
risk of oral clefts (first-trimester use).197
Nevertheless, although some increased
risks may be associated with the gestational use of oral corticosteroids, these
risks are probably still less than the potential risks to the mother and the fetus
of severe uncontrolled asthma.

How effective are the
current treatments?
There is general agreement that it is safer
for pregnant women with asthma to be
treated with asthma medications than to
have asthma symptoms or exacerbations
and reduced lung function that may potentially impair oxygenation of the fetus.198 Short-acting beta agonists induce
bronchodilation and are the initial rescue therapy in pregnant and nonpregnant asthmatics. Although this class of
medications has a pregnancy category C
rating, the human data for albuterol,
metaproterenol, and terbutaline are reassuring. Anticholinergics (category B),
in addition to bronchodilators, are usually added to short-acting beta agonists
for additional rescue therapy.
Oral corticosteroids (category C) are
used for asthma exacerbations that do
not respond to initial rescue therapies.
Unfortunately, the use of oral corticosteroids during the first trimester of pregnancy is associated with a 3- to 6-fold
increased risk of oral clefts and low birthweight in infants199 as well as an increased risk of maternal preeclampsia.200
However, when indicated for management of severe asthma, these risks of
therapy are much less than the risks of
uncontrolled severe asthma that can include maternal and/or fetal death.
To both avoid uncontrolled asthma in
the mother and minimize the possible
need for oral corticosteroids, preventive
therapy with controller medications is
paramount. The choice of controller
therapy may differ in the pregnant vs
nonpregnant asthmatic. The first therapy currently recommended by the
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American College of Allergy, Asthma,
and Immunology (ACAAI)-American
College of Obstetricians and Gynecologists 2000 position paper is still cromolyn or nedocromil (category B) because of reassuring animal and human
data for use during pregnancy. Unfortunately, these are most efficacious in mild
asthmatics, and further therapy is usually warranted.
Inhaled corticosteroids are the most effective prophylactic therapy for asthma,
and both beclomethasone and budesonide have reassuring human data during pregnancy. In fact, the Food and
Drug Administration changed budesonide from pregnancy category C to B
(all other inhaled corticosteroids are C).
The ACAAI-ACOG 2000 position paper
recommends the addition of salmeterol
(a long-acting beta agonist) only in patients not controlled by a maximum dose
of inhaled corticosteroids. Leukotriene
modifiers (montelukast and zafirlukast,
both category B) have been used in
asthma therapy. However, no human
data are available, and as a systemic medication, it should be used in pregnancy
only if it was effective for the patient
prior to pregnancy. Animal data for the
leukotriene modifiers are reassuring.
Theophylline (category C) has reassuring human data and may be considered
in patients not controlled by inhaled
corticosteroids.

Impact of preconception care
There are no published studies that specifically evaluate the impact of preconception asthma care on pregnancy-related outcomes for the woman and fetus.
However, research demonstrates that
women with severe asthma prior to pregnancy are more likely to worsen during
pregnancy, reinforcing the importance
of adequate asthma control prior to conception.189 Subsequent pregnancies tend
to follow a course similar to the first
pregnancy in any given patient,190 suggesting the potential for interconception
care focused on achieving asthma control between pregnancies.
A single published study has evaluated
health care outcomes for pregnant
women with asthma who were and were
not using an inhaled corticosteroid medS322

www.AJOG.org
ication prior to the pregnancy. This
study found that patients using an inhaled corticosteroid before pregnancy
experienced a decrease in the rate of
asthma-related physician and emergency department visits during the pregnancy, whereas the patients not using an
inhaled corticosteroid before pregnancy
experienced no change in these measures. Those patients using an inhaled
corticosteroid before pregnancy did not
have an increase in adverse pregnancy
outcomes relative to the group that was
not using them.201 Inhaled corticosteroids are recommended in the 2004 NAEPP asthma and pregnancy guidelines as
the prophylactic treatment of choice for
pregnant women with persistent
asthma.196 The preferred agent in these
guidelines is budesonide because this is
the only inhaled corticosteroid with
Food and Drug Administration category
rating B, based on accumulated evidence
from the Swedish Medical Birth Registry
indicating that budesonide treatment is
not associated with an increased risk of
congenital malformations202 or with an
increased risk of preterm delivery, stillbirth, or low birthweight.203
Morbidity during pregnancy because
of smoking may be independent of and
additive to morbidity because of asthma.
Furthermore, maternal smoking may be
associated with increased risk for wheezing and development of asthma in her
child.

Recommendations
by other groups
No organizations or professional associations have published guidelines or recommendations for the delivery of specific preconception care to women with
asthma. However, the National Asthma
Education and Prevention Program
(NAEPP) has developed a clinical practice guideline for management of asthma
during pregnancy, which recommends
that asthma be treated aggressively in
women who are pregnant.196 Inhaled
corticosteroids are recommended in the
2004 NAEPP asthma and pregnancy
guidelines as the prophylactic treatment
of choice for pregnant women with persistent asthma.196 The preferred agent in
these guidelines is budesonide because
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this is the only inhaled corticosteroid
with Food and Drug Administration category rating B, based on accumulated evidence from the Swedish Medical Birth
Registry indicating that budesonide
treatment is not associated with an increased risk of congenital malformations202 or with an increased risk of
preterm delivery, stillbirth, or low
birthweight.203
Recommendation. Women of reproductive age with asthma should be counseled about the potential for their asthma
control to worsen with pregnancy and
the importance of achieving asthma control prior to a pregnancy through appropriate medical management and avoidance of triggers. Women with asthma
who are planning to become pregnant or
who could become pregnant should be
treated with pharmacologic step therapy
for their chronic asthma based on the
ACAAI-ACOG recommendations for
the Pharmacologic Step Therapy of
Chronic Asthma During Pregnancy.
Those with poor control of their asthma
should be encouraged to use effective
birth control until symptom control is
achieved. Strength of recommendation: B;
quality of evidence: II-3.

Conclusion
All women of reproductive age presenting to the primary care setting are considered candidates for preconception
care.3,5 In addition to general preconception health promotion, health care
providers for women of reproductive age
with chronic medical conditions should
also address with the woman her risk of
pregnancy complications and maternal
morbidity and mortality given: pregnancy, disease prognosis irrespective of
pregnancy, whether there are conflicts
between maternal treatment and fetal
well-being, the extent of risk the condition or medications used to treat the
condition place on the fetus, optimal
timing of pregnancy (if desired), and the
woman’s ability to conceive at present
and in the future. Because avoiding, delaying, or achieving optimal timing of a
pregnancy is often an important component of the preconception care of women
with medical conditions, health care
providers should explicitly address re-
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productive planning and contraceptive
considerations for women of reproductive age with chronic medical conditions.
Because a high proportion of pregnancies is unintended, and even women with
intended pregnancies do not typically
plan their pregnancies with a health care
provider, providers must be proactive in
systematically addressing reproductive
planning and preconception health care
interventions with their patients to ensure that those with chronic medical
conditions have the necessary knowledge to inform their decisions and actions around family planning and
f
reproduction.
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The clinical content of preconception
care: reproductive history
Phillip G. Stubblefield, MD; Dean V. Coonrod, MD; Uma M. Reddy, MD, MPH; Raja Sayegh, MD;
Wanda Nicholson, MD, MPH, MBA; Daniel F. Rychlik, MD; Brian W. Jack, MD

P

reconception risk assessment includes a comprehensive evaluation
of a woman’s reproductive history to
identify factors related to previous poor
pregnancy outcomes that may be amenable to intervention before any future
pregnancies occur.1,2 Because an adverse
outcome in an earlier pregnancy is associated with an increased risk for adverse
outcomes in subsequent pregnancies, information such as previous spontaneous
abortion, preterm birth, fetal growth restriction, stillbirth, surgical delivery, diabetes, and pregnancy-induced hypertension should be collected.3 Preconception
diagnosis and treatment of certain conditions, including maternal autoimmune
disease and uterine malformations, may
reduce the risk of recurrent pregnancy
losses.

Prior low birthweight infant
Burden of suffering: A birthweight of less
than 2500 g includes infants that were
born preterm (⬍ 37 weeks) and infants
that suffer from fetal growth restriction
(FGR), whether born before or after 37

A history of previous birth of a low birthweight infant, previous cesarean sections,
multiple previous spontaneous abortions, prior stillbirth, or uterine anomaly identifies
women at increased risk for recurrent abortion, preterm birth, or stillbirth. We review the
evidence for the potential benefit of reproductive history in identifying strategies for
evaluation and treatment to prevent recurrent adverse pregnancy outcome. We offer
evidence-based recommendations for management of women with these histories.
Key words: low birthweight, preconception, preterm birth, reproductive history

weeks. About 30% of preterm infants are
growth restricted as well.

Preterm birth
Preterm birth is now the leading cause of
neonatal death in the United States and
is the leading cause of infant mortality
for nonwhite babies.4 Women who have
had a preterm birth have increased risk
for subsequent preterm birth.5-8 The
earlier in gestation the first preterm
birth, the greater the risk for another.
Women with 1 preterm birth before 35
weeks have a 16% risk of a second preterm birth. Risk increases to 41% after 2
preterm births and to 67% after 3 pre-
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term births.9 Other than multiple gestations, previous preterm birth is often
found as the single most important risk
factor for another preterm birth among
multiparous women. Multivariate analysis in a large Alabama study of a primarily low income population reported that
women with previous preterm delivery
had an odds ratio of 2.8 for preterm birth
in subsequent pregnancy.
The only other risk factor of similar
magnitude was prepregnancy maternal
weight of less than 50 kg.7 Early preterm
delivery (23-27 weeks’ gestation) was
closely associated with subsequent early
preterm delivery (⬍ 28 weeks).10 A population-based study from Texas concluded that prior preterm birth accounted for 10% of subsequent preterm
births.9 A number of conditions are associated with recurrent preterm birth:
African American ethnicity, inflammatory changes in the placenta, low maternal prepregnant weight (⬍ 50 kg) or
body mass index less than 19.8 kg/m2, a
large interpregnancy weight loss (⬎ 5 kg/
m2), cigarette smoking, short interpregnancy interval (⬍ 12 months), history of
cervical insufficiency, or short cervix on
transvaginal ultrasound during subsequent pregnancy.8 All but the first 2
could potentially be influenced before
the next pregnancy. Maternal periodontal disease is associated with increased
risk for preterm delivery. However,
treatment during pregnancy has not
been consistently beneficial. This prob-
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lem is considered in detail elsewhere in
this supplement.11

Fetal growth restriction
Growth-restricted fetuses account for almost half of all stillbirths.12 They are also
at high risk for fetal asphyxia during labor, meconium aspiration, serious neonatal morbidity, and death. Risk continues into childhood and adulthood. A
growing literature associates FGR birth
with hypertension, coronary artery disease, diabetes, obesity, and other chronic
health problems among adult survivors.13
The etiology of FGR is complex but
can be described in 3 broad categories:
maternal, fetal, and placental.13,14 Maternal risk factors include low prepregnancy weight, malnutrition, poor weight
gain during pregnancy, maternal age
younger than 16 years or older than 35
years, a short interpregnancy interval,
and smoking and substance abuse as well
as number of chronic maternal illnesses
that are detailed in other papers in this
supplement.
Chronic maternal vascular disease, hypertension, renal insufficiency, diabetes
mellitus, and the collagen vascular diseases (especially when complicated by
preeclampsia) account for nearly onethird of FGR cases.15 Fetal risk factors include chromosomal abnormalities, a
number of genetic syndromes, fetal viral and protozoal infections, and multiple gestations. Placental factors include chronic placental abruption,
placenta previa, placental infarctions,
and chronic placental villitis. Placental
mosaicism accounts for up to 25% of unexplained FGR. Malaria accounts for a
high proportion of FGR births and stillbirths in areas in which transmission is
high.13,15 The recurrence risk of FGR is
about 20%.
How detectable is the condition? In the
United States, virtually all infants are
weighed at birth, and women generally
know the birthweight of their infants.
Maternal illness can be identified by a
careful history and obtaining the patients’ medical records from the previous
delivery. Transvaginal measurement of
cervical length during a subsequent
pregnancy identifies women with a short
S374
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cervix (⬍ 25 mm at 20-24 weeks, ⬍ 30
mm at 16-20 weeks) who have markedly
increased risk for preterm birth.8,16
However, there are no validated, standardized ways to confirm a diagnosis of
cervical insufficiency prior to pregnancy.17 Determining the presence of
placental inflammation requires obtaining a pathology report from the previous
low birthweight pregnancy. Pathological
examination of the placenta is not routine, although this is increasingly performed in the case of an abnormal birth
outcome.
FGR is diagnosed in utero by ultrasound measurement of fetal biparietal
diameter, abdominal circumference, femur length, and calculated estimates of
fetal weight in comparison with standardized curves of these parameters versus gestational age. FGR is diagnosed in
the neonate by birthweight corrected for
gestational age. The usual criterion for
defining FGR is birthweight below the
10th percentile of births at that gestational age.
How effective are the current treatments? Low maternal prepregnancy
weight and large interpregnancy weight
losses are important risks for both preterm birth and low birthweight, and
weight gain prior to pregnancy might reduce risk for these women, but this has
not been tested. The complex associations of body mass index with pregnancy
outcomes are described elsewhere in this
supplement.18
Smoking cessation programs are effective in reducing pregnancy loss.19 Interpregnancy interval can be extended by
contraception; however, no interventional studies exist at present.
Incompetent cervix is identifiable in
some cases by a history of painless dilatation in the previous labor. Cervical cerclage procedures prior to pregnancy
have been used for many years for
women with a history of multiple late
midtrimester losses and appear effective
when compared with the same patient’s
past history, but there are no randomized prospective trials.17 A very large international trial compared cerclage during pregnancy plus bed rest with bed rest
alone and found a small but statistically
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significant reduction in delivery prior to
33 weeks and very low birthweight deliveries.20 With the recognition that a short
cervix found by transvaginal ultrasound
during pregnancy identifies women at
risk for recurrent preterm delivery, there
is great interest in how to treat this
group. Most evidence to date is that cervical cerclage during pregnancy is not
beneficial.21 However, in 1 metaanalysis,
risk of preterm birth was reduced by cerclage for the subgroup of women with a
singleton pregnancy, prior preterm delivery, and a short cervix by ultrasound
in the current pregnancy.22
Recent studies found highly significant reductions in subsequent preterm
birth if women with a previous preterm
infant are treated with injections of 17hydroxyprogesterone caproate from 16
to 36 weeks of gestation.23 Additional
benefits include reductions in neonatal
death, respiratory distress syndrome,
bronchopulmonary dysplasia, intraventricular hemorrhage, and necrotizing
enterocolitis in the progesterone-treated
group. Similar benefits have been reported with daily use of vaginal suppositories of natural progesterone.24 A 2005
metaanalysis of 10 trials confirmed these
findings.25 Use of progestational agents
once labor has started is not effective. Recent evidence suggests that progesterone
is of benefit to women with a shortened
cervix.26 17-Hydroxyprogesterone caproate is presently available only through
compounding pharmacies. It has been
granted orphan drug status by the US
Food and Drug Administration (FDA).
An FDA panel has recommended approval for the indication of preventing
preterm birth.27 Progesterone suppositories are also available only through
compounding pharmacists.
Dietary long-chain polyunsaturated
fatty acid supplementation is discussed
in the nutrition section of this supplement.18 Supplementation has been
found to slightly increase the mean gestational length but not with any reduction in low birthweight, preterm birth,
or rate of preeclampsia.
Management of women with a history
of an FGR infant includes obtaining the
records of the previous pregnancy and

Supplement

www.AJOG.org
the infant if it survived and searching for
specific neonatal and maternal conditions that may have been associated.
Chronic illnesses, especially those that
produce vascular disease, should be
managed to optimize the mother’s
health before pregnancy. Maternal exposure to tobacco, alcohol, and cocaine
should be eliminated if possible. Programs that reduce maternal cigarette
smoking have been proven to reduce
FGR births.13,15 Risk for FGR decreases
when women with low body mass index
increase their weight between pregnancies.15 Because short interpregnancy interval is associated with both preterm
birth and FGR, delaying conception to
allow for an interpregnancy interval of
18-24 months may be beneficial.
A portion of preterm births and FGR
result from multiple births occurring after in vitro fertilization (IVF). The frequency of multiple births can be reduced
by reducing the number of embryos
transferred. Where FGR is associated
with specific genetic syndromes, gamete
donation, or IVF and preimplantation
genetics may offer a solution.15 Maternal
periodontal disease is associated with
both preterm birth and FGR, although
intervention programs during pregnancy have not been consistently effective, suggesting that dental care prior to
pregnancy may be necessary.
Impact of preconception care: Preconception care provides the opportunity to
identify women at risk by determining
their pregnancy history. Women with
previous preterm or FGR infants should
be evaluated for remediable conditions
such as cervical insufficiency, cigarette
smoking, and low maternal weight and
chronic illness (for example, hypertension that may predispose them to another preterm or FGR delivery). Planning of pregnancies is advised to avoid
short birth intervals and optimize management of maternal illness. Women
with a history of preterm birth should be
counseled about risk of recurrent preterm labor, the possible use of a progestational agent in the next pregnancy, and
the need for early enrollment in prenatal
care to make treatment possible.

Recommendations by other groups: The
American College of Obstetricians and
Gynecologists (ACOG) notes both the
apparent benefits of progesterone for
high-risk women and the problem of no
commercial availability of 17-hydroxyprogesterone caproate. The ACOG does
not make a clear recommendation to use
progesterone but states that its use
should be restricted to women with a
documented history of spontaneous
birth at ⬍ 37 weeks.28
The ACOG does not recommend preconception measures for previous FGR
birth but makes detailed suggestions for
screening during pregnancy and pregnancy management. Early ultrasound is
advised for all women with previous
FGR birth, as are subsequent ultrasounds to evaluate growth. Once FGR is
diagnosed, approximately weekly fetal
assessment with Doppler velocimetry,
contraction stress test, biophysical profile, and nonstress testing with amniotic
fluid volume assessment are recommended to reduce perinatal mortality.
When tests are abnormal, daily monitoring is recommended with early delivery,
despite prematurity if fetal heart rate
testing and Doppler velocimetry become
abnormal.29
Recommendation. Pregnancy history
should be obtained from all reproductive-age women. Those with a history of
a preterm or FGR infant should be evaluated for remediable causes to be addressed before the next pregnancy.
Strength of recommendation: A; quality of
the evidence: II-2.
Women with a previous spontaneous
preterm birth should be informed of the
potential benefit of treatment with progesterone in subsequent pregnancy.
Strength of recommendation: A; quality of
the evidence: I-b.

Prior cesarean delivery
Burden of suffering: In the United States,
cesarean delivery is the most commonly
performed obstetrical procedure. Thirty
percent of women undergo cesarean delivery, which is a 46% increase since
1996.30 A woman considering pregnancy
after a previous cesarean will be faced
with deciding the mode of delivery for
the next pregnancy: whether to have an

elective repeat cesarean or attempt a trial
of labor (TOL). If TOL is successful, the
patient can expect a faster recuperation
period, shorter hospital stay, lower risk
for postoperative complications (eg,
bowel injury, infection, blood loss),
lower risk of respiratory complications
in the newborn (eg, transient tachypnea
of the newborn), and higher likelihood
of having a successful trial of labor in future pregnancies than a woman who undergoes elective cesarean before labor.31
However, women who start a TOL may
still need a cesarean during labor for failure to progress or nonreassuring fetal
heart rate and are at risk for dehiscence
or complete uterine rupture (incidence 1
per 200 deliveries) during labor, with expulsion of the fetus into the mother’s abdomen, which may lead to death (4%) or
severe disability for the infant.32,33 Maternal complications of uterine rupture
might include severe hemorrhage requiring blood transfusion (1 per 90 deliveries) or hysterectomy (1 per 500
deliveries).34,35
An elective repeat cesarean section
prior to labor has fewer complications
than the same procedure performed
during labor but more than with a successful TOL.23 However, multiple cesareans increase risk for later pregnancies.
Rates of placenta previa have been reported to range from 0.24% in patients
undergoing a first cesarean delivery to
6.74% in patients with 6 prior cesarean
deliveries.36 Among patients with a placenta previa, the rate of accreta can range
between 3% in women with 1 prior cesarean and 61%-67% among women
with 4 or more cesarean deliveries.37 Placenta accreta and its more severe variations, placenta increta and percreta, can
produce massive bleeding requiring
emergency hysterectomy and possibly
leading to death.
The decision to have a TOL or elective
repeat cesarean can best be made after
careful consultation with an obstetrician
or other expert health care provider and
is based on information about the previous cesarean, most especially the type of
uterine incision (whether low transverse,
low vertical, T incision, or classical) and
type of repair (whether single layer or 2
layer). Every effort should be made to
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obtain the official operative report for
the first cesarean.
The outcome of TOL is influenced by a
variety of factors:
●

●

●

●

The type of incision. Transverse uterine incision and lower segment vertical incisions have the least risk for
rupture, whereas classical vertical incisions and T incisions increase risk for
rupture and are contraindications to
TOL.38 Rates of uterine rupture range
between 4% and 9% in women with
prior classical or T-shaped incisions.
Lower rates have been reported in
women with prior low vertical (1-7%)
or low transverse incisions (0.21.5%).30,39,40 Most studies present
prior cesarean delivery as a composite
variable, essentially grouping all nontransverse incisions into 1 category.
Therefore, it is difficult to provide relative risks for each type of incision.
Type of repair. Whether the incision
was repaired with a single vs doublelayer uterine closure may be another
determinant of risk. Single-layer closures have been reported to confer a 4to 8-fold adjusted increase in risk for
uterine rupture during TOL over the
risk with a conventional 2-layer uterine closure.33,41 However, 4 retrospective studies and 1 case-control study
with a total of 1372 patients reported
no substantial differences in uterine
rupture with single- vs double-layer
closure.42-46
Maternal characteristics. Maternal
obesity increases risk35 as does maternal age over 30 years.47
Time since last cesarean. A short interdelivery interval (defined as months
from the previous delivery to the index
delivery) increases risk. One study
found this effect for interdelivery intervals of less than 24 months,48 another for interdelivery intervals of less
than 18 months,49 and a third for interpregnancy intervals (defined as
months from delivery to the subsequent conception) of less than 6
months.50 These data suggest a reasonable minimal interval from delivery to the next conception to be approximately 15 months.50
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Labor initiation. Induction of labor,
especially with prostaglandin E2, is associated with a substantial increase in
the risk of uterine rupture.51-53 Induction with misoprostol appears associated with even more risk.46
● Number of prior cesarean sections.
Previous preterm cesarean delivery
appears to increase risk for rupture,
even when the incision was transverse.52 Multiple cesarean deliveries,
all with lower-segment transverse incisions, do not appear to significantly
increase rate of uterine rupture during
TOL compared with those with a single prior operation.53
Shipp et al54 combined many of these
risk factors in a simple formula to predict
risk for uterine rupture during a TOL.
They assigned numerical scores to the
various factors: adding 2 points for 2 or
more prior cesareans, 1 point for interdelivery interval 18 months or less, 1
point for maternal age 30-39 years, and 2
points for maternal age 40 years or
greater, and subtracting 1 point for a
prior vaginal delivery and 1 prior cesarean. Women with the lowest score (–1)
had a 0.26% risk of rupture during TOL,
whereas women with scores of 0, 1, 2, 3,
and 4 had uterine rupture risks of 0.25,
1.11, 2.43, 3.70, and 14.29, respectively.
This work, if validated by others, may
simplify discussion of risk with patients.
●

How detectable is the condition? Women
are aware of whether they have undergone prior cesarean delivery but may not
know the type of scar or details of the
repair.
Impact of preconception care: A preconception visit prior to a subsequent
pregnancy would allow discussion of
the potential maternal and newborn
risks and benefits of a TOL vs elective
repeat cesarean delivery. Ideally this
discussion should begin prior to discharge after the cesarean and continue
at the postpartum visit and should include a description of the type of uterine incision and repair the patient just
experienced.
Because uterine rupture with TOL is
reduced by a delay of 18 months or more
from previous cesarean, a discussion of
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family-planning methods is strongly indicated. A review of potential operative
morbidity with multiple cesarean deliveries and an appraisal of long-term risks
of placental previa or placental accreta
with multiple cesarean deliveries should
also be discussed along with interventions for management and potential maternal complications.55
Recommendations by other groups: The
ACOG issued a 2006 committee opinion
on the evaluation and management of
women with prior cesarean delivery, recommending that when labor induction
is needed, the patient be informed of
increased risk of uterine rupture and
that use of misoprostol or other prostaglandins and oxytocin in sequence be
avoided.51
Recommendation. Preconception counseling of women with prior cesarean delivery should include counseling about
waiting at least 18 months before the
next pregnancy and about possible
modes of delivery so the patient enters
the next pregnancy informed of the risks
and options. Ideally the counseling
should begin immediately after the cesarean and continued at postpartum visits. Strength of recommendation: A; quality of evidence: II-2.

Prior miscarriage
Burden of suffering: There are 2 forms of
spontaneous abortion to consider in the
preconception period. One is sporadic
pregnancy loss, which occurs at random
throughout reproduction in 10-15% of
clinically recognized pregnancies.56 Another is recurrent abortion, which is defined as 3 or more consecutive spontaneous abortions and occurs in about 1% of
fertile couples.
How detectable is the condition? A careful
obstetric history can determine the
number and gestational age of the spontaneous abortion(s). Recurrent abortion
is defined as 3 or more consecutive spontaneous abortions; some recommend
not including biochemical pregnancies
(pregnancies with a pregnancy test and
missed menses as the only manifestation) in this count.57
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How effective are the current treatments? Patients with sporadic abortion
should be reassured that the prognosis is
good for future pregnancies and offered
routine preconception care. Those with
a loss at a gestational age greater than 14
weeks may benefit from consideration
that their loss was due to preterm birth
or fetal loss. Women with recurrent early
pregnancy loss (RPL; ⬍ 15 weeks’ gestation) should be offered a work-up including measurement of antiphospholipid antibodies (lupus anticoagulant
and anticardiolipin antibody), parental
karyotyping, and imaging of the uterus
with pelvic ultrasound (sonohysterography or 3-dimensional ultrasound) or
hysterosalpingogram. No recommendation can be made about thyroid testing,
glucose tolerance, or luteal phase defects
because data are not conclusive about
their association with RPL.
No randomized controlled studies
have shown any benefit from measuring
infectious agents, antinuclear antibody,
paternal leukocyte antigens/antipaternal
antibodies, or their associated treatments and thus cannot be recommended. Those with elevated antiphospholipid antibodies may benefit from
treatment with heparin and low-dose aspirin; 2 small trials found rates of spontaneous abortion reduced by 54% for
treatment with both vs aspirin alone.57
There is also evidence of improved blood
flow on histopathologic data with these
treatments.
Couples with an identified chromosomal anomaly should be offered genetic
counseling and prenatal testing of the fetus in subsequent pregnancies. Preimplantation embryo testing can identify
specific chromosomal abnormalities
(such as translocations or specific gene
defects) and may be an option for those
couples with access to assisted reproductive technology. This therapy is not recommended for screening of aneuploidy
or without a known genetic defect.
Those diagnosed with a uterine septum on imaging can undergo resection
of the septum via hysteroscopy with reported rates of live births of 70-85%
based on case series data. Similarly, removal of uterine fibroids is an option
when they are identified and felt to be

contributing to RPL, such as a large submucous fibroid, which deforms the cavity. All surgical treatments are largely
based on case series, so the actual treatment effect is unclear. When no cause is
identified, the prognosis is still favorable.
Couples can be reassured that a successful pregnancy occurs in a next pregnancy in 50-75% of women. Although
no randomized controlled studies exist,
psychological support and tender loving
care have been shown to improve outcomes in RPL patients.58 One study
demonstrated an 86% rate of successful
pregnancy with specific counseling and
support vs 33% with no specific care.59
Another study found miscarriage rates of
26% vs 51% for those with and without
supportive therapy, respectively.60 Because of the noninvasive nature of this
therapy, it should be offered to these patients to help them through this difficult
time.
Impact of preconception care: Work-up
for recurrent spontaneous abortion is
done in the preconception period. Surgical correction of uterine anomalies
such as a septum must be corrected in the
preconception period. Some treatments
such as heparin therapy are initiated
early in pregnancy, so identification of
antiphospholipid antibodies must be accomplished prior to pregnancy. Those
with a loss at a gestational age greater
than 14 weeks may benefit from consideration that their loss was due to preterm
birth or fetal death and receive a comprehensive workup for these etiologies as
discussed below.
Recommendations by other groups: ACOG
recommends the work-up cited in previous text and treatment with heparin and
aspirin in those with repeated (2 abnormal results 6-8 weeks apart) antiphospholipid antibodies. The European Society for Human Reproduction and
Embryology states that treatment of antiphospholipid antibodies with aspirin
or heparin requires further randomized
trials, citing design issues of existing
studies.60 They recommend testing thyroid function and glucose intolerance
based on benefits for overall fetal development and low cost. Neither group rec-

ommends routine karyotyping of abortus tissue in future pregnancies,60 nor
does either recommend therapy with
progestational agents. Both, in addition
to the American Society for Reproductive
Medicine, recommend against treatment
with intravenous immunoglobulin.58,61
Recommendation. Women with sporadic spontaneous abortion should be
reassured of a low likelihood of recurrence and offered routine preconception
care. Those with 3 or more early losses
should be offered a work-up to identify a
cause. Therapy based on the identified
cause may be undertaken. For those with
no identified cause, the prognosis is favorable with supportive care. Strength of
recommendation: A; quality of evidence:
I-a.

Prior stillbirth
Burden of suffering: The definition of
stillbirth includes the following: “death
prior to the complete expulsion or extraction from its mother of a product of human conception, irrespective of the duration of pregnancy and which is not an
induced termination of pregnancy, and
that the fetus does not breathe or show
other evidence of life such as beating of the
heart, pulsation of the umbilical cord, or
definite movement of voluntary muscles.”62 Reporting of fetal deaths is required in most states if it involves “a fetal
death of 350 g or more, or if weight is unknown, of 20 completed weeks’ gestation
or more.”62,63 The US stillbirth rate in 2003
was 6.2 stillbirths per 1000 live births and
fetal deaths, equaling the number of infant
deaths in the United States.62 Stillbirths
constitute half of all perinatal mortality
and 50% have an undetermined cause of
death. There is significant racial disparity
in the stillbirth rate; the rate for non-Hispanic black women is more than double
that of non-Hispanic white women.63
How detectable is the condition? Stillbirth
is readily recognized at birth by the absence
of any signs of life. Women generally know
if they have had one. The risk of recurrent
stillbirth is increased 2- to 10-fold for
women with a history of prior stillbirth(s)
over the risk for women with no such history.64-66 The risk depends on maternal
race and characteristics of the prior still-
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TABLE

Estimates of maternal risk factors and risk of stillbirth
Condition

Prevalence (%)

All pregnancies

Estimate rate of
stillbirth per 1000

Odds
ratioa

6.4

1.0

4-5.5

0.86

................................................................................................................................................................................................................................................................................................................................................................................

Low-risk pregnancies

80

................................................................................................................................................................................................................................................................................................................................................................................

Hypertensive disorder

.......................................................................................................................................................................................................................................................................................................................................................................

Chronic hypertension

6-10

6-25

1.5-2.7

.......................................................................................................................................................................................................................................................................................................................................................................

Pregnancy-induced hypertension

..............................................................................................................................................................................................................................................................................................................................................................

Mild

5.8-7.7

9-51

1.2-4.0

Severe

1.3-3.3

12-29

1.8-4.4

..............................................................................................................................................................................................................................................................................................................................................................
................................................................................................................................................................................................................................................................................................................................................................................

Diabetes

.......................................................................................................................................................................................................................................................................................................................................................................

Treated with diet

2.5-5

6-10

1.2-2.2

.......................................................................................................................................................................................................................................................................................................................................................................

2.4

6-35

Systemic lupus erythematosus

Treated with insulin

⬍1

40-150

6-20

1.8-4.4

Renal disease

⬍1

15-200

2.2-30

12-20

2.2-3.0

................................................................................................................................................................................................................................................................................................................................................................................
................................................................................................................................................................................................................................................................................................................................................................................
................................................................................................................................................................................................................................................................................................................................................................................

Thyroid disorders

0.2-2

................................................................................................................................................................................................................................................................................................................................................................................

Thrombophilia

1-5

18-40

2.8-5.0

Cholestasis of pregnancy

⬍ 0.1

12-30

1.8-4.0

Smoking ⬎ 10 cigarettes

10-20

10-15

1.7-3.0

................................................................................................................................................................................................................................................................................................................................................................................
................................................................................................................................................................................................................................................................................................................................................................................
................................................................................................................................................................................................................................................................................................................................................................................

Obesity (before pregnancy)

.......................................................................................................................................................................................................................................................................................................................................................................
2

BMI 25-29.9 kg/m

21

12-15

1.9-2.7

BMI ⱖ 30 kg/m

20

13-18

2.1-2.8

30

10-13

1.6-2.0

12-30

2.-4.6

9-20

1.4-3.2

.......................................................................................................................................................................................................................................................................................................................................................................
2
................................................................................................................................................................................................................................................................................................................................................................................

Low educational attainment (⬍ 12 y vs ⱖ 12 y)

................................................................................................................................................................................................................................................................................................................................................................................

Previous growth-restricted infant (⬍ 10%)

6.7

Previous stillbirth

0.5-1

................................................................................................................................................................................................................................................................................................................................................................................
................................................................................................................................................................................................................................................................................................................................................................................

Multiple gestations (current pregnancy)

.......................................................................................................................................................................................................................................................................................................................................................................

Twins

2.7

12

1.0-2.8

Triplets

0.14

34

2.8-3.7

.......................................................................................................................................................................................................................................................................................................................................................................
................................................................................................................................................................................................................................................................................................................................................................................

Advanced maternal age (reference ⬍ 35 y)

.......................................................................................................................................................................................................................................................................................................................................................................

35-39 y

15-18

11-14

1.8-2.2

2

11-21

1.8-3.3

15

12-14

2.0-2.2

.......................................................................................................................................................................................................................................................................................................................................................................

ⱖ 40 y

................................................................................................................................................................................................................................................................................................................................................................................

Black women compared with white women

................................................................................................................................................................................................................................................................................................................................................................................

BMI, body mass index.
Source: Fretts RC. Etiology and prevention of stillbirth. Am J Obstet Gynecol 2005;193:1923-35.68 Used by permission.
a

Odds ratio with the factor compared with the risk factor absent.

................................................................................................................................................................................................................................................................................................................................................................................

Stubblefield. The clinical content of preconception care: reproductive history. Am J Obstet Gynecol 2008.

birth, including etiology, gestational age,
and the presence of fetal growth restriction. In addition, a history of stillbirth increases the risk of a range of adverse pregnancy outcomes in the subsequent
pregnancy.
How effective are the current treatments?
Present management is based on a search
for risk factors during the subsequent
S378

pregnancy, with intensive prenatal care
based as much as possible on what is
known of the causes of the previous stillbirth. During the preconception or initial visit, the obstetric provider obtains a
detailed medical and obstetrical history;
reviews the evaluation of the prior stillbirth; determines recurrence risk based
on available information; and discusses
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the risk of other obstetrical complications, such as placental abruption, preterm delivery, and cesarean delivery.67
The Table lists common maternal factors
associated with stillbirth from a recent
systematic review of the medical
literature.68
There is little evidence to form recommendations for the management of sub-
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sequent pregnancy after stillbirth. Counseling is individualized to the patient’s
particular circumstances or risk factor.
For example, if a couple experienced a
previous second-trimester stillbirth as a
result of a cystic hygroma and nonimmune hydrops caused by Turner’s syndrome, they can be reassured that Turner’s syndrome is a sporadic condition
and is not associated with advanced maternal age. However, in the subsequent
pregnancy, one can offer nuchal translucency ultrasound to provide reassurance
to the couple.
First-trimester sonograms are advised
for accurate dating. Although the predictive value for maternal serum screening
in the first trimester is low, performing
maternal serum pregnancy-associated
plasma protein-A may provide some reassurance regarding the recurrent risk of
stillbirth from placental causes.69 If not
previously performed as part of the
work-up for the initial stillbirth, early diabetes screen, anticardiolipin antibodies,
and thrombophilia work-up may be performed. For example, a woman with a
previous stillbirth associated with fetal
growth restriction or placental pathology significant for thromboses may benefit from thrombophilia testing and
treatment with aspirin and heparin if
thrombophilia testing is positive.70,71
In the second trimester, a fetal anatomic survey may be performed at 18-20
weeks. Similar to the first-trimester
screen, the predictive value of secondtrimester analytes for stillbirth (maternal
serum alpha-fetoprotein [MSAFP], human chorionic gonadotropin [hCG], estriol, and inhibin-A) is poor but may
provide additional information. MSAFP
testing may be associated with the presence of a placental abnormality if it is elevated in a structurally normal fetus.72
Likewise, an abnormally elevated B-hCG
may be associated with an increased risk
of stillbirth but has poor predictive
value.73
Because nearly half of all stillbirths are
associated with FGR, serial sonograms
for fetal growth are customary, starting
at 28 weeks. If there is evidence of fetal
growth restriction, then the frequency of
ultrasound to monitor fetal growth is increased, usually to every 2-4 weeks, and

Doppler studies and antepartum fetal
testing are recommended. The ACOG
technical bulletin on intrauterine
growth restriction outlines management strategies.74
In all women with a previous stillbirth,
maternal assessment of fetal movement
or fetal kick counts may be started at 28
weeks’ gestation. Antepartum fetal testing, such as twice-weekly nonstress tests
and amniotic fluid index or biophysical
profiles, may be initiated at 32 weeks or
1-2 weeks before the gestational age of
the previous stillbirth.75 Caution must
be used when interpreting the antepartum fetal surveillance of a fetus of less
than 32 weeks’ gestation.
The delivery plan should be discussed
with the couple well in advance of the
third trimester. The timing of the delivery depends on maternal anxiety, cervical ripeness, and the cause of the previous stillbirth. In most cases, elective
induction at 39 weeks’ gestation or earlier delivery with documented fetal lung
maturity may be appropriate.76
Impact of preconception care: Many
women do not receive comprehensive
counseling with regard to the cause of
the stillbirth because either an incomplete evaluation was performed or because in 50% of cases with complete evaluation, the cause remains unknown. The
most important preconception intervention begins with a comprehensive assessment at the time of the stillbirth and
this should be undertaken in all cases.
This recommendation is based on stillbirths defined as fetal deaths occurring at
or after 20 weeks of gestation or more
than 350 g birthweight. However, early
second-trimester intrauterine fetal demise may not differ in etiology from stillbirths occurring after 20 weeks and a
comprehensive evaluation as described
in this section may be useful.
The single most important tests are an
autopsy and pathologic examination of
the placenta. If the parents refuse autopsy, they may accept a limited physical
examination of the neonate by a perinatal pathologist. Postmortem magnetic
resonance imaging may be useful. Cytogenetic studies are essential. The highest
yield of viable cells is from an amniocen-

tesis taken after recognition of the fetal
death and prior to birth.77 Additional
useful laboratory tests may include maternal fasting glucose, a Kleihauer-Betke
test to detect fetal-maternal hemorrhage,
urine toxicology, hemoglobin A1c, and a
thrombophilia work-up in normally
formed infants.68,78
A preconception visit to review the circumstances and work-up of the previous
stillbirth is important. Review of available reports of the fetal autopsy, placental pathology, and appropriate testing is
important to guide management of the
subsequent pregnancy and in some cases
may suggest interventions that should be
undertaken prior to the next pregnancy.
Because many stillborn infants have had
fetal growth restriction, the interventions to prevent FGR discussed in previous text may be appropriate. Examples
of possible interventions include maternal dietary supplementation with folic
acid to prevent recurrence of neural tube
defects, tight control of blood glucose for
diabetic women to prevent other major
fetal malformations, and management
of other genetic conditions by preimplantation genetics and embryo selection. Because cigarette smoking is related
to growth restriction and stillbirth,
smoking cessation is an important preconception intervention.79 Couples often experience feelings of anxiety, personal guilt, and apprehension when
contemplating pregnancy after having a
stillborn infant and may require additional psychosocial support.
Recommendations by other groups: The
ACOG issued a 2007 committee opinion
providing detailed suggestions for the
evaluation of stillbirth at the time that it
occurs. These include a detailed review
of the mother’s medical history; obstetric history; history of the prenatal course;
physical examination of the fetus with
weight, head circumference, and length;
multiple photographs of the infant and
placenta; placental pathology; fetal
karyotype; whole-body X-ray and autopsy if possible; and documentation of
findings. The findings should be communicated to the family.78
Recommendation. At the time of the
stillbirth, a thorough investigation to de-
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termine causation should be performed
and communicated to the patient. At the
preconception visit, women with a previous stillbirth should receive counseling
about the increased risk of adverse pregnancy outcomes and may require referral for support. Any appropriate
work-up to define the etiology of the previous stillbirth should be performed if
not done as part of the initial work-up.
Risk factors that can be modified prior
to the next pregnancy should be addressed, for example, smoking cessation. Strength of recommendation: B;
quality of evidence: II-2.

Uterine anomalies
Burden of suffering: Two to four percent
of fertile women with normal reproductive outcomes are believed to have congenital mullerian anomalies.80,81 The
prevalence of such anomalies in women
with history of poor reproductive performance (recurrent first- and secondtrimester losses) is estimated at 13%.82
Prevalence rates as high as 7-8% in the
general population and 25% in the recurrent pregnancy loss population have
been reported in series in which minor
anomalies were included (eg, minor arcuations and “hypoplastic” uteri).83 It
has also been estimated that a congenital
uterine malformation complicates 1 in
594 pregnancies.84 The most common
uterine anomalies are septate (35%), bicornuate (26%), and arcuate or subseptate (18%), but these proportions may
vary, depending on the specific population studied and the methodology used
to ascertain the diagnosis.81 The overall
live birth rates in patients with mullerian
anomalies are lower than average and are
estimated around 60% for the bicornuate and septate uterus and 40% for the
unicornuate and didelphic uterus. It is
generally agreed that the rates of prematurity, growth restriction, postpartum
hemorrhage, cervical incompetence,
malpresentation, pregnancy-associated
hypertension, dystocia, uterine rupture
in labor, and cesarean deliveries are
higher in patients with mullerian
anomalies.
How detectable is the condition? Because
of increased use of ultrasound and magS380
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netic resonance imaging (MRI) for miscellaneous gynecological complaints,
mullerian anomalies are being increasingly detected in women whose reproductive performance has not been previously tested. In women with recurrent
pregnancy loss, however, the gold standard for the diagnosis and accurate
classification of uterine anomalies is a
hysterogram (HSG) followed by a laparoscopy and hysteroscopy if the HSG is
abnormal. More recently the use of MRI
and 3-dimensional ultrasound have
emerged as noninvasive alternatives for
the diagnosis and classification of anomalies with a good degree of specificity and
sensitivity.85,86 It should also be noted
that approximately 20% of women with
mullerian anomalies harbor a coexistent
renal or ureteral anomaly that should be
ruled out with either a renal scan or intravenous pyelogram.
How effective are the current treatments?
The literature concerning the effectiveness of treatments on reproductive
outcomes in women with Mullerian
anomalies is mostly observational and
retrospective. In women with anomalies
whose reproductive performance has
not been previously tested, the course of
action should be individualized and depends on the nature and complexity of
the anomaly and associated gynecologic
symptoms. Although there is no evidence that proactive interventions improve outcomes, most authorities favor
hysteroscopic incision of a uterine septum when identified.
The best results appear to occur in
women with history of recurrent pregnancy loss who have a uterine septum
greater than 1 cm long. In those patients,
hysteroscopic resection/incision of the
septum restores a normal live birth rate
of about 80-90% and reduces miscarriage rates to background levels of 1520%.82,87,88 There is anecdotal evidence
that excision of coexisting vaginal septum may be beneficial in reducing risk of
dystocia and cesarean delivery in subsequent pregnancies. There is no credible
evidence that surgical correction of a
unicornuate, bicornuate, didelphic, or
T-shaped uterus improves pregnancy
and live birth rates. Some individual pa-
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tients, however, with bicornuate or didelphic uteri who have had repeatedly
poor outcomes despite intensive obstetric management may benefit from a
Strassman reunification metroplasty.89
Impact of preconception care: Preconceptional identification of a uterine septum
usually calls for hysteroscopic resection
to improve subsequent pregnancy outcomes, particularly in the recurrent loss
population. Identification of a coexistent
renal or ureteral anomaly should also call
for heightened awareness during the
next pregnancy because of an increased
risk of hypertension, recurrent urinary
tract infections, and urinary tract injury
during cesarean. Although there is no
strong evidence of overall benefit,90 intensive obstetrical and sonographic surveillance of subsequent pregnancies
could theoretically allow early identification of risk markers for preterm labor
and incompetent cervix and deployment
of interventions that may optimize fetal
outcomes (eg, bed rest, progesterone
use, cerclage placement, tocolysis, and
steroid use). Because of a reported increase in the risks of ectopic pregnancy in
women with mullerian anomalies, early
pregnancy tracking by hCG levels and
sonography is also warranted for early
detection and noninvasive management
of ectopics.91
In patients with anomalies who require assisted reproductive technologies
to conceive, the overall pregnancy rates
after IVF appear to be lower than in the
general population, although the series
are small.91
Occasional difficulties may arise during egg retrievals (because of unusual
ovarian position in the pelvis) and embryo replacement (because of cervical
stenosis or deformity) that require special skills to overcome. Extra care should
also be taken by the IVF team to minimize the risk of multiple pregnancies because of the increased baseline risk of
preterm labor.
Recommendation. A uterine septum in
a woman with poor prior reproductive
performance should be hysteroscopically corrected before the next conception. All other anomalies call for specific
delineation of the anomaly and any asso-
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ciated vaginal and renal malformations.
Although surgical correction may be advised in some, heightened awareness and
surveillance during a subsequent pregnancy and labor should help optimize
outcomes. Strength of recommendation:
B; quality of evidence: II-3.

Conclusion
A large number of specific conditions
that increase risk of preterm birth or adverse pregnancy outcome can be diagnosed based on reproductive history.
Many of these can be successfully treated
prior to pregnancy or early in a subsequent pregnancy to reduce risk. There is
good evidence for some treatments, for
example, smoking cessation and use of
17-hydroxyprogesterone caproate after
previous preterm birth. Case series show
the often dramatic benefit of hysteroscopic resection of uterine septa after recurrent miscarriage, and we recommend
this, but there have been no randomized
trials.
Placental inflammation exists in most
extremely preterm deliveries and is a
central problem, but intrauterine growth
restriction and stillbirth are major problems that can result from many different
etiologies. Reduction of risk requires a
program of searching for possible causes,
managing those causes, and closely
monitoring the subsequent pregnancy
with ultrasound and antepartum fetal
heart rate monitoring. However, truly
proving that such management leads to
the improved outcome would require
withholding care from some. This poses
a very difficult ethical dilemma for investigators. Concerted application of our
present knowledge should help reduce
adverse pregnancy outcomes, but much
more remains to be done to understand causes and develop effective
f
therapies.
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Recommendations to Improve
Preconception Health
and Health Care

Dear Colleague,
A healthy mother and a healthy baby are valued hopes and dreams of families of all cultural heritages. While
we have made great progress in ensuring healthier pregnancies and babies over the past several decades, we
still have much to do. Birth defects, low birth weight births, preterm deliveries, and infant deaths continue
to be higher than the goals outlined in Healthy People 2010, the nation’s health agenda. We know that a
woman’s preconception health, her health prior to becoming pregnant, plays an important role in determining
the outcome for her and her baby. Research has identiﬁed several important preconception risks factors that
should be addressed prior to conception to optimize the chances for a healthy mother and baby. As such, it
is a pleasure to inform you that after many months of hard work we, along with our partners, have published
national recommendations for improving preconception health and health care (MMWR 2006;55(No. RR-6).
The following pages include highlights of these recommendations.
These recommendations are designed to promote optimal health throughout the life span for women, children,
and families by using both clinical care and population-focused public health strategies. We developed these
recommendations by 1) reviewing published research; 2) convening the CDC/ASTDR Preconception Care
Work Group, representing 22 programs ; 3) evaluating presentations of best and emerging practice models at
the National Summit on Preconception Care; and 4) convening the Select Panel on Preconception Care (SPPC),
comprised of subject matter experts from the ﬁelds of obstetrics, gynecology, nursing, public health, midwifery,
epidemiology, dentistry, family practice, pediatrics, and others. These recommendations reﬂect the body of
evidence and professional opinion and practice in medicine, public health, and related ﬁelds, which is sufﬁcient
to guide changes in program, practice, and policy.
On behalf of the CDC, I would like to express our deepest appreciation for all those who contributed to this
process – all the researchers, individual subject matter experts, program practitioners, and providers who
meticulously reviewed the literature to develop these recommendations. We feel these recommendations
respond to critical issues that can help to improve perinatal outcomes for women, infants, couples, and families
by challenging them to assume personal responsibility, and empowering them to develop a lifetime reproductive
health plan. These recommendations represent only the ﬁrst steps to ensure that all women are in optimal health
before becoming pregnant, and that all babies are born healthy. Our challenge is to translate these suggestions,
goals, and action plans into appropriate interventions. We have come this far because of all your hard work.
And by continuing to combine our efforts into the future, we will achieve our goal of healthy women, healthy
mothers and healthy babies and children.
Thank you,

José F. Cordero, MD, .MPH
Assistant Surgeon General
Director
National Center on Birth Defects
and Developmental Disabilities

Preconception Health and Health Care Vision,
Deﬁnition, Goals, Recommendations and Action Steps
Our Vision for Improving Preconception Health and
Pregnancy Outcomes
All women and men of childbearing age have high reproductive awareness (i.e., understand risk and
protective factors related to childbearing).
All women have a reproductive life plan (e.g., whether or when they wish to have children, and how they will
maintain their reproductive health).
All pregnancies are intended and planned.
All women and men of childbearing age have health coverage.
All women of childbearing age are screened before pregnancy for risks related to the outcomes of pregnancy.

Women with a Previous Adverse Pregnancy Outcome
(e.g., infant death, very low birthweight or preterm birth) have access to interconception care aimed at reducing
their risks.

Deﬁnition of Preconception Care
Preconception care is comprised of interventions that aim to identify and modify biomedical, behavioral, and
social risks to a woman’s health or pregnancy outcome through prevention and management, emphasizing those
factors which must be acted on before conception or early in pregnancy to have maximal impact. Thus, it is
more than a single visit and less than all well-woman care. It includes care before a ﬁrst pregnancy or between
pregnancies (commonly known as interconception care). While the predominant component addresses women’s
health it includes interventions directed at males, couples, families and society at large.

Our Goals
Goal 1. Improve the knowledge and attitudes and behaviors of men and women related to preconception
health.
Goal 2. Assure that all women of childbearing age in the United States receive preconception care services
(i.e., evidence-based risk screening, health promotion, and interventions) that will enable them to
enter pregnancy in optimal health.
Goal 3. Reduce risks indicated by a previous adverse pregnancy outcome through interventions during the
interconception period, which can prevent or minimize health problems for a mother and her future
children.
Goal 4. Reduce the disparities in adverse pregnancy outcomes.

Recommendations and Action Steps
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Recommendation .
Individual Responsibility Across the Lifespan.
Each woman, man, and couple should be encouraged to have a reproductive life plan.
Action Steps:
• Develop, evaluate, and disseminate reproductive life planning tools for women and men in their childbearing
years, respecting variations in age; literacy, including health literacy; and cultural/linguistic contexts.
• Conduct research leading to development, dissemination, and evaluation of individual health education
materials for women and men regarding preconception risk factors, including materials related to biomedical,
behavioral, and social risks known to affect pregnancy outcomes.
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Recommendation .
Consumer Awareness.
Increase public awareness of the importance of preconception health behaviors and preconception care services
by using information and tools appropriate across various ages; literacy, including health literacy; and cultural/
linguistic contexts.

Action Steps:
• Develop, evaluate, and disseminate age-appropriate educational curricula and modules for use in school
health education programs.
• Integrate reproductive health messages into existing health promotion campaigns (e.g., campaigns to reduce
obesity and smoking).
• Conduct consumer-focused research necessary to identify terms the public understands and develop messages
for promoting preconception health and reproductive awareness.
• Design and conduct social marketing campaigns necessary to develop messages for promoting preconception
health knowledge and attitudes, and behaviors among men and women of childbearing age.
• Engage media partners to assist in depicting positive role models for lifestyles that promote reproductive
health (e.g., delaying initiation of sexual activity, abstaining from unprotected sexual intercourse, and avoiding use of alcohol and drugs).

Recommendation
Preventive Visits.

3.

As a part of primary care visits, provide risk assessment and educational and health promotion counseling to all

women of childbearing age to reduce reproductive risks and improve pregnancy outcomes.

Action Steps:
• Increase health provider (including primary and specialty care providers) awareness regarding the importance
of addressing preconception health among all women of childbearing age.
• Develop and implement curricula on preconception care for use in clinical education at graduate,
postgraduate, and continuing education levels.
• Consolidate and disseminate existing professional guidelines to develop a recommended screening and health
promotion package.
• Develop, evaluate, and disseminate practical screening tools for primary care settings, with emphasis on
the 10 areas for preconception risk assessment (e.g., reproductive history, genetic, and environmental risk
factors).
• Develop, evaluate, and disseminate evidence-based models for integrating components of preconception care
to facilitate delivery of and demand for prevention and intervention services.
• Apply quality improvement techniques (e.g., conduct rapid improvement cycles, establish benchmarks and
brief provider training, use practice self-audits, and participate in quality improvement collaborative groups)
to improve provider knowledge and attitudes, and practices and to reduce missed opportunities for screening
and health promotion.
• Use the federally funded collaboratives for community health centers and other Federally Qualiﬁed Health
Centers to improve the quality of preconception risk assessment, health promotion, and interventions
provided through primary care.
• Develop ﬁscal incentives for screening and health promotion.
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Recommendation .
Interventions for Identiﬁed Risks.
Increase the proportion of women who receive interventions as follow-up to preconception risk screening,
focusing on high priority interventions (i.e., those with evidence of effectiveness and greatest potential impact).

Action Steps:
• Increase health provider (including primary and specialty care providers) awareness concerning the
importance of ongoing care for chronic conditions and intervention for identiﬁed risk factors.
• Develop and implement modules on preconception care for speciﬁc clinical conditions for use in clinical
education at graduate, postgraduate, and continuing education levels.
• Consolidate and disseminate existing guidelines related to evidence-based interventions for conditions and
risk factors.

• Disseminate existing evidence-based interventions that address risk factors that can be used in primary care
settings (i.e., iotretinoins, alcohol misuse, anti-epileptic drugs, diabetes [preconception], folic acid deﬁciency,
hepatitis B, HIV/AIDS, hypothyroidism, maternal phenylketonurea [PKU], rubella seronegativity, obesity,
oral anticoagulant, STD, and smoking).
• Develop ﬁscal incentives (e.g., pay for performance) for risk management, particularly in managed care
settings.
• Apply quality improvement techniques and tools (e.g., conduct rapid improvement cycles, establish benchmarks, use practice self-audits, and participate in quality improvement collaborative groups).
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Recommendation .
Interconception Care.
Use the interconception period to provide additional intensive interventions to women who have had a previous
pregnancy that ended in an adverse outcome (i.e., infant death, fetal loss, birth defects, low birthweight, or
preterm birth).

Action Steps:
• Monitor the percentage of women who complete postpartum visits (e.g. using the Health Employer Data and
Information Set measures for managed care plans and Title V Maternal Child Health Block Grant state measures), and use these data to identify communities of women at risk and opportunities to improve provider
follow-up.
• Develop, evaluate, and replicate intensive evidence-based interconception care and care coordination models
for women at high social and medical risk.
• Enhance the content of postpartum visits to promote interconception health.
• Use existing public health programs serving women in the postpartum period to provide or link to interventions (e.g., family planning, home visiting, and the Special Supplemental Nutrition Program for Women,
Infants, and Children).
• Encourage additional states to develop preconception health improvement projects with funds from the Title
V Maternal Child Health Block Grant, Prevention Block Grant, and similar public health programs.
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Recommendation .
Prepregnancy Checkup.
Offer, as a component of maternity care, one prepregnancy visit for couples and persons planning pregnancy.

Action Steps:
• Consolidate existing professional guidelines to develop the recommended content and approach for such a
visit.
• Modify third party payer rules to permit payment for one prepregnancy visit per pregnancy, including development of billing and payment mechanisms.
• Educate women and couples regarding the value and availability of prepregnancy planning visits.
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Recommendation .
Health Insurance Coverage for Women with Low Incomes.
Increase public and private health insurance coverage for women with low incomes to improve access to
preventive women’s health and preconception and interconception care.

Action Steps:
• Improve the design of family planning waivers by permitting states (by federal waiver or by creating a new
state option) to offer interconception risk assessment, counseling, and interventions along with family planning services. Such policy developments would create new opportunities to ﬁnance interconception care.
• Increase health coverage among women who have low incomes and are of childbearing age by using federal
options and waivers under public and private health insurance systems and the State Children’s Health Insurance Program.
• Increase access to health-care services through policies and reimbursement levels for public and private
health insurance systems to include a full range of clinicians who care for women.
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Recommendation .
Public Health Programs and Strategies.
Integrate components of preconception health into existing local public health and related programs, including
emphasis on interconception interventions for women with previous adverse outcomes.

Action Steps:
• Use federal and state agency support to encourage more integrated preconception health practices in clinics
and programs.
• Provide support for CDC programs to develop, evaluate, and disseminate integrated approaches to promote
preconception health.

• Analyze and evaluate the preconception care activities used under the federal Healthy Start program, and
support replication projects.
• Convene or use local task forces, coalitions, or committees to discuss opportunities for promotion and
prevention in preconception health at the community level.
• Develop and support public health practice collaborative groups to promote shared learning and
dissemination of approaches for increasing preconception health.
• Include content related to preconception care in educational curricula of schools of public health and other
training facilities for public health professionals.

Recommendation
Research.

9.

Increase the evidence base and promote the use of the evidence to improve preconception health.

Action Steps:
• Prepare an updated evidence-based systematic review of all published reports on science, programs, and
policy (e.g., through the Agency for Healthcare Research and Quality).
• Encourage and support evaluation of model programs and projects, including integrated service delivery and
community health promotion projects.
• Conduct quantitative and qualitative studies to advance knowledge of preconception risks and clinical and
public health interventions, including knowledge of more integrated practice strategies and interconception
approaches.
• Design and conduct analyses of cost-beneﬁt and cost-effectiveness as part of the study of preconception
interventions.
• Conduct health services research to explore barriers to evidence-based and guidelines-based practice.
• Conduct studies to examine the factors that results in variations in individual use of preconception care (i.e.,
barriers and motivators that affect health-care use).
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Recommendation
.
Monitoring Improvements.
Maximize public health surveillance and related research mechanisms to monitor preconception health.

Action Steps:
• Apply public health surveillance strategies to monitor selected preconception health indicators (e.g., folic
acid supplementation, smoking cessation, alcohol misuse, diabetes, and obesity).

• Expand data systems and surveys (e.g., the Pregnancy Risk Assessment and Monitoring System and the National Survey of Family Growth) to monitor individual experiences related to preconception care.
• Use geographic information system techniques to target preconception health programs and interventions to
areas where high rates of poor health outcomes exist for women of reproductive age and their infants.
• Use analytic tools (e.g., Perinatal Periods of Risk) to measure and monitor the proportion of risk attributable
to the health of women before pregnancy.
• Include preconception, interconception, and health status measures in population-based performance monitoring systems (e.g., in national and state Title V programs).
• Include a measure of the delivery of preconception care services in the Healthy People 2020 objectives.
• Develop and implement indicator quality improvement measures for all aspects of preconception care. For
example, use the Health Employer Data and Information Set measures to monitor the percentage of women
who complete preconception care and postpartum visits or pay for performance measures.

Participating Organizations: Federal
 Department of Health and Human Services
o Agency for Healthcare Research and Quality
 Center for Outcomes and Evidence
o Centers for Disease Control and Prevention/Agency for Toxic Substances and Disease
Registry:
 National Center on Birth Defects and Developmental Disabilities
• Ofﬁce of the Director
• Division of Hereditary Blood Disorders
• Division of Birth Defects and Developmental Disabilities
 National Center for Chronic Disease Prevention and Health Promotion
• Division of Adult and Community Health
• Ofﬁce of Genetics and Disease Prevention
• Division of Reproductive Health
• Division of Oral Health
• Division of Nutrition and Physical Activity
• Division of Diabetes Translation
• Ofﬁce on Smoking and Health
• Division of Adolescent and School Health
 National Center for HIV/STD/TB Prevention
• Division of HIV/AIDS Prevention
• Division of STD Prevention
 National Center for Infectious Diseases
• Division of Bacterial and Mycotic Diseases
• Division of Viral Hepatitis
 CDC Ofﬁce of the Director
• Ofﬁce of Women’s Health
 Coordinating Center for Environmental Health & Injury Prevention
 Agency for Toxic Substances and Disease Registry
• Division of Health Education and Promotion



National Center for Health Marketing
• Division of Private and Public Partnerships
 National Immunization Program
o Health Resources and Services Administration
 Maternal and Child Health Bureau
o National Institutes for Health
 National Institute of Child Health and Human Development
o Ofﬁce of the Secretary
 Ofﬁce of Public Health and Science
• Ofﬁce on Women’s Health

Participating Organizations: Private Sector





























American Academy of Family Physicians (AAFP)
American Academy of Pediatrics (AAP)
American College of Nurse-Midwives (ACNM)
American College of Obstetricians and Gynecologists (ACOG)
American College of Osteopathic Obstetrics and Gynecology
American Osteopathic Association (AOA)
Association of Asian Paciﬁc Community Health Organizations (AAPCHO)
Association of Maternal and Child Health Programs (AMCHP)
Association of State and Territorial Health Ofﬁcials (ASTHO)
Associations of Women’s Health, Obstetric and Neonatal Nurses (AWHONN)
CityMatCH
Healthy Start Coalition of Miami-Dade
March of Dimes (MOD)
Maternity Center Association (MCA)
National Alliance for Hispanic Health
National Association of Community Health Centers (NACHC)
National Association of County and City Health Ofﬁcials (NACCHO)
National Birth Defects Prevention Network (NBDPN)
National Healthy Mothers, Healthy Babies Coalition (HM,HB)
National Healthy Start Association (NHSA)
National Hispanic Medical Association (NHMA)
National Medical Association (NMA)
National Partnership to Help Pregnant Smokers Quit; Smoke-Free Families
National Perinatal Association (NPA)
National Society of Genetic Counselors (NSGC)
Society for Maternal Fetal Medicine (SMFM)
Task Force for Child Survival and Development
The Jacobs Institute for Women’s Health (JIWH)

Preventing Pregnancy
The choice is yours
To avoid an unplanned pregnancy, there are ways
to take care of yourself.

Family PACT
This is a state- and federal-funded program to
provide comprehensive family planning services,
including treatment for sexually transmitted
diseases, to eligible income men and women in
California.
• You can sign up for Family PACT at your
doctor’s office
• For more information call Family PACT:
1-800-942-1054

What does Family PACT cover?
• Family planning services
• Birth control and condoms
• Emergency contraception (prevents pregnancy
after having unprotected sex)

You can qualify for these
services
• If you live in California
• Do not have insurance that covers family
planning
• Even if you are not a U.S. Citizen, you still may
be eligible
• Low income

There are ways to take care of
yourself:
• Use emergency contraception
• See your doctor for family planning

Here is a list of health centers in your
area where you can apply for PE and
receive free or low cost services:
IN HANFORD
*Healthy Beginnings 583-7683
*Family HealthCare Network 587-4532
*David Nelson, MD 582-1045
*Daniel Urrutia, MD 584-2721
*Kings County Health Dept 582-2795
IN LEMOORE
*Health Valley Medical Group 925-1000
*Adventist-Community Care 924-7711
IN CORCORAN
*Adventist-Community Care 992-2800
*Adventist-Community Care East 992-8200
*Ravi Kumar, MD 992-2337
IN STRATFORD & KETTLEMAN CITY
*Aria Community Health-Mobile 386-4501

A Woman’s Guide to
Preventing or Planning Pregnancy

IN AVENAL
*Avenal Community Health Center 386-4500
*Adventist-Community Care 386-4063
*Adventist-Community Care West 386-5200
For additional copies of this brochure
please contact:
The Center for the Health Professions
3333 California St., Ste. 410
San Francisco, CA 94118
(415) 476-8181
http://futurehealth.ucsf.edu/home.html
Developed by the LEAD program
© UCSF Center for the Health Professions, 2007
Supported by the California Endowment

Do you think you might be pregnant?
Do you want to avoid becoming pregnant?

What if I’m Pregnant?

Staying Healthy Before and During Pregnancy

There are programs that can help you during your
pregnancy.

There are things you can do before you get pregnant to help improve the chance of having a healthy baby.

Presumptive Eligibility (PE)
Presumptive Eligibility (PE) for Pregnant Women
is a Medi-Cal program that is designed to provide
immediate, temporary coverage for prenatal
care to low-income, pregnant women and teens
pending a formal Medi-Cal application.

What services does PE provide?
• Free pregnancy tests
• Abortion services
• Prenatal care

Get a check-up

Stop Smoking

• The most important thing
you can do before you get
pregnant is to see a doctor,
midwife or nurse.
• As soon as you think you may be pregnant, get
prenatal care early and go to all your medical
appointments.

• Smoking cigarettes and second hand smoke is
harmful to you and your baby.
• It can lead to complications in your pregnancy
and serious health problems in babies.
• For more information call:
California Smokers Hotline
1-800-NOBUTTS
1-800-45-NOFUME

Take A Multivitamin Daily
• Take a vitamin that has 400 micrograms of
Folic Acid.
• Folic Acid is a vitamin that can help prevent
birth defects in your baby’s brain and spine.

How can PE help you?

Eat Well

PE is the first step to getting Medi-Cal coverage
for pregnancy related care. Early prenatal care
helps you stay healthy and have a healthy baby.

• A healthy diet includes
the basic food groups:
vegetables, grains, fruits,
meats, and dairy products.
• Eliminate or reduce fast
foods and instant foods
from your diet.

Don’t let your income, lack of insurance, or
immigration status delay you in getting prenatal
care. On the back of this brochure, there is a list
of health centers in your area where you can sign
up for PE.

Exercise
• Walking for 30 minutes,
3-5 times per week, can
help you stay healthy
during pregnancy.
• Talk to your doctor to know what is best for you.

Don’t Drink Alcohol or
Use Drugs
• Drinking alcohol or using drugs during
pregnancy can cause the baby to be born too
early, too small, and with health problems.
• If you need help quitting, speak to your doctor.

Get Routine Dental Care
• Brush and floss at least twice a day.
• Gum disease has been linked to premature
birth and low birthweight in babies.
• Before and during your pregnancy go to a
dentist for a check-up.

Get Help for Domestic Violence
• If you are being mistreated in your relationship,
call a hotline or ask your doctor for ways to
get help.
• For more information call: National Domestic
Violence Hotline: 1-800-799-7233

Para evitar el embarazo
La opción es suya
Para evitar un embarazo no planificado, existen
maneras de cuidarse.

He aquí una lista de centros de salud
en su área donde usted puede solicitar
PE y recibir servicios sin costo o a
bajo costo:

Programa “Family PACT”
Es un programa financiado por el estado de
California y el gobierno federal para brindar
servicios completos de planificacion familiar,
para hombres y mujeres de bajos ingresos que
califican. Los servicios incluyen tratamiento
para enfermedades transmitidas sexualmente.
• Usted puede solicitar Family PACT en el
consultorio de su doctor
• Para mayor información, llame a Family PACT:
1-800-942-1054

¿Qué es lo que cubre Family PACT?
• Servicios de planificación familiar
• Anticonceptivos y condones
• Anticonceptivos de emergencia (para evitar el
embarazo después de tener relaciones sin
protección)

¿Como caliﬁco para estos servicios?
• Si usted vive en California
• No tiene seguro que cubra planificación
familiar
• ¿No es ciudadana de EUA? Es posible que sea
elegible de todas maneras
• Bajos ingresos

Existen maneras de cuidarse:
• Utilice anticonceptivos de emergencia
• Vaya con su doctor para planificación familiar

IN HANFORD
*Healthy Beginnings 583-7683
*Family HealthCare Network 587-4532
*David Nelson, MD 582-1045
*Daniel Urrutia, MD 584-2721
*Kings County Health Dept 582-2795
IN LEMOORE
*Health Valley Medical Group 925-1000
*Adventist-Community Care 924-7711
IN CORCORAN
*Adventist-Community Care 992-2800
*Adventist-Community Care East 992-8200
*Ravi Kumar, MD 992-2337
IN STRATFORD & KETTLEMAN CITY
*Aria Community Health-Mobile 386-4501
IN AVENAL
*Avenal Community Health Ctr 386-4500
*Adventist-Community Care 386-4063
*Adventist-Community Care West 386-5200
Para más copias de este folleto,
favor de comunicarse a:
The Center for the Health Professions
3333 California St., Ste. 410
San Francisco, CA 94118
(415) 476-8181
http://futurehealth.ucsf.edu/home.html
Creado por el programa LEAD
© UCSF Center for the Health Professions, 2007
Supported by the California Endowment

Guía de la mujer para evitar
o planiﬁcar el embarazo

¿Cree usted que puede estar
embarazada?
¿Quiere evitar embarazarse?

¿Qué pasa si estoy embarazada?
Hay programas que le pueden ayudar durante
su embarazo.

Programa “Presumptive
Eligibility” (PE)
“Presumptive Eligibility” (PE) para mujeres
embarazadas es un programa de Medi-Cal que
está diseñado para brindar cobertura provisional
inmediata para cuidado prenatal a mujeres y
adolescentes embarazadas de bajos ingresos
mientras su solicitud esta en proceso con
Medi-cal.

¿Qué servicios proporciona
aP
PE?
• Pruebas de embarazo gratis
• Servicios de aborto
• Cuidado prenatal

¿Cómo le puede ayudar PE?
PE es el primer paso para obtener cobertura
de Medi-Cal para atención relacionada con el
embarazo. El cuidado prenatal desde el principio
le ayuda a mantenerse sana y tener
un bebé sano.
o deje que la falta de ingresos, seguro médico,
No
o condición m
migratoria le impida conseguir
cuidado prenat
prenatal. En el revés de este folleto, hay
una lista de ce
centros de salud en su área donde
ted puede solicitar PE.
usted

Para mantenerse sana antes y durante el embarazo
Hay cosas que usted puede hacer antes de embarazarse y durante el embarazo
para mejorar las posibilidades de tener un bebé sano.

Hágase un chequeo

Dejar de fumar

• Lo más importante antes de
embarazarse es consultar a
un doctor, partera, o
enfermera.
• En cuanto piense que pueda
estar embarazada, obtenga atención prenatal
puntualmente y vaya a todas sus citas médicas.

• Fumar cigarrillos y humo de segunda mano es
dañino para usted y su bebé.
• Puede causar complicaciones en su embarazo y
problemas graves de salud en recién nacidos.
• Para mayor información,
llame al: California
Smokers Hotline
1-800-NOBUTTS
1-800-45-NOFUME

Tome una multivitamina a diario
• Tome una vitamina que contenga 400
microgramos de ácido fólico.
• El ácido fólico es una vitamina que puede ayudar
a prevenir defectos de nacimiento en el cerebro y la
columna vertebral de su bebé.

Coma bien
• Una dieta saludable incluye
los grupos básicos de
alimentos: vegetales, granos,
frutas, carnes y productos
lácteos.
• Elimine o reduzca el consumo de comida
chatarra e instantánea en su dieta.

Haga ejercicio
• Caminar por 30 minutos
de 3 a 5 veces a la semana
puede ayudarla a mantenerse
sana durante el embarazo.
• Hable con su médico para saber qué es lo mejor
para usted.

No beba alcohol ni use drogas
• Beber alcohol o usar drogas durante el embarazo
puede ocasionar que el bebé nazca prematuro,
muy pequeño y con problemas de salud.
• Si usted necesita ayuda para dejar de beber
alcohol o usar drogas, hable con su médico.

Obtenga atención dental de rutina
• Cepíllese los dientes y use hilo dental por lo
menos dos veces al día.
• Se ha establecido una relación entre encías en mal
estado y partos prematuros y bajo peso al nacer.
• Antes y durante su embarazo, vaya a un dentista
para un chequeo.

Busque ayuda en caso de violencia
doméstica
• Si usted está siendo maltratada por su pareja,
llame a una línea de ayuda telefónica o pregunte a
su doctor acerca de maneras de obtener ayuda.
• Para mayor información, llame a: Violence
Hotline: 1-800-799-7233

Tobacco Use: After Pregnancy
What you can do to decrease risks for you and a future pregnancy

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

Secondhand smoke
Smoke from someone else’s cigarette is called secondhand smoke. Babies
who are exposed to secondhand smoke, from you or others around you who
smoke, are more likely to get sick than babies who are not exposed. Also,
babies exposed to smoke have a greater risk of dying from sudden infant
death syndrome (SIDS). Even thirdhand smoke, or smoke that is left in
carpets and furniture where a person once smoked, can be harmful to your
baby’s health. Tips to keep your baby from being exposed to secondhand
smoke include:
Stop smoking if you are a current smoker. If you haven’t quit, don’t smoke
around your baby.
Don’t allow your partner or other people to smoke around your baby.
Choose activities where your baby isn’t exposed to secondhand smoke.
Leave the room with your baby if others are smoking.
Spend time with non-smokers.
Staying smoke-free
Plan ahead for what you will do if you are in a situation where you might be
tempted to smoke, such as stressful situations or meeting old friends you
used to smoke with. Remember, if you, your family members, or friends
would like free help quitting or cutting back on smoking, call the California
Smokers’ Helpline at (800) NO-BUTTS (662-8887).
Breastfeeding
Breastmilk is the best food for your baby. Nicotine and other chemicals from
cigarettes can get into breastmilk of mothers who smoke or are exposed to
secondhand smoke. If you are still smoking, wait as long as possible between
having a cigarette and breastfeeding. If you are using nicotine replacement
therapy, talk to your health care provider to see if breastfeeding is OK for you
and your baby.
Tobacco use and future pregnancies
Whether or not you’re planning to get pregnant, being smoke-free is best for
you and your baby. If you want to get pregnant again, it’s important to know
that smoking during the first days and weeks of pregnancy, before you may
know that you are pregnant, can cause damage to the baby. If you are still
smoking, use an effective method of birth control to prevent an unintended
pregnancy. Quitting is not easy; if you need help quitting, talk to your
provider.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
California Smokers’ Helpline: (800) NO-BUTTS (662-8887) or californiasmokershelpline.org
Every Woman California: everywomancalifornia.org
Le Leche League International: llli.org/faq/smoking.html
March of Dimes: marchofdimes.com/pregnancy/alcohol_smoking.html

Interconception Care Project for California
A collaborative project led by ACOG District IX with funding provided by March of Dimes
This material is for information purposes only and does not constitute medical advice. The opinions expressed
in this material are those of the author(s) and do not necessarily reflect the views of the March of Dimes.

© Preconception Health Council of California, 2011

El consumo de tabaco: después del embarazo
Lo que puede hacer para reducir los riesgos para usted y sus embarazos futuros

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario
El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

El humo de segunda mano
El humo de segunda mano es el humo que producen los cigarros de los fumadores.
Los bebés expuestos al humo de segunda mano, de usted o de aquellos fumadores a
su alrededor, son más propensos a enfermarse que aquellos que no son expuestos.
También tienen mayor riesgo de morir a cause del Síndrome de muerte súbita del
lactante (SMSL o SIDS, por sus siglas en inglés), también conocido como “muerte de
cuna”. Incluso el humo de tercera mano, que es el humo que penetra en las alfombras
y en los muebles de una habitación en donde alguien ha fumado, puede ser nocivo
para la salud de su bebé. Consejos para evitar que su bebé sea expuesto al humo de
segunda mano:
Si es fumador, deje de fumar. Si no ha dejado de fumar, no fume cerca de su bebé.
No deje que su pareja o ninguna otra persona fume en donde se encuentra su bebé.
Elija actividades para la familia en las cuales su bebé no será expuesto al humo de
segunda mano.
Saque a su bebé de una habitación donde haya personas fumando.
Júntese con personas que no fuman.
Cómo evitar volver a fumar
Tenga un plan de antemano si piensa que se va a encontrar en una situación que le
provocará deseos de fumar, como por ejemplo una situación estresante o si se va a
reunir con amistades con las que usted fumaba. Recuerde que si usted, un miembro
de su familia o un amigo necesitan ayuda gratuita para dejar de fumar o disminuir el
hábito, llame a la Línea de ayuda para fumadores de California al 1-800-45-NO-FUME.
La lactancia
La lactancia es la mejor fuente de alimentación para su bebé. La nicotina y las otras
sustancias químicas que contienen los cigarros pueden ser absorbidas por la leche
materna de las mujeres que fuman o que están expuestas al humo de segunda mano.
Las mujeres que fuman deben esperar el mayor tiempo posible para amamantar a su
bebé después de haber fumado un cigarro. Si está bajo terapia de reemplazo de
nicotina, consulte a su proveedor de cuidado médico para determinar si amamantar
es recomendable para usted y su bebé.
El consumo de tabaco y sus embarazos futuros
A pesar de su decisión de volver a quedar embarazada o no, dejar de fumar es mejor
para usted y su bebé. Si quiere volver a quedar embarazada, es importante saber que
fumar durante los primeros días o semanas del embarazo, antes de que usted siquiera
sepa que está embarazada, puede causarle daño al bebé. Si sigue fumando, utilice un
método anticonceptivo eficaz para evitar un embarazo no planeado. Dejar de fumar
no es fácil; si necesita ayuda para dejar de fumar, hable con su proveedor.
Recuerde las tres As:
cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
Cada Mujer, Cada Día: cadamujercadadia.org
March of Dimes: http://www.nacersano.org/centro/9388_9937.asp
La Línea de Ayuda para Fumadores: (800) 45-NO-FUME o (800) 456-6386 y
californiasmokershelpline.org/Spanishhomepage_000.shtml
La Leche League International: llli.org/lang/espanol/lvaugsep04.html
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Thyroid Disease: After Pregnancy
What you can do to decrease risks for you and a future pregnancy
Hyperthyroidism
If you become pregnant, too much thyroid hormone (called hyperthyroidism)
can cause you to have problems including an irregular heartbeat, and heart
failure. Hyperthyroidism during pregnancy can also increase the risk that
your baby is born smaller than normal or prematurely. It can also cause other
health problems for your baby. After birth, your baby may have
hyperthyroidism that requires treatment with medications. Treating
hyperthyroidism during pregnancy helps decrease risks for you and your
baby.

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

Hypothyroidism
If you become pregnant, not enough thyroid hormone (called
hypothyroidism) can increase the risk for preeclampsia (a condition during
pregnancy when your blood pressure becomes too high) or placental
abruption (a condition in which the placenta begins to separate from the
uterus before the baby is born). It can also increase the risk that your baby is
born small, prematurely or with decreased mental ability. When you are
pregnant, you may need to have your thyroid medication adjusted, so it is
important to tell your health care provider if you have a positive pregnancy
test. Treating hypothyroidism during pregnancy helps decrease risks for you
and your baby.
Management after pregnancy
If you had a thyroid disorder before or during pregnancy, you need to have
your thyroid stimulating hormone (TSH) and thyroid levels checked at your
postpartum visit. Based on your TSH and thyroid levels, your provider may
adjust or start new medications. The goal of the medications is to make your
TSH and thyroid levels normal.
Women with certain disorders, such as diabetes or autoimmune disorders,
are at increased risk of having thyroid problems. If you have any of these
disorders, your thyroid level needs to be checked again at about three
months after having your baby, because you are at increased risk for a longterm thyroid disorder.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
American College of Obstetricians and Gynecologists:
acog.org/publications/faq/faq128.cfm
American Thyroid Association:
thyroid.org/patients/brochures/Thyroid_Dis_Pregnancy_broch.pdf
Every Woman California: everywomancalifornia.org/content.cfm?categoriesID=4
March of Dimes: marchofdimes.com/complications_thyroid.html
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Las enfermedades de la tiroides:
después del embarazo
Lo que puede hacer para reducir los riesgos para usted y sus embarazos futuros
El hipertiroidismo
Si queda embarazada, la secreción excesiva de hormonas tiroideas (hipertiroidismo)
le puede causar problemas de la tiroides, un latido cardiaco irregular y fallo cardiaco.
El hipertiroidismo durante el embarazo también puede incrementar el riesgo de que
su bebé nazca más pequeño de lo normal o antes de tiempo. Después del parto, es
posible que su bebé también padezca de hipertiroidismo y que requiera de
tratamiento médico. Tratar el hipertiroidismo ayuda a reducir los riesgos para usted
y su bebé durante el embarazo.

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar

El hipotiroidismo
Si queda embarazada, la falta de secreción de hormonas tiroideas (hipotiroidismo)
puede aumentar el riesgo de que padezca de preeclampsia (una condición médica que
ocurre durante el embarazo que causa presión arterial alta) o el desprendimiento
prematuro de la placenta (una condición médica en la cual la placenta comienza a
desprenderse del útero antes del nacimiento del bebé). También puede aumentar el
riesgo de que su bebé nazca pequeño, prematuramente o con problemas mentales.
Durante el embarazo, es posible que la medicina para tratar su tiroides necesite ser
ajustada, de modo que es importante que le indique a su proveedor de cuidado
médico si su prueba de embarazo es positiva. Tratar el hipotiroidismo ayuda a reducir
los riesgos para usted y su bebé durante el embarazo.
El control de la tiroides después del embarazo
Si tuvo problemas con su tiroides antes o durante su embarazo, deberá hacerse un
examen de la hormona estimulante de la tiroides (TSH, por sus siglas en inglés) y de
sus niveles de hormonas tiroideas durante su visita posparto. De acuerdo a sus
niveles de TSH y hormonas tiroideas su proveedor puede modificar o administrarle
nuevo medicamento. El objetivo de los medicamentos es que sus hormonas
estimulantes de la tiroides y sus hormonas tiroideas alcancen niveles normales.
Las mujeres con ciertas condiciones médicas como la diabetes, o con ciertos
trastornos autoinmunes corren mayor riesgo de tener problemas de la tiroides. Si
usted padece de alguna de estas condiciones, debe revisar su nivel de hormonas
tiroideas nuevamente a los cuatro meses después de dar a luz ya que corre mayor
riesgo de tener problemas de la tiroides a largo plazo.
Recuerde las tres As:

Ejercicio – 30 minutos diario
El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
Cada Mujer, Cada Día: cadamujercadadia.org
March of Dimes: nacersano.org/centro/9254_9829.asp
Family Doctor:
familydoctor.org/online/famdoces/home/common/hormone/869.html
familydoctor.org/online/famdoces/home/common/hormone/915.html
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Thrombocytopenia: After Pregnancy
What you can do to decrease risks for you and a future pregnancy
What is thrombocytopenia and how does it affect pregnancy?
Thrombocytopenia is a condition where you have a low number of platelets
in your blood. Platelets are blood cells that help stop bleeding. People with
low platelets may experience easy bleeding. Tell your health care provider if
you bleed easily, such as when you brush your teeth.
Low platelets are common in pregnancy and can be a complication of other
conditions, such as lupus and preeclampsia.
If you were pregnant and no other reason for your low platelets was found,
you may be diagnosed with either gestational thrombocytopenia or
idiopathic thrombocytopenic purpura (ITP).

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

What is the difference between gestational thrombocytopenia and ITP?
With both gestational thrombocytopenia and ITP, you will have low platelets.
Gestational thrombocytopenia is a harmless condition and will not affect your
baby. ITP is an autoimmune disorder where you make substances called
antibodies that attack your platelets. Women with ITP usually have a healthy
pregnancy, but there can be serious risks of bleeding. Regardless of the cause,
low platelets can be treated. A hematologist, a doctor specializing in blood
disorders, may help with your treatment during pregnancy. A pediatrician
should be involved to help with potential bleeding complications in your
baby.
Management of low platelets after pregnancy
After pregnancy, your provider checks your platelet levels regularly and may
diagnose you with gestational thrombocytopenia or ITP. You can also see a
hematologist. If you have gestational thrombocytopenia, you will not need
treatment. If you have ITP, it can be treated with various medications,
including those that are safe to use while breastfeeding.
What can you expect during your next pregnancy?
If you have gestational thrombocytopenia, it may reoccur in your next
pregnancy, but it is generally harmless.
If you have ITP, you can’t always predict what will happen during your next
pregnancy. If you are thinking about getting pregnant again, talk to your
provider about which hospital near you can provide the best level of care
for you and your baby in case either of you need special treatment during
and after delivery. Your health care providers can help you create a plan to
control your ITP before and during a future pregnancy to help you to stay
well and have a healthy baby.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
Every Woman California: everywomancalifornia.org
March of Dimes: marchofdimes.com
Platelet Disorder Support Association: pdsa.org/assets/pdf/itp_preg_web1.pdf
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La trombocitopenia: después del embarazo
Lo que puede hacer para reducir los riesgos para usted y sus embarazos futuros

¿Qué es la trombocitopenia y cómo me afecta durante el embarazo?
La trombocitopenia es una condición médica en la cual no hay suficientes plaquetas
en la sangre. Las plaquetas son células que ayudan a dejar de sangrar. Las personas
que tienen las plaquetas bajas sangran fácilmente. Dígale a su proveedor de cuidado
médico si usted sangra fácilmente, por ejemplo, al lavarse los dientes.
Aunque tener las plaquetas bajas es común durante el embarazo, puede ser el
resultado de otra condición, tal como el lupus o la preeclampsia.
Si no existe otra razón por la cual usted tiene las plaquetas bajas, es probable que le
diagnostiquen trombocitopenia gestacional o púrpura trombocitopénica idiopática
(PTI o ITP, por sus siglas en inglés).
Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario
El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

¿Cuál es la diferencia entre la trombocitopenia gestacional y la PTI?
Ambas condiciones médicas causan niveles bajos de las plaquetas. La
trombocitopenia gestacional es una enfermedad benigna que no afecta a su bebé. La
PTI es un trastorno autoinmune que produce substancias llamadas anticuerpos que
atacan a las plaquetas. Por lo general, las mujeres que tienen PTI tienen embarazos
normales, pero corren el riesgo de sangrar profusamente. Sin importar la causa de
tener plaquetas bajas, se las puede tratar. Un especialista en las enfermedades de la
sangre, o hematólogo, puede ayudarla con su tratamiento durante el embarazo. Así
mismo, un pediatra debería intervenir en caso de que haya complicaciones de
sangrado con su bebé.
Después del embarazo
Después del embarazo, su proveedor le hará pruebas para medirle los niveles de
plaquetas en la sangre con regularidad. Es posible que le diagnostique
trombocitopenia gestacional o PTI. En tal caso, debe consultar a un hematólogo. Si
tiene trombocitopenia gestacional, no necesitará tratamiento. Si tiene ITP, puede
tratarse con variaos medicamentos, incluyendo los que son seguros para usar durante
la lactancia.
¿Qué puede esperar de su próximo embarazo?
Si tiene trombocitopenia gestacional, puede volver a presentársele durante su
próximo embarazo, pero por lo general, no es dañino.
Si tiene PTI, no siempre es posible predecir lo que puede ocurrir durante su
próximo embarazo. Si planea volverse a embarazar, pregúntele a su proveedor qué
hospital cercano le puede brindar el mejor cuidado médico a usted y a su bebé en
caso de que requieran de cuidado especial durante y después del parto. Su
proveedor de cuidados médicos puede ayudarle a diseñar un plan para controlar su
PTI antes y durante sus embarazos futuros para ayudarle a mantenerse sana y
tener un bebé saludable.
Recuerde las tres As:
cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
Cada Mujer, Cada Día: cadamujercadadia.org
March of Dimes: nacersano.org
MedlinePlus: http://www.nlm.nih.gov/medlineplus/spanish/ency/article/000535.htm
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Syphilis: After Pregnancy
What you can do to decrease risks for you and your future pregnancies

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

What is syphilis and how do you know if you have it?
Syphilis is a bacterial infection usually spread through sex. Syphilis can also be
passed to your baby during pregnancy or birth. People can have syphilis and
not know they have it. Syphilis is a disease that occurs in three stages:
Primary stage: The first symptom (1 week after exposure) is a painless red
sore on the genitals, mouth, or rectal area. You may not see it or feel it, and it
goes away on its own.
Secondary stage: Later symptoms (a few weeks or months after exposure)
include fever, rash, and flu-like symptoms. These symptoms can go away, but
the disease stays in your body.
Tertiary stage: If untreated for many years, syphilis will cause long-term
heart and brain problems, and even death.
What can you do if you have syphilis?
If you have been diagnosed with syphilis, it is important to:
Get treated – usually syphilis can be cured with one dose of antibiotics. Most
of the medications used to treat syphilis are safe during breastfeeding.
Ask your partner to get treated so you don’t pass it back and forth.
Get your blood tested to make sure you are cured. Remember that you may
always test positive on certain tests for syphilis.
Get tested for other sexually transmitted infections (STIs).
Practice safe sex by always using a condom.
How can you stay safe from syphilis and other STIs?
Follow all of your health care provider’s recommendations for getting treated
and retested for syphilis. Don’t get pregnant again until you are sure your
syphilis has been treated and cured. Women who get syphilis during
pregnancy are likely to infect the baby. Babies born with syphilis may be born
prematurely, may not be able to grow properly, and may have liver problems,
lung infections, or a skin rash.
Talk to your partner about syphilis and other STIs. Don’t have sex with your
partner until both of you have been treated and retested for syphilis. Always
use condoms with water-based lubricants. Oil-based lubricants will weaken
condoms. Remember that a condom may not completely cover a sore, and
contact with a sore can lead to infection, so if you or your partner have a sore,
think about not having sex.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
American College of Obstetricians and Gynecologists:
acog.org/publications/faq/faq071.cfm
Centers for Disease Control and Prevention: cdc.gov/std
Every Woman California: everywomancalifornia.org
March of Dimes: marchofdimes.com/complications_syphilis.html
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La sífilis: después del embarazo
Lo que puede hacer para reducir los riesgos para usted y sus embarazos futuros

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario
El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

¿Qué es la sífilis y cómo sé si la tengo?
La sífilis es una infección bacteriana que se contrae a través del sexo. La sífilis
también puede transmitirse al bebé durante el embarazo o durante el parto. Una
persona puede tener sífilis sin saberlo. La sífilis tiene tres fases:
Fase primaria: el primer síntoma (una semana después de contraer la infección) se
presenta como una llaga o úlcera rojiza sin dolor en el área de los órganos genitales,
la boca o el recto. Es posible no ver ni sentir la llaga, la cual desaparecerá por su
cuenta propia.
Fase secundaria: los siguientes síntomas (unas semanas o meses después de
contraer la infección) incluyen la fiebre, la aparición de ronchas en la piel y
síntomas similares a los de la gripe. Aunque estos síntomas desaparecen, la
enfermedad permanece dentro del cuerpo.
Fase terciaria: se produce si se deja sin tratar durante muchos años y causa
problemas del corazón y del cerebro de por vida, e incluso la muerte.
¿Qué puedo hacer si tengo sífilis?
Si le han diagnosticado sífilis, es importante que haga lo siguiente:
Trate la enfermedad: generalmente la sífilis se puede curar con una dosis de
antibióticos. La mayoría de estos medicamentos son seguros durante la lactancia.
Pídale a su pareja que también trate la enfermedad para evitar la transmisión de
uno al otro.
Hágase una prueba de sangre para cerciorarse de que ya no tiene la infección.
Recuerde que es posible que los resultados siempre sean positives en ciertas
pruebas para detectar la sífilis.
Hágase pruebas para detectar otras enfermedades de transmisión sexual (ETS).
Practique el sexo seguro al siempre utilizar un condón.
¿Cómo puedo evitar ser infectada con sífilis y otras ETS?
Siga todas las recomendaciones de su proveedor de cuidado médico para tratar y redetectar la sífilis. No se vuelva a embarazar hasta que esté segura de que ya no tiene
sífilis. Es probable que las mujeres que contraen la sífilis durante el embarazo puedan
infectar a su bebé, lo cual podría causar un parto prematuro, crecimiento inadecuado,
problemas del hígado, infecciones en los pulmones o ronchas en la piel de su bebé.
Hable con su pareja acerca de la sífilis y otras enfermedades de transmisión sexual.
No tenga contacto sexual con su pareja hasta que ambos hayan sido tratados y se
hayan vuelto a hacer una prueba para detectar la sífilis. Siempre utilice un condón con
lubricante a base de agua. Los lubricantes a base de aceite, reducen la eficacia del
condón. Recuerde que es posible que el condón no cubra por completo la llago o la
úlcera, y el contacto directo con la llaga puede resultar en infección, por lo tanto, si
usted o su pareja tienen una llaga o úlcera, consideren no tener relaciones sexuales.
Recuerde las tres As:
cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
Cada Mujer, Cada Día: cadamujercadadia.org
Centros para el Control y la Prevención de Enfermedades:
cdc.gov/std/Spanish/STDFact-Syphilis-s.htm
March of Dimes: nacersano.org/centro/9254_9667.asp
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Drug Use and Your New Baby
What you can do to decrease risks for you, your baby and a future pregnancy
Your health and your baby’s health now
Drugs, such as cocaine/crack, heroin, methamphetamine, and marijuana, can
harm your health and decrease your ability to take care of your baby.
Drugs can be passed on to your baby through your breastmilk. If you want to
continue breastfeeding, stop using drugs unless they are prescribed by your
health care provider.
It is important for you and your baby to take care of yourself: attend your
support groups, stay away from people you used drugs with before, and if
you are on methadone or buprenorphine, keep taking it.

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family

If you relapse
Get help from a health care provider you trust, a treatment program, or a
self-help group.
If you are breastfeeding, call your provider to talk about whether it is safe to
continue breastfeeding. Drugs can be passed to your baby through your
breastmilk and this can harm your baby. Many drugs stay in your breast
tissue for a long time after you stop feeling the effects of the drug.
Drug use and future pregnancies
Take care of yourself and stop any and all drug use. By stopping using drugs
before you get pregnant again, you can increase your chances of having a
healthy baby.
To avoid an unplanned pregnancy, use effective birth control every time you
have sex.
If you get pregnant and have used drugs, it is not too late to start taking steps
to have a healthy baby and be healthy yourself.
If you do get pregnant, start prenatal care as soon as possible.
Ask for help from a trusted health care provider, a treatment program, or a
self-help group to cut down or stop your drug use.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

For more information, go to:
American College of Obstetricians and Gynecologists:
acog.org/publications/faq/faq170.cfm
Every Woman California: everywomancalifornia.org
March of Dimes: marchofdimes.com/pregnancy/alcohol_illicitdrug.html
National Council on Alcoholism and Drug Dependence: ncadd.org
Substance Abuse Treatment Facility Locator: (800) 622-HELP (4357) or samhsa.gov
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Las drogas y su recién nacido
Lo que puede hacer para reducir los riesgos para usted, su bebé y sus embarazos futuros

Su salud y la salud de su bebé
Las drogas como la cocaína o crack, la heroína, las metanfetaminas y la marihuana,
pueden dañar su salud y disminuir su capacidad para cuidar a su bebé.
Las drogas pueden ser transmitidas a su bebé a través de la leche materna. Si usted
quiere seguir dándole pecho a su bebé, debe dejar de usar drogas.
Es importante para usted y su bebé que se cuide: asista a las reuniones de su grupo
de apoyo; manténgase alejada de las personas con las que usaba drogas en el
pasado; y si está tomando metadona o buprenorfina, continúe haciéndolo.

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Si sufre de una recaída
Busque ayuda a través de un médico de confianza, un programa de tratamiento o
un grupo de autoayuda.
Si le está dando pecho a su bebé, llame a su médico y pregúntele si es seguro seguir
amamantando. Las drogas pueden ser transmitidas a su bebé a través de la leche
materna y pueden hacerle daño a su bebé. Muchas drogas permanecen en los tejidos
de sus senos mucho tiempo después de que usted deja de sentir los efectos de las
drogas.
Sus embarazos futuros y el uso de drogas
Cuídese y deje de usar cualquier tipo de drogas. El dejar de usar drogas antes de
volver a quedar embarazada aumenta las probabilidades de que su bebé nazca sano.
Para evitar quedar embarazada, use métodos anticonceptivos eficaces cada vez que
tenga relaciones sexuales.
Si queda embarazada y ha usado drogas, no es demasiado tarde para empezar a
tomar los pasos necesarios para que usted y su bebé estén sanos.
Si queda embarazada, comience el cuidado prenatal tan pronto como sea posible.
Para dejar o disminuir su uso de drogas, busque ayuda a través de un médico de
confianza, un programa de tratamiento o un grupo de autoayuda.
Recuerde las tres As:

Edúquese sobre comidas que se deben

cido fólico

mamantar

nticoncepción

evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos

Para obtener más información, visite:

en su dieta diaria

Cada Mujer, Cada Día: cadamujercadadia.org

Tabaco, drogas, y alcohol se deben evitar

March of Dimes: nacersano.org/centro/9388_10230.asp

Ejercicio – 30 minutos diario

Medline Plus: nlm.nih.gov/medlineplus/spanish/drugabuse.html

El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.
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Seizure Disorders: After Pregnancy
What you can do to decrease risks for you and a future pregnancy
Seizures and hormone triggers
If you have seizures, hormones (chemicals that your body makes) can
influence how many seizures you have and how long they last during
different times in your menstrual cycle and during and after pregnancy. Also,
they can affect how much anti-seizure medication is in your blood.

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

Seizure control and contraception
Work with your health care provider on a treatment plan that best controls
your seizures with a single anti-seizure medication. It is best to wait until
your seizures are under control before you get pregnant again. In the
meantime, use contraception to avoid an unplanned pregnancy. Some antiseizure medicines can cause contraception to stop working. You may need to
consider a barrier method (for example, condoms) for added protection.
Discuss your contraceptive options with your provider.
Breastfeeding
Breastfeeding is healthy for you and your baby. Many drugs that treat
seizures are safe to take while breastfeeding. Talk to your provider about the
best anti-seizure treatment options for you.
Future pregnancy risks
If you decide to get pregnant again, discuss stopping your anti-seizure
medications with your provider if you have not had a seizure for two years.
Every woman who has seizures and becomes pregnant will react differently
to her medicines. If you cannot stop taking your medicine, talk to your
provider about using medicines with the least risks during pregnancy.
Women with epilepsy who become pregnant have a higher risk for
complications, including the possibility that seizures will occur more often.
Start taking prenatal vitamins before you get pregnant again, especially if
you are taking anti-seizure medicines. Some anti-seizure medications can
decrease the amount of folic acid in your blood, so your provider may ask
you to take extra folic acid to prevent health problems in your baby.
More than 90% of women with epilepsy have healthy babies, but there are
some risks, like your baby developing seizures. The risks are much higher if
you don’t control your seizures, so do not stop taking your medication
before talking to your provider. You and your provider can make a
treatment plan that is best for you and your baby.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
American College of Obstetricians and Gynecologists:
acog.org/publications/faq/faq129.cfm
Every Woman California: everywomancalifornia.org
March of Dimes: marchofdimes.com
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Las convulsiones: después del embarazo
Lo que puede hacer para reducir los riesgos para usted y sus embarazos futuros

Las hormonas y las convulsiones
Para aquellas mujeres que sufren de convulsiones, las hormonas (sustancias químicas
que produce el cuerpo) pueden afectar sus convulsiones. Las hormonas pueden
afectar el número de convulsiones que usted tiene; la duración de sus convulsiones; y
el nivel de medicamentos contra las convulsiones dentro de su sangre.

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su

El control de las convulsiones y los métodos anticonceptivos
Trabaje con su proveedor de cuidado médico para encontrar un tratamiento que le
ayude a controlar sus convulsiones con un solo medicamento. Espere hasta que sus
convulsiones estén bajo control antes de volverse a embarazar. Mientras tanto, utilice
un método anticonceptivo eficaz para prevenir un embarazo no planeado. Algunas
medicinas contra las convulsiones pueden interferir con el funcionamiento de los
métodos anticonceptivos químicos, de modo que puede que necesite un método de
barrera (por ejemplo un condón) para obtener mayor protección contra el embarazo.
Hable con su proveedor sobre sus opciones de métodos anticonceptivos.
La lactancia
La lactancia es saludable para usted y para su bebé. Muchas medicinas contra las
convulsiones se pueden tomar seguramente durante la lactancia. Hable con su
proveedor sobre las mejores opciones de tratamiento para usted.

familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario
El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

Riesgos para futuros embarazos
Si decide quedar embarazada otra vez, y no ha tenido convulsiones en dos años o
más, hable con su proveedor para determinar si puede dejar de tomar medicinas
contra las convulsiones. Cada mujer con convulsiones que queda embarazada
reacciona de manera diferente a sus medicamentos. Si no puede dejar de tomar
medicinas contra las convulsiones, hable con su proveedor para determinar cuáles
medicinas tienen el menor riesgo durante el embarazo.
Las mujeres que tienen epilepsia y que quedan embarazadas corren mayor riesgo
de tener complicaciones, entre ellas, la posibilidad de que aumente la frecuencia de
sus convulsiones.
Empiece a tomar vitaminas prenatales antes de quedar embarazada otra vez,
especialmente si está tomando medicinas contra las convulsiones. Algunas
medicinas contra las convulsiones pueden reducir la cantidad de ácido fólico en su
sangre, por lo tanto, puede que su proveedor le pida que tome ácido fólico adicional
para prevenir complicaciones en su bebé.
Más del 90 % de las mujeres con epilepsia tienen bebés sanos, pero existen algunos
riesgos, como por ejemplo que el bebé también tenga convulsiones. Sin embargo, si
usted no controla sus convulsiones, los riesgos son aún mayores para su bebé, por
lo tanto, no deje de tomar sus medicinas sin antes hablar con su proveedor. Juntos,
ustedes pueden desarrollar el mejor plan de tratamiento para usted y su bebé.
Recuerde las tres As:
cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
Cada Mujer, Cada Día: cadamujercadadia.org
Family Doctor:
familydoctor.org/online/famdoces/home/women/pregnancy/illness/243.html
March of Dimes: nacersano.org
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A collaborative project led by ACOG District IX with funding provided by March of Dimes
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After a Cesarean Section
What you can do to decrease risks for you and your future pregnancies
Things to think about after your cesarean section (c-section)
It’s best to wait 18 months before getting pregnant again so that your body
and your scar can heal. Use birth control to time your next pregnancy.
If you want to get pregnant again, it is important to know what type of
incision (cut) was made during your c-section. Some types of cuts have more
risks if you want to have a vaginal birth in your next pregnancy. During your
c-section, one cut was made in your belly and one was made in your uterus
(womb), so you can’t tell what kind of cut you had by only looking at the scar
on your belly. Your health care provider can tell you what kind of incision
you had by looking at the records from your delivery.

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

Birth options after a c-section
You may have a choice about how to deliver your next baby. You may choose
to have another c-section. This is called an elective repeat cesarean delivery.
Or you may choose to try a vaginal birth after cesarean section (called VBAC).
Talk to your provider about what’s best for you.
During your next pregnancy: VBAC or repeat c-section?
Many women can safely have a VBAC depending on the type of cut they had
during their original c-section.
If you’ve ever had a baby vaginally, you’re more likely to be able to have a
vaginal birth again.
You may still need to have a c-section after trying a VBAC because of a
problem during labor. Because each birth is different, no provider can tell
you now that you can have a VBAC for sure next time.
A risk of trying a VBAC is uterine rupture (when the c-section scar on the
uterus opens). Uterine rupture is rare but can lead to serious infection and
bleeding; surgery is required to repair the rupture.
Each added c-section scar in the uterus raises your risk of problems in the
next pregnancy, so be sure to talk to your provider about these risks.
If you’re thinking about having another baby, talk to your provider about your
options.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
American College of Obstetricians and Gynecologists:
acog.org/publications/faq/faq070.cfm
Every Woman California: everywomancalifornia.org
March of Dimes: marchofdimes.com/pregnancy/csection_indepth.html
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Después de tener un parto por cesárea
Lo que puede hacer para reducir los riesgos para usted y sus embarazos futuros

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario

Considere lo siguiente después de tener un parto por cesárea
Se recomienda esperar por lo menos 18 meses antes de volverse a embarazar para
que su cuerpo y su cicatriz puedan sanar. Use un método anticonceptivo para
planear su próximo embarazo.
Si quiere volverse a embarazar, es importante que sepa qué tipo de incisión le
hicieron durante la cesárea. Algunas de las incisiones que se hacen durante una
cesárea presentan un mayor número de riesgos para las mujeres que quieren tener
un parto vaginal normal la próxima vez. Durante su parto por cesárea, le hicieron
una incisión en el abdomen y otra incisión en el útero, de modo que no es posible
determinar qué tipo de incisión le hicieron con tan sólo mirarse la cicatriz en el
abdomen. Su proveedor de cuidado médico puede consultar el historial médico de
su parto y decirle qué tipo de incisión le hicieron.
Las opciones para un embarazo futuro
Es posible que pueda elegir cómo quiere dar a luz durante su próximo parto. Puede
decidir tener otro parto por cesárea (también llamada cesárea repetida electiva.) O
puede decidir tratar de tener un parto vaginal normal (VBAC, por sus siglas en
inglés). Hable con su proveedor sobre cuál opción es la mejor para usted.
Durante su próximo embarazo: ¿VBAC o cesárea repetida electiva?
Muchas mujeres pueden tener un parto vaginal después de haber tenido una
cesárea, dependiendo del tipo de incisión que se les haya hecho durante su primera
cesárea.
Si alguna vez ha tenido un parto vaginal normal, es más factible que vuelva a tener
un parto vaginal después de una cesárea.
También es posible que, a pesar de intentar tener un parto vaginal, necesite tener
una cesárea nuevamente debido a complicaciones durante el parto. Dado que cada
parto es diferente, es difícil para cualquier proveedor determinar de antemano si
podrá tener un parto vaginal normal o no en el futuro.
Un riesgo relacionado con el parto vaginal es la ruptura uterina, que ocurre cuando
la cicatriz en su útero de la cesárea anterior se abre. La ruptura uterina ocurre rara
vez, pero puede provocar infecciones y hemorragias severas; se requiere de cirugía
para reparar la rotura del útero.
Cada cesárea adicional en el útero incrementa el riesgo de que tenga complicaciones
durante su próximo embarazo, así que hable con su proveedor sobre los riesgos.
Si planea tener otro bebé, hable con su proveedor acerca de sus opciones.
Recuerde las tres As:

El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
Cada Mujer, Cada Día: cadamujercadadia.org
March of Dimes:
http://www.nacersano.org/centro/9255_9681.asp
http://www.nacersano.org/centro/9255_10074.asp
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After a Premature Birth
What you need to know after having a premature birth
What can you do now to help your health?
If you have any medical problems, like diabetes or high blood pressure, see
your health care provider to make sure they are under control.
Reach a healthy weight. Women who are underweight or overweight are at
increased risk for a premature birth compared to women at a healthy weight.
Do not smoke or take any illegal drugs. If you do, stop.
Make sure all of your vaccines are up to date, especially the seasonal flu
vaccine.

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

Breastfeeding
Breastmilk provides many health benefits for all babies, especially babies that
are born premature or are sick. If your baby is in the neonatal intensive care
unit (NICU), use the combination of breastmilk and formula, bottle-feeding
and nursing that works best for you and your baby. Talk to your baby’s health
care team to help figure out a plan to best feed your baby.
What can you do to help prevent a premature birth in your next pregnancy
Wait at least 2 years between pregnancies to try to become pregnant;
women who wait less than 1 year to get pregnant again are more likely to
have a premature birth. Talk to your health care provider about your options
for a reliable form of contraception.
Take prenatal vitamins and at least 400 mcg per day of folic acid for at least
one year before trying to become pregnant. Taking vitamins and folic acid
can help prevent certain birth defects of the brain and spinal cord.
Talk with your provider about what you can do before and during your next
pregnancy to lower your chance of having a premature birth, like taking the
hormone medication progesterone while pregnant.
Plan to start prenatal care early in your next pregnancy. Seeing your health
care provider during the first 2-3 months of your next pregnancy will help
your provider detect any problems and treat them.
Make sure you know the signs of preterm labor and know what to do if you
have them.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
American College of Obstetricians and Gynecologists:
acog.org/publications/faq/faq087.cfm
American Pregnancy Association:
americanpregnancy.org/labornbirth/complicationspremature.htm
Every Woman California: everywomancalifornia.org
March of Dimes: marchofdimes.com/baby/premature.html
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Después de un parto prematuro
Lo que necesita saber después de un parto prematuro

Lo que puede hacer ahora
Si padece de condiciones médicas como la diabetes o la presión arterial alta,
consulte a su proveedor de cuidado médico para asegurarse de que estas
condiciones están bajo control.
Mantenga un peso saludable. Las mujeres con exceso de peso y las que están bajo de
peso, corren más riesgos de tener un parto prematuro que aquellas con un peso
saludable.
Deje de fumar o de usar drogas ilícitas. Si actualmente lo hace, pare.
Cerciórese de que sus vacunas estén al día, sobre todo la vacuna contra la gripe.

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario
El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

La lactancia
La leche materna brinda muchos beneficios de salud para los recién nacidos,
especialmente los bebés prematuros o que están enfermos. Si su bebé está en
cuidados intensivos para recién nacidos (NICU, por sus siglas en inglés) utilice la
combinación de la lactancia materna y la alimentación con fórmula que es mejor para
usted y su bebé. Hable con el equipo de proveedores de cuidado médico de su bebé
para diseñar un plan para alimentar mejor a su bebé.
Antes de su próximo embarazo
Espere por lo menos 2 años después del parto antes de volver a embarazarse. Se ha
demostrado que las mujeres que esperan menos de un año para volverse a
embarazar tienen más probabilidades de volver a tener otro parto prematuro.
Hable con su proveedor de cuidado médico acerca de un método anticonceptivo
eficaz.
Tome vitaminas prenatales y ácido fólico (por lo menos 400 mg al día) durante por
lo menos un año antes de tratar de embarazarse. Las vitaminas prenatales y el ácido
fólico pueden prevenir ciertos tipos de defectos congénitos del cerebro y de la
médula espinal.
Conozca cuáles son sus factores de riesgo de tener otro bebé prematuro y qué
puede hacer sobre ellos.
Antes de intentar embarazarse, consulte a su proveedor sobre otras medidas que
usted puede tomar para reducir el riesgo de tener otro parto prematuro, como por
ejemplo la terapia hormonal de progesterona.
Inicie el cuidado prenatal durante las primeras etapas de su próximo embarazo.
Empezar a recibir cuidado durante los primeros 2 a 3 meses de su próximo
embarazo le ayudará a su proveedor de cuidado médico a detectar cualquier
problema y a tratarlo.
Conozca las señales del parto prematuro y qué hacer si los tiene.
Recuerde las tres As:
cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
March of Dimes: nacersano.org/prematuro/9320.asp
Cada Mujer, Cada Día: cadamujercadadia.org
Medline Plus: nlm.nih.gov/medlineplus/spanish/prematurebabies.html
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Preeclampsia: After Pregnancy
What you can do to decrease your risk during your next pregnancy
About preeclampsia
Preeclampsia is a disorder where high blood pressure and protein in the urine
develop during the second and third trimesters of pregnancy. Women who
have had preeclampsia are at higher risk for high blood pressure, diabetes, and
high cholesterol later in life.

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

What can you do now to improve your health?
Ask your provider the following questions:
- What can you do to keep your blood pressure under control?
- Do I need to lose weight?
- Are there things you can be doing to eat a healthier diet?
Ask for your blood pressure number every time you go in for a check up. If it
is high or borderline high, ask what you can do to reduce your chance of
needing to take medication.
If your provider gives you medication for your high blood pressure, let your
provider know if you are breastfeeding so that you are given medication that
is safe to use while breastfeeding.
Ask your provider if you need a diabetes or cholesterol blood test. Stay
involved by knowing your results and what target goals your provider has
set for you.
Stay physically active. Everyone needs at least 30 minutes a day of moderate
activity, such as a brisk walk, on most days.

Diet – Vegetables, fruits, and

Before your next pregnancy
Talk with your health care provider about how to best prepare for another
pregnancy and what your risks might be. Discuss birth control with your
provider so that you and your partner can have a baby if and when you are
ready. There are many types of birth control women can use, even if their
blood pressure is still high. If you and your partner have decided you do not
want any more children, talk to your provider about permanent contraception.

Avoid tobacco, drugs, and alcohol

Remember your ABCs:

Yearly doctor visits to discuss
physical and mental wellness

whole grains daily

Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

folic

cid

reastfeeding

ontraception

For more information, go to:
American College of Obstetricians and Gynecologists:
acog.org/publications/faq/faq034.cfm
Centers for Disease Control and Prevention: cdc.gov/bloodpressure/about.htm
Every Woman California: everywomancalifornia.org
March of Dimes: marchofdimes.com/pregnancy/complications_preeclampsia.html
Preeclampsia Foundation: preeclampsia.org

Interconception Care Project for California
A collaborative project led by ACOG District IX with funding provided by March of Dimes
This material is for information purposes only and does not constitute medical advice. The opinions expressed
in this material are those of the author(s) and do not necessarily reflect the views of the March of Dimes.
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La preeclampsia: después del embarazo
Lo que puede hacer para reducir sus riesgos durante su próximo embarazo

La preeclampsia
La preeclampsia es un desorden que ocurre durante el segundo y tercer trimestre del
embarazo e incluye la presión arterial elevada y un alto contenido de proteína en la
orina. Las mujeres que han tenido preeclampsia corren un riesgo más alto de padecer
de presión arterial alta, diabetes y colesterol alto en el futuro. Hable con su
proveedor de cuidado proveedor sobre los riesgos que corre la siguiente vez que
quede embarazada y los riesgos a su salud en el futuro.

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Antes de su embarazo futuro
Hable con su proveedor acerca de los métodos anticonceptivos disponibles para que
usted y su pareja puedan tener un bebé si así lo deciden y cuando estén listos. Existen
muchos tipos de métodos anticonceptivos que pueden usar las mujeres aun cuando
su presión arterial sigue elevada. Si usted y su pareja han decidido no tener más hijos,
pregúntele a su proveedor acerca de métodos anticonceptivos permanentes.
¿Qué puedo hacer hoy para mejorar mi salud?
Hable con su proveedor acerca de su presión arterial: ¿qué puede hacer para
mantener su presión arterial bajo control?
Hable con su proveedor acerca de su peso: ¿necesita bajar de peso?
Hable con su proveedor acerca de su dieta y su nutrición: ¿puede hacer algo para
tener una dieta más saludable?
Infórmese sobre cuál es su presión arterial cada vez que visite a su proveedor. Si
tiene la presión arterial alta, o al borde, pregúntele a su proveedor sobre lo que
puede hacer para evitar tener que tomar medicamentos.
Si su proveedor le dio medicamentos para su presión arterial, dígale que está
amamantando para que le dé los medicamentos que son seguros durante la
lactancia.
Pregúntele a su proveedor si es recomendable que se haga una prueba de sangre
para detectar si tiene diabetes o colesterol alto, y manténgase al tanto de sus
resultados y de las metas establecidas por su proveedor en cuanto a sus resultados.
Manténgase físicamente activa. A todo el mundo le hace bien hacer por lo menos 30
minutos de ejercicio moderado al día, como dar una caminata a paso veloz la
mayoría de los días de la semana.
Recuerde las tres As:
cido fólico

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario
El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

mamantar

nticoncepción

Para obtener más información, visite:
Cada Mujer, Cada Día: cadamujercadadia.org
Family Doctor:
familydoctor.org/online/famdoces/home/women/pregnancy/complications/064.html
March of Dimes: nacersano.org/centro/9254_9649.asp

Interconception Care Project for California
A collaborative project led by ACOG District IX with funding provided by March of Dimes
This material is for information purposes only and does not constitute medical advice. The opinions expressed
in this material are those of the author(s) and do not necessarily reflect the views of the March of Dimes.
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Postpartum Depression
What you need to know now about postpartum depression
What is postpartum depression?
Postpartum depression is a form of depression that occurs in the year after
having a baby. It affects about 10% of new mothers. Hormonal changes after
pregnancy can sometimes affect a woman’s mood, leaving her feeling sad,
depressed, panicky, overwhelmed, confused, and unable to sleep. Postpartum
depression is not your fault, and you are not alone.

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

Is postpartum depression the same as the “baby blues”?
No. About 80% of new mothers experience the baby blues, which are feelings
of being easily overwhelmed, tearful, and mildly depressed or anxious. The
baby blues come and go in the first few days after birth, and typically go away
in a few days or a week without needing treatment.
Postpartum depression often starts 1-3 weeks after delivery, and it is a
serious condition. The feelings associated with postpartum depression last
longer than two weeks.
How do you know if you have postpartum depression?
If you answer “yes” to either of the two questions below, you may be at risk
for postpartum depression:
1. Over the past two weeks, have you felt little interest or pleasure in
doing things?
2. Over the past two weeks, have you felt down, depressed, or hopeless?
Remember, every woman is at risk for postpartum depression, and your
provider or your baby’s pediatrician will screen you frequently for symptoms
of depression.
What is the treatment for postpartum depression?
If you think you have postpartum depression, get help by talking to your
health care provider. Your provider can help and may suggest you join a
support group, get counseling, or use medications for your depression. Many
of the medications used to treat depression are safe to use while
breastfeeding, so be sure to tell your provider if you are breastfeeding.
With early identification and help, you can get better.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
American College of Obstetricians and Gynecologists :
acog.org/publications/faq/faq091.cfm
Every Woman California: everywomancalifornia.org/content.cfm?categoriesID=3
March of Dimes: marchofdimes.com/pregnancy/postpartum_depression.html
Postpartum Support International: (800) 944-4PPD (773) or postpartum.net

Interconception Care Project for California
A collaborative project led by ACOG District IX with funding provided by March of Dimes
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La depresión posparto
Lo que debe saber ahora acerca de la depresión posparto

¿Qué es la depresión posparto?
La depresión posparto es un tipo de depresión que ocurre dentro del año después del
nacimiento de su bebé. Afecta a 10% de las mujeres después de haber dado a luz. Los
cambios hormonales antes, durante y después del embarazo algunas veces pueden
afectar el estado de ánimo de la mujer, haciéndola sentirse triste, deprimida, nerviosa,
abrumada y confundida, y puede causar la pérdida del sueño. La depresión postparto
no es culpa suya, y usted no está sola.

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

¿La depresión posparto es lo mismo que la melancolía postparto?
No. Aproximadamente 80% de las mujeres que acaban de dar a luz, sienten lo que se
conoce como melancolía postparto o “baby blues” en inglés, lo cual causa que la mujer
se sienta abrumada fácilmente, llorosa y levemente deprimida o ansiosa. Los
síntomas asociados con la melancolía posparto van y vienen por unos días después de
de haber dado a luz, y típicamente desaparecen en unos días o una semana sin
necesidad de tratamiento.
A menudo la depresión postparto empieza de 1 a 3 semanas después de dar a luz, y es
una condición seria. Los síntomas de la depresión posparto duran más de dos
semanas.

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar

¿Cómo sé si tengo depresión posparto?
Si contesta sí a alguna de las siguientes dos preguntas, usted puede estar en riesgo de
tener depresión postparto:
Durante las últimas dos semanas, ¿ha tenido poco interés o ha sentido poco gusto
por hacer cualquier cosa?
Durante las últimas dos semanas, ¿se ha sentido deprimida o sin esperanzas?
Recuerde que todas las mujeres corren el riesgo de sufrir depresión posparto y su
médico o el pediatra de su bebé la evaluaran frecuentemente para detectar señales de
depresión.
¿En qué consiste el tratamiento para la depresión posparto?
Si usted cree que tiene depresión posparto, hable con su proveedor de cuidado
médico para obtener ayuda. Su proveedor de cuidado médico la ayudará y puede
sugerirle que se una a un grupo de apoyo, que obtenga consejería o que use
medicamentos contra la depresión, muchos de los cuales son seguros cuando se está
amamantando, así que asegúrese de decirle a su proveedor si está amamantando.

Ejercicio – 30 minutos diario

Con la detección temprana y ayuda, se mejorará pronto.

El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

Recuerde las tres As:
cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
Cada Mujer, Cada Día: cadamujercadadia.org
March of Dimes: nacersano.org/centro/9255_10080.asp
Postpartum Support International: postpartum.net/En-Español.aspx
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Healthy Weight: After Pregnancy
Achieve a healthy weight
Achieving a healthy weight
Achieving and maintaining a healthy weight can improve your health in many
ways. If you’re overweight, losing weight can benefit your health and may
increase your energy level. It can reduce your blood pressure, reduce aches
and pains, help you sleep better, and decrease your risk for heart disease,
stroke, and type 2 diabetes. Achieving a healthy weight before getting
pregnant again can help you have a healthy pregnancy and baby.
What is a healthy weight?
The table below shows the healthy weight range (in pounds) for your height:

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

Height
4 ft. 9 in.
4 ft. 10 in.
4 ft. 11 in.
5 ft. 0 in.
5 ft. 1 in.
5 ft. 2 in.
5 ft. 3 in.
5 ft. 4 in.
5 ft. 5 in.

Weight (pounds)
86-115
89-119
92-123
95-127
98-132
101-136
105-140
108-145
111-149

Height
5 ft. 6 in.
5 ft. 7 in.
5 ft. 8 in.
5 ft. 9 in.
5 ft. 10 in.
5 ft. 11 in.
6 ft. 0 in.
6 ft. 1 in.
6 ft. 2 in.

Weight (pounds)
115-154
118-159
122-164
125-168
129-173
133-178
137-183
140-189
143-194

How can you lose weight?
There are many ways to lose weight, but it is not always easy to keep the
weight off. The key to successful weight loss is making changes in your
eating and habits that you can keep up for the rest of your life.
To lose weight, you need to take in fewer calories than you use. You can do
this by creating and following a plan for healthy eating and regular exercise.
Tips for healthy eating include eating breakfast everyday, eating five to nine
servings of fresh fruits and vegetables per day, avoiding high-fat foods,
eating whole grains, drinking more water, and keeping portions reasonable.
Remember to set reasonable goals, be patient as losing weight takes time,
find others to support you with your weight goals, try to walk or do another
form of physical exercise each day, and keep a food diary to log food intake.
Breastfeeding can help you lose weight, and it provides excellent nutrition
for your new baby. You can diet, exercise and still breastfeed.
If you need help losing weight, talk to your health care provider. Your
provider can give you tips for losing weight and refer you to nutrition
counseling for your specific needs.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
California Center for Physical Activity: caactivecommunities.org
Every Woman California: everywomancalifornia.org
March of Dimes: marchofdimes.com/Pregnancy/afterbaby_losingweight.html
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Cómo bajar de peso después del parto
Lo que puede hacer para reducir los riesgos para usted y sus embarazos futuros

Alcanzar un peso saludable
Alcanzar y mantener un peso saludable puede mejorar su salud de muchas formas. Si
sufre de sobrepeso, el bajar de peso puede mejorar su salud y podría aumentar su
nivel de energía. Puede reducir su presión arterial, reducir sus dolores y molestias,
ayudarle a dormir mejor y reducir el riesgo de enfermedades como ataques al
corazón, una embolia y la diabetes tipo 2. Alcanzar un peso saludable antes de
volverse a embarazar puede ayudarle a tener un embarazo y un bebé sano.
¿Cuál es un peso saludable?
La tabla que aparece a continuación muestra los intervalos de peso saludable (en
libras) de acuerdo a su estatura:
Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Estatura
4 ft. 9 in.
4 ft. 10 in.
4 ft. 11 in.
5 ft. 0 in.
5 ft. 1 in.
5 ft. 2 in.
5 ft. 3 in.
5 ft. 4 in.
5 ft. 5 in.

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario
El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

Peso (libras)
86-115
89-119
92-123
95-127
98-132
101-136
105-140
108-145
111-149

Estatura
5 ft. 6 in.
5 ft. 7 in.
5 ft. 8 in.
5 ft. 9 in.
5 ft. 10 in.
5 ft. 11 in.
6 ft. 0 in.
6 ft. 1 in.
6 ft. 2 in.

Peso (libras)
115-154
118-159
122-164
125-168
129-173
133-178
137-183
140-189
143-194

¿Cómo puedo bajar de peso?
Existen muchas maneras de perder peso, pero a veces es difícil no volver a subir de
peso. La clave para perder peso permanentemente está en hacer cambios que podrá
mantener por el resto de su vida en cuanto a sus hábitos alimenticios y en la
práctica de actividad física.
Para bajar de peso, necesita consumir menos calorías de las que utiliza su cuerpo.
Para lograrlo, establezca y siga un plan de buena alimentación y de actividad física
regular. Consejos para la buena alimentación incluyen desayunar diariamente;
consumir entre cinco y nueve porciones de frutas y verduras frescas al día; evitar
las comidas con un alto contenido de grasa; consumir granos integrales; beber más
agua; y consumir porciones de tamaño razonable.
Recuerde establecer metas razonables; sea paciente porque bajar de peso toma
tiempo; busque el apoyo de los que se encuentran a su alrededor para alcanzar sus
objetivos de bajar de peso; trate de caminar o hacer otro tipo de actividad física
diariamente; y mantenga un diario para registrar los alimentos que consume.
Amamantar a su bebe no sólo le proporciona una excelente fuente de nutrición a su
bebé, sino que también le puede ayudar a perder peso. Puede hacer una dieta y
ejercicio, y aún amamantar a su bebé.
Si necesita ayuda para bajar de peso, hable con su proveedor de cuidado médico. Su
proveedor le pude dar consejos para cómo bajar de peso y referirlo a un nutricionista
para sus necesidades específicas.
Recuerde las tres As:
cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
Cada Mujer, Cada Día: cadamujercadadia.org
Medline Plus: nlm.nih.gov/medlineplus/spanish/obesity.html
March of Dimes: nacersano.org
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Migraines: After Pregnancy
What you can do to decrease risks for you and a future pregnancy
Migraines and triggers
Migraines are severe headaches that may be associated with nausea,
vomiting, and sensitivity to light and sound. Before or during the headache,
you may see flashes of light or blind spots, known as an “aura”. Many things
can trigger migraines, such as hormones, stress, sleep patterns, certain foods,
or caffeine and alcohol.

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

Migraine management plan
There are two ways to manage your migraines: 1) treat attacks once they
start; or 2) try to prevent them from starting. Your management plan should
be based on how often your migraines happen and how severe they are.
There are many safe drugs that prevent migraines from happening and that
decrease pain once they start. Lifestyle changes can also prevent migraines
and improve your overall health. Talk to your health care provider about a
migraine management plan that is right for you.
Migraine prevention
Ways to help prevent your migraines and stay healthy after pregnancy
include:
Get enough sleep.
Relax and lower your stress.
Know your migraine triggers and do your best to avoid them.
Breastfeeding
Breastfeeding is healthy for you and your baby. Many drugs that treat
migraines are safe to take while breastfeeding and during pregnancy. Talk to
your provider about the best treatment options for you.
Contraception plan
It is important to use birth control to avoid an unplanned pregnancy. Most
women with migraines can safely take estrogen-containing contraceptives
(like “The Pill”). Women who have migraines with aura should not take
estrogen-containing contraceptives, but progesterone-only contraceptives
are often a safe choice. Talk to your provider about what contraceptives are
safest for you if you have migraines with aura.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
American Pregnancy Association:
americanpregnancy.org/pregnancyhealth/migraines.html
Every Woman California: everywomancalifornia.org
March of Dimes: marchofdimes.com/Pregnancy/yourbody_headaches.html

Interconception Care Project for California
A collaborative project led by ACOG District IX with funding provided by March of Dimes
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Las migrañas: después del embarazo
Lo que puede hacer para reducir los riesgos para usted y sus embarazos futuros

Las migrañas y sus desencadenantes
Las migrañas son dolores de cabeza severos que pueden causar nauseas, vomito y
sensibilidad a la luz y al ruido. Es posible que durante o después del dolor de cabeza
vea un relampagueo de luz o puntos ciegos, conocidos como “aura”. Muchas cosas
pueden provocar las migrañas, como los niveles hormonales, el estrés, los patrones
del sueño, ciertos alimentos o la cafeína y las bebidas alcohólicas.

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Plan para controlar las migrañas
Hay dos maneras de controlar las migrañas: 1) tratar la migraña una vez que haya
comenzado y 2) prevenir la migraña antes de que comience. Su plan de control
depende de la frecuencia y de la severidad con la que padece de migrañas. Existen
muchos medicamentos seguros para prevenir las migrañas y que pueden aliviar el
dolor una vez que le dé un ataque de migraña. Los cambios en su estilo de vida
también pueden prevenir las migrañas y mejorar su salud en general. Hable con su
médico para que le ayude a elaborar un plan adecuado para controlar sus migrañas.
Plan para la prevención de las migrañas
Para prevenir las migrañas y mantenerse saludable después del embarazo:
Trate de dormir suficiente.
Trate de descansar y evitar el estrés.
Aprenda a reconocer las causas de sus migrañas, y evite lo que le provoca las
migrañas.
La lactancia
Dar pecho es saludable para usted y su bebé. Muchas de las medicinas que se usan
para la migraña se pueden tomar durante la lactancia y el embarazo. Consulte a su
médico para que le ayude a encontrar el mejor tratamiento.

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario

Plan para prevenir el embarazo
Es importante que utilice un método anticonceptivo eficaz para prevenir un
embarazo no planeado. La mayoría de las mujeres que sufren de migrañas pueden
tomar píldoras anticonceptivas con estrógeno (como, “la Pastilla”). Las mujeres que
padecen de migrañas con aura no deben tomar anticonceptivos que contienen
estrógeno. A menudo los anticonceptivos que contienen solo progesterona son
seguros. Si padece de migrañas con aura, hable con su médico sobre cuales
anticonceptivos son los más seguros para usted.
Recuerde las tres As:
cido fólico

El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

mamantar

nticoncepción

Para obtener más información, visite:
Cada Mujer, Cada Día: cadamujercadadia.org
Family Doctor:
familydoctor.org/online/famdoces/home/common/brain/disorders/127.html
March of Dimes: nacersano.org/centro/9246_10323.asp
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Vaccinations: After Pregnancy
What you need to know now about vaccines

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

You’re healthy. So why do you need vaccinations?
Vaccines prevent you from getting serious diseases and spreading them to
your new baby. Breastfeeding after getting a vaccine will give extra
antibodies to your baby for additional protection.
Vaccines prevent you from getting a serious disease that could affect future
pregnancies.
There may be new vaccinations available or you may need a booster shot
for the vaccines you got in the past.
It is best to get vaccines before you get pregnant again, because some
vaccines can be harmful during pregnancy. Some vaccines, like the influenza
and tetanus, diphtheria, and pertussis vaccines, can be given during
pregnancy. Tell your health care provider if you may be pregnant to avoid
vaccination risks.
Are vaccinations safe during breastfeeding?
All the vaccines listed below are safe during breastfeeding. Getting vaccinated
stimulates the immune system to make antibodies to fight off infections. You
pass these antibodies to your newborn through breastmilk, so your baby is
protected, too.
Recommended postpartum vaccinations
Tdap: Protects against tetanus, diptheria, and pertussis. Pertussis may not
be harmful to healthy adults, but it can be deadly for newborns. Pregnant
women can get the Tdap vaccine, and it is safe while breastfeeding.
MMR: Protects against measles, mumps, and rubella. These diseases during
pregnancy, especially rubella, can lead to miscarriage, stillbirth, and birth
defects. If tests show you are not immune to rubella, your provider may
recommend you get vaccinated. Pregnant women should not get this
vaccine. It is safe while breastfeeding.
Varicella: Protects against chicken pox, which can cause pneumonia during
pregnancy and birth defects in the baby. Babies can’t get this vaccine until
they are a year old, so getting vaccinated helps protect your new baby.
Pregnant women should not get this vaccine. It is safe while breastfeeding.
Influenza: Protects against the annual flu, which is very contagious and may
be fatal in pregnant women. Pregnant women who get the flu are at risk for
pneumonia, miscarriage, and premature birth. The flu vaccine is safe during
pregnancy (shot only) and breastfeeding (shot or nose spray).
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
Every Woman California: everywomancalifornia.org/content.cfm?categoriesID=4
March of Dimes: marchofdimes.com/Pregnancy/prenatalcare_vaccinations.html
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Las vacunas: después del embarazo
Lo que necesita saber ahora sobre las vacunas

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción- haga un plan personal para
el uso de anticonceptivos y expectativas
para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario
El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

Si estoy saludable, ¿por qué tengo que vacunarme?
Las vacunas previenen que usted contraiga enfermedades graves y que se las
contagie a su recién nacido. La lactancia, después de ponerse vacunas le
proporciona más anticuerpos a su bebé, brindándole así mayor protección.
Las vacunas previenen que usted contraiga enfermedades graves que pueden
afectar sus futuros embarazos.
Es posible que hoy en día existan nuevas vacunas o que requiera de una vacuna de
refuerzo.
Es mejor que usted se vacune antes de quedar embarazada, porque algunas vacunas
no son seguras durante el embarazo. Algunas vacunas como las vacunas contra la
gripe, el tétano, la difteria y la tos ferina se pueden aplicar durante el embarazo.
Dígale a su proveedor de cuidado médico si existe la posibilidad de que esté
embarazada para evitar los riesgos de la vacunación.
¿Es seguro recibir vacunas cuando estoy amamantando a mi bebé?
Todas las vacunas que aparecen a continuación se pueden aplicar sin riesgo durante
la lactancia. La aplicación de vacunas estimula al sistema inmune a producir
anticuerpos que combaten las infecciones. Estos anticuerpos se transmiten al bebé a
través de la leche, brindándole protección al bebé también.
Vacunas recomendables en el posparto
La vacuna Dtap: protege contra el tétano, la difteria y la tos ferina. Aunque la tos
ferina no es dañina para un adulto saludable, puede causarle la muerte a un recién
nacido. La vacuna contra la tos ferina puede ser aplicada a las mujeres
embarazadas, y es seguro aplicarla durante la lactancia.
La vacuna MMR: protege contra el sarampión, la rubéola y las paperas. Durante el
embarazo, estas enfermedades, sobre todo la rubéola, pueden causar el aborto
espontáneo, un parto en el que nace muerto el bebé o defectos congénitos. Si usted
no tiene inmunidad contra la rubéola, su proveedor puede recomendarle que se
vacune. Las mujeres embarazadas no deben recibir esta vacuna, pero es seguro
aplicarla durante a lactancia.
La vacuna contra la varicela: protege contra la varicela, una enfermedad viral que
puede causar pulmonía durante el embarazo y defectos congénitos en el bebé. Los
recién nacidos no pueden recibir esta vacuna hasta los 12 meses, de manera que si
usted no tiene anticuerpos contra la varicela, el aplicarse la vacuna puede ayudar a
proteger a su recién nacido. Las mujeres embarazadas no deben recibir esta vacuna,
pero es seguro aplicarla durante la lactancia.
La vacuna contra la gripe: protege contra la gripe anual, la cual es sumamente
contagiosa y puede ser fatal para las mujeres embarazadas. Durante el embarazo, la
gripe puede causar pulmonía, aborto espontáneo y parto prematuro. La vacuna
contra la gripe es segura durante el embarazo (por inyección únicamente) y durante
la lactancia (por inyección o inhalada por la nariz).
Recuerde las tres As:
cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
Cada Mujer, Cada Día: cadamujercadadia.org
March of Dimes: http://www.nacersano.org/centro/9246_10377.asp
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HIV: After Pregnancy
What you can do to decrease risks for you, your baby and a future pregnancy
About HIV/AIDS
Human Immunodeficiency Virus (HIV) is spread through contact with infected
blood or body fluid, like during sex. HIV can be spread to your baby at any time
during pregnancy, especially during childbirth or breastfeeding. HIV infects the
immune system, causing acquired immune deficiency syndrome (AIDS). When
a person has AIDS, it is harder for the body to fight infections. AIDS can make a
person very sick and can cause death. HIV has no cure, but people with HIV can
lead long, healthy lives.

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

How can you stay healthy with HIV?
See your HIV health care provider regularly.
Get blood tests to monitor your health. Blood tests can measure the amount
of virus in the body (viral load) and its effect on the immune system (CD4
count).
Your health care provider may recommend you take HIV medications if your
viral count is high, your CD4 count is low, or if you have had a serious
infection. Don’t miss any doses.
Tell your provider if you have symptoms of weight loss, fatigue, fevers, skin
rashes and frequent infections.
How can you keep your baby safe from HIV?
DO NOT BREASTFEED.
Tell your baby’s pediatrician that your baby is at risk for getting HIV. Babies
born to mothers with HIV will need special treatment and testing after being
born to prevent HIV.
Make sure your baby gets the recommended vaccinations.
How can you keep your family safe from HIV?
Take care of yourself. Being a healthy mom can help you take good care of
your family. Exercise, eat healthy foods, and follow your provider’s advice for
treating and monitoring HIV.
Talk to your provider before you get pregnant again. You may need
antiretroviral medications to lower your viral load. Use a reliable form of
birth control to avoid unplanned pregnancies. Tell your provider as soon as
possible if you think you might be pregnant.
Talk to your partner and all household members about HIV. Protect your
partner from HIV by using condoms and not sharing personal items.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
American College of Obstetricians and Gynecologists :
acog.org/publications/faq/faq113.cfm
Every Woman California: everywomancalifornia.org/content.cfm?categoriesID=4
March of Dimes: marchofdimes.com/Pregnancy/complications_hiv.html

Interconception Care Project for California
A collaborative project led by ACOG District IX with funding provided by March of Dimes
This material is for information purposes only and does not constitute medical advice. The opinions expressed
in this material are those of the author(s) and do not necessarily reflect the views of the March of Dimes.

© Preconception Health Council of California, 2011

El VIH: después del embarazo
Lo que puede hacer para reducir los riesgos para usted, su bebé y sus embarazos futuros

El VIH y el SIDA
El VIH (virus de la inmunodeficiencia humana) se transmite al entrar en contacto con
sangre o fluidos corporales infectados, como durante el sexo. El VIH puede
trasmitirse en cualquier momento durante el embarazo, especialmente durante el
parto o a través de la lactancia. Cuando el VIH infecta el sistema inmunológico causa
el SIDA (síndrome de inmunodeficiencia adquirida). Cuando una persona tiene SIDA,
es más difícil para el cuerpo combatir infecciones. El SIDA puede causar que una
persona se enferme gravemente, e incluso ocasionar la muerte. No existe cura pare el
VIH, pero las personas con VIH pueden tener una vida larga y saludable.

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario
El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

¿Cómo puedo mantenerme sana si tengo VIH?
Visite a su proveedor de cuidado médico en VIH regularmente.
Hágase pruebas de sangre para monitorear la enfermedad. Una prueba de sangre
puede medir la cantidad del virus que se encuentra presente en la sangre (carga
viral) así como sus efectos en el sistema inmunológico (recuento de células CD4).
Si su carga viral es elevada, su recuento de células CD4 disminuye, o sufre de una
grave infección, su proveedor de cuidado médico puede recetarle medicamentos
para el VIH. Tómeselos sin falta.
Dígale a su proveedor si sufre de cualquiera de los siguientes síntomas: pérdida de
peso, fatiga, fiebre, irritación de la piel o infecciones frecuentes.
¿Cómo puedo evitar contagiar con el VIH a mi bebé?
No amamante a su bebé.
Dígale al pediatra que su bebé corre el riesgo de adquirir el VIH. Cuando una madre
tiene el VIH, su recién nacido requerirá de pruebas y de tratamientos especiales
después de haber nacido para prevenir que contraiga el VIH.
El VIH puede transmitirse en cualquier momento durante el embarazo,
especialmente durante el parto y al amamantar al bebé.
Póngale a su bebé todas las vacunas que se recomiendan.
¿Cómo puedo evitar contagiar con el VIH a mi familia?
Cuídese. Una madre sana puede cuidar bien de su familia. Haga ejercicio, coma bien,
y siga las instrucciones de su proveedor para tratar y monitorear el VIH.
Hable con su proveedor antes de volverse a embarazar. Es posible que requiera
medicamento antiviral para bajar su carga viral. Utilice un método anticonceptivo
eficaz para evitar un embarazo no planeado. Consulte a su proveedor cuanto antes
si piensa que está embarazada.
Hable con su pareja y con todos los miembros de su familia acerca del VIH. Proteja a
su pareja contra el VIH y utilice un condón cada vez que tenga relaciones sexuales y
evite compartir artículos de uso personal.
Recuerde las tres As:
cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
Cada Mujer, Cada Día: cadamujercadadia.org
Centros para el Control y la Prevención de Enfermedades:
cdc.gov/std/spanish/STDFact-HIV-and-STDs-s.htm
March of Dimes: nacersano.org/centro/9254_9666.asp
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Hepatitis: After Pregnancy
What you can do to decrease risks for you and a future pregnancy
About hepatitis
Hepatitis is an infection of the liver, usually caused by a virus. The most
common viruses causing hepatitis are hepatitis A, B and C. Viral hepatitis can
be a long-term condition causing serious problems, such as liver failure or
liver cancer. Most people infected with hepatitis B or C become carriers of the
disease, meaning the virus always remains in the body and can be passed to
others.

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

How do people get hepatitis?
Hepatitis is spread by contact with bodily fluids and blood during activities
like unprotected sex, sharing needles, and reusing tattoo and piercing tools.
Mothers can pass hepatitis to their babies during birth.
What are the symptoms?
Patients who have symptoms may feel tired, have abdominal pain, nausea
and vomiting, or have jaundice (yellowish skin). Most people with hepatitis
do not have symptoms, and you can’t tell by looking at someone if they have
hepatitis.
How can you stay healthy?
If your health care provider has given you any medication for hepatitis, take
it exactly as prescribed.
Do not drink alcohol, because it can damage the liver.
Speak to your provider before taking new medications or supplements.
Get vaccinated for other types of hepatitis and other preventable diseases.
Use an effective form of birth control to prevent unplanned pregnancy.
Make sure your disease is under control before getting pregnant again – this
will decrease the risk of giving hepatitis to your next baby.
How can you keep your baby and family healthy?
Make sure your baby’s pediatrician knows you have hepatitis. Because
mothers can give hepatitis during pregnancy or birth, your baby may need
special care.
Breastfeeding is safe with hepatitis.
Make sure everyone who lives in your house has been vaccinated for
hepatitis B. Don’t share personal items, such as razors or toothbrushes.
Practice safe sex using condoms and don’t share needles.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
American College of Obstetrics and Gynecologists: acog.org/publications/faq/faq093.cfm
Centers for Disease Control and Prevention: cdc.gov/hepatitis/Publicinfo.htm#whatIsHep
Every Woman California: everywomancalifornia.org/content.cfm?categoriesID=4
March of Dimes: marchofdimes.com/complications_liver.html
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La hepatitis: después del embarazo
Lo que puede hacer para reducir los riesgos para usted y sus embarazos futuros

La hepatitis
La hepatitis es una infección del hígado, normalmente causada por un virus. Los virus
que comúnmente causan la hepatitis son la hepatitis A, B y C. La hepatitis viral puede
ser en una condición de largo tiempo que resulta en serios problemas, como la
insuficiencia hepática o el cáncer del hígado. La mayoría de las personas infectadas
con el virus de la hepatitis B o C son portadores de la enfermedad, lo cual significa
que el virus permanecerá para siempre dentro de su cuerpo y pueden trasmitírselo a
otras personas.

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su

¿Cómo se adquiere la hepatitis?
La hepatitis se adquiere a través del contacto con fluidos corporales o con la sangre.
Las actividades de alto riesgo incluyen tener relaciones sexuales sin protección,
compartir jeringas usadas y reutilizar equipo para tatuajes y perforaciones
corporales. Las madres pueden transmitir la hepatitis a sus bebés durante el parto.
¿Cuáles son los síntomas de la hepatitis?
Los pacientes que presentan síntomas pueden sentir fatiga, dolor abdominal, nauseas
y vómitos, o ictericia (piel amarilla). La mayoría de las personas que tienen hepatitis
no presentan ningún síntoma y no es posible distinguir a simple vista a una persona
que tiene hepatitis.

familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario
El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

¿Cómo puedo mantenerme sana?
Si su proveedor de atención médica le ha recetado medicamentos para tratar la
hepatitis, tómelos siguiendo sus instrucciones a pie de letra.
No tome alcohol, ya que éste puede hacerle daño al hígado.
Hable con su proveedor antes de tomar nuevos medicamentos o suplementos.
Vacúnese contra otros tipos de hepatitis y otras enfermedades prevenibles.
Utilice un método anticonceptivo eficaz para prevenir un embarazo no planeado.
Asegúrese de que su condición está bajo control antes de quedar embarazada otra
vez ya que esto reducirá el riesgo de que le trasmita hepatitis a su próximo bebé.
¿Cómo puedo mantener sanos a mi bebé y a mi familia?
Asegúrese de que su pediatra sepa que usted tiene hepatitis. Dado que las madres
les pueden transmitir la hepatitis a sus bebés durante el embarazo o durante el
parto, es posible que su bebé necesite cuidado especial.
La lactancia es segura si tiene hepatitis.
Asegúrese de que todos los miembros de su familia reciban la vacuna contra la
hepatitis B. Evite compartir artículos personales como rastrillos y cepillos de
dientes. Practique el sexo seguro y utilice condones, y evite compartir jeringas.
Recuerde las tres As:
cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
Cada Mujer, Cada Día: cadamujercadadia.org
Centros para el Control y Prevención de Enfermedades:
cdc.gov/std/Spanish/STDFact-Pregnancy-s.htm
March of Dimes: http://www.nacersano.org/centro/10485_10514.asp
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Gonorrhea & Chlamydia: After Pregnancy
What you can do to decrease risks for you and a future pregnancy
What are gonorrhea and chlamydia?
Gonorrhea and chlamydia are common sexually transmitted infections (STIs)
that can affect men and women. Mothers can give the diseases to their babies
during childbirth or the newborn period.

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

How do you know if you have gonorrhea and/or chlamydia?
You can get infected by having sex with someone who is affected. Many men
and women have no symptoms. Symptoms usually occur one to three weeks
after contact and include:
Pain with urination
Unusual vaginal discharge
Fever/chills or pain in the lower belly
Sore throat or eye infection
Is it dangerous for you or your baby?
Gonorrhea and chlamydia can cause infections in the eye, joints, or blood. If
untreated, they may spread in the belly causing pelvic inflammatory disease
(PID), which can lead to fertility and pregnancy problems. Having gonorrhea
or chlamydia also puts you at risk for having other STIs, such as syphilis or
HIV. Gonorrhea and chlamydia during pregnancy may cause premature birth
and newborns can get serious eye or lung infections.
How can you stay healthy and keep your baby healthy?
Get tested: Getting tested for gonorrhea and chlamydia is easy. It can be done
with a urine sample or a swab of the vagina. Get tested if you think you have
symptoms or if you had sex with someone who might be infected. Your
health care provider may also want to test you for other STIs.
Get treated: Gonorrhea and chlamydia can be treated and cured with
antibiotics; most of these medications are safe during breastfeeding. Take all
of your pills. Get your partner treated, too. It is very important to tell anyone
you had sex with so that they can get treated right away. Do not have sex
again until you and your partner have finished treatment. Be sure to follow
up with your provider if symptoms don’t go away or they come back after
treatment.
Protect yourself: Gonorrhea and chlamydia can be prevented. Use a condom
every time you have sex. If you’re getting together with someone new, it may
be a good idea for you both to get tested before you start having sex.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
American College of Obstetricians and Gynecologists: acog.org/publications/faq/faq071.cfm
Centers for Disease Control and Prevention: cdc.gov/std/pregnancy/STDfact-Pregnancy.htm
Every Woman California: everywomancalifornia.org/content.cfm?categoriesID=4
March of Dimes:
marchofdimes.com/Pregnancy/complications_gonorrhea.html and
marchofdimes.com/Pregnancy/complications_chlamydia.html
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La gonorrea y la clamidia: después del embarazo
Lo que puede hacer para reducir los riesgos para usted y sus embarazos futuros
¿Qué son la gonorrea y la clamidia?
La gonorrea y la clamidia son enfermedades de transmisión sexual (ETS) comunes
que pueden afectar tanto al hombre como a la mujer. Las madres también pueden
transmitirles estas enfermedades a sus bebés durante el parto o cuando el bebé está
recién nacido.

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

¿Cómo sé si tengo una de estas infecciones?
Es posible contraer la gonorrea o la clamidia a través de una relación sexual con una
persona infectada. Muchos hombres y mujeres infectados no presentan ningún
síntoma. Los síntomas generalmente se presentan entre una y tres semanas después
de haber estado en contacto con una persona infectada e incluyen.
Dolor al orinar
Flujo vaginal inusual
Fiebre, escalofríos o dolor en el la parte baja del abdomen
Dolor de garganta o infección en los ojos

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario
El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

¿Son peligrosas estas infecciones para mí o para mi bebé?
La gonorrea y la clamidia pueden causar infecciones en los ojos, en las articulaciones
o en la sangre. Si no se tratan a tiempo, estas infecciones pueden extenderse al vientre
y provocar la enfermedad inflamatoria pélvica (EIP), la cual puede causar la
infertilidad y problemas en el embarazo. La gonorrea y la clamidia durante el
embarazo pueden causar el parto prematuro, y los bebés pueden contraer graves
infecciones de los ojos y de los pulmones. El tener gonorrea o clamidia también
aumenta su riesgo de contraer otras ETS, como la sífilis y el VIH.
¿Cómo puedo mantenerme saludable a mí misma y a mi bebé?
Hágase una prueba. Hacerse la prueba para detectar la gonorrea o la clamidia es
fácil y se hace a través de una muestra de orina o una muestra vaginal. Hágase la
prueba si cree que tiene síntomas o si ha tenido relaciones sexuales con alguien que
puede estar infectado. Es posible que su proveedor de cuidado médico también
quiera hacerle otras pruebas para detectar otras ETS.
Trate la enfermedad. La gonorrea y la clamidia se pueden tratar y curar con
antibióticos. La mayoría de estos medicamentos son seguros durante la lactancia.
Tómese todas sus pastillas y asegúrese de que su pareja también se trate. Es muy
importante que les diga a todas las personas con las que haya tenido relaciones
sexuales que tiene gonorrea o clamidia para que también reciban tratamiento
médico. No tenga relaciones sexuales hasta que usted y su pareja hayan terminado
el tratamiento médico. Consulte a su proveedor si los síntomas no desaparecen o si
vuelven después de su tratamiento.
Protéjase. La gonorrea y la clamidia son enfermedades prevenibles. Utilice un
condón cada vez que tenga relaciones sexuales. Si está empezando una relación con
una pareja nueva, es buena idea que los dos se hagan la prueba antes de tener
relaciones sexuales.
Recuerde las tres As:
cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
Cada Mujer, Cada Día: cadamujercadadia.org
Centros para el Control y la Prevención de Enfermefades:
cdc.gov/std/Spanish/STDFact-pregnancy-s.htm
March of Dimes:
nacersano.org/centro/9254_9662.asp
nacersano.org/centro/9254_9665.asp
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Gestational Diabetes: After Pregnancy
What you can do to decrease risks for you and a future pregnancy

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

About gestational diabetes
Gestational diabetes is high blood sugar (glucose) that is first diagnosed
during pregnancy. Having gestational diabetes in your last pregnancy
increases your risk of having gestational diabetes in another pregnancy and
of having type 2 diabetes later in life. About 5% of women with gestational
diabetes will get type 2 diabetes within 6 months after delivery and 60% will
get type 2 diabetes within 10 years.
Type 2 diabetes is caused when your body does not make enough insulin, or
can't use the insulin it has, to help turn blood sugar (glucose) into energy.
This causes high blood sugar. While you may not have any symptoms of high
blood sugar, diabetes can lead to many health problems, such as high blood
pressure, heart disease and kidney disease.
If you had gestational diabetes, your health care provider will test your blood
sugar during your postpartum checkup to see if you still have diabetes.
How can you reduce your chances of getting type 2 diabetes?
Lose weight, even a few pounds.
Try to exercise every day for at least 30 minutes.
Eat healthy foods. Increase fruits and vegetables and whole grain choices. See
a dietitian for help to make the best food choices.
Take a multivitamin every day and get as much rest as possible. Try to sleep
when your baby does.
What else can you do to improve your health?
Ask your provider to test your blood sugar every 1-3 years to be sure you
haven’t gotten type 2 diabetes.
See your provider regularly if you have type 2 diabetes to help reduce your
risk of other health problems.
Talk to your provider about birth control options. There are some birth
control pills that are better than others when you have had gestational
diabetes.
Check your blood sugar before you get pregnant again to help you have a
healthy pregnancy and baby. If your blood sugar is normal before you get
pregnant, you can have a healthier pregnancy and baby.
Breastfeed your baby. Breastfeeding can help you lose weight, can lower your
blood sugar, and can lower your baby’s risk for type 2 diabetes.
Make sure your child is at a healthy weight and eats healthy foods to help
reduce your child’s risk of getting diabetes.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
American College of Obstetricians and Gynecologists:acog.org/publications/faq/faq051.cfm
American Diabetes Association: diabetes.org
Every Woman California: everywomancalifornia.org/content.cfm?categoriesID=4
March of Dimes: marchofdimes.com/Pregnancy/complications_diabetes.html
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La diabetes gestacional: después del embarazo
Lo que puede hacer para reducir los riesgos para usted y sus embarazos futuros

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario
El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

La diabetes gestacional
La diabetes gestacional es cuando se detecta un alto nivel de glucosa o azúcar en la
sangre por primera vez durante el embarazo. Tener diabetes gestacional durante un
embarazo aumenta las probabilidades de que vuelva a tener diabetes gestacional
durante embarazos futuros y de desarrollar la diabetes tipo 2 en el futuro.
Aproximadamente 5% de las mujeres con diabetes gestacional desarrollaran la
diabetes tipo2 dentro de 6 meses después de haber dado a luz, y 60% desarrollaran
la diabetes tipo 2 dentro de 10 años.
La diabetes tipo 2 se debe a la falta de insulina o al rechazo de su cuerpo a la
insulina, lo cual ocasiona altos niveles de glucosa en la sangre. Aunque es posible
que no tenga ningún síntoma, la diabetes puede causar graves complicaciones
médicas como la presión arterial alta, problemas del corazón, enfermedad de los
riñones, y daño a los nervios o ceguera.
Cómo puede reducir el riesgo de desarrollar la diabetes tipo 2
Baje de peso, incluso unas cuantas libras.
Intente hacer ejercicio durante 30 minutos al día.
Consuma alimentos nutritivos. Incremente el consumo de frutas, verduras y granos
integrales. Consulte a un dietista para que le ayude a seleccionar los mejores
alimentos.
Tome una multivitamina todos los días y descansa lo más que le sea posible. Trate
de dormir cuando duerme su bebé.
¿Qué más debo hacer para mejorar mi salud?
Pídale a su proveedor que le haga una prueba para medir su nivel de azúcar en la
sangre cada uno o dos años para cerciorarse de que no tiene diabetes tipo 2.
Si sabe que tiene diabetes tipo 2, obtenga cuidado médico regularmente para
reducir el riesgo de desarrollar otros problemas médicos.
Hable con su proveedor de cuidado médico acerca de los diferentes métodos
anticonceptivos disponibles. Algunas píldoras anticonceptivas son mejores que
otras para las mujeres que han padecido de diabetes gestacional.
Hágase una prueba para medir el nivel de azúcar en su sangre antes de volverse a
embarazar para tener un embarazo y bebé sano. Si su nivel de azúcar en la sangre
es normal antes de volver a embarazarse, puede tener un embarazo y un bebé más
saludables.
Amamante a su bebé. La lactancia puede ayudarla a perder peso, disminuir su nivel
de azúcar en la sangre y reducir el riesgo de que a su bebé desarrolle la diabetes
tipo 2.
Asegúrese de que su hijo/a mantenga un peso saludable y que consuman alimentos
nutritivos para ayudar a prevenir la diabetes.
Recuerde las tres As:
cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
American Diabetes Association:
diabetes.org/espanol/?utm_source=WWW&utm_medium=RedNav&utm_campaign=ESPANOL

Cada Mujer, Cada Día: cadamujercadadia.org
March of Dimes: nacersano.org/centro/9254_9648.asp
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Healthy and Safe Relationships
What you need to know about domestic violence
Domestic violence after pregnancy
Abuse against women is very common in the United States. Any woman can
become a victim of domestic violence.
Abusive relationships are risky for a woman’s health and the health of her
family. Children in an abusive household are at increased risk for child
abuse, neglect, and physical and emotional harm.
Having a baby can be a very stressful time, and the stress of a new baby may
trigger abuse or violence for new moms.

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

How do you know if you’re in an abusive relationship?
If you answer “yes” to any of these questions, then you may be in an
unhealthy relationship:
Is my partner unkind to me and disrespectful of my choices?
Does my partner not help me with the baby?
Am I ever afraid of my partner (of being hurt or shamed)?
Does my partner ever hit, kick, slap or physically hurt me?
Am I ever afraid to leave my baby alone with my partner?
Does my partner refuse to use condoms when I ask?
Has my partner ever tried to get me pregnant (recently or in the past) when
I didn’t want to be?
How to find help
If you think you are a victim of abuse, there is help available. Talk to your
healthcare provider, a trusted friend or family member, or call the National
Domestic Violence Hotline at 800-799-SAFE (7233) to get help. Resources are
also available on the internet, like at futureswithoutviolence.org or
thehotline.org. Remember to always use a safe computer, like at the local
library or at a friend’s house. Computer use can be monitored and it may not
be possible to completely clear your computer’s history. Remember, you are
not alone and help is out there.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
Every Woman California: everywomancalifornia.org/content.cfm?categoriesID=3
Futures Without Violence: futureswithoutviolence.org
March of Dimes: marchofdimes.com/pregnancy/stayingsafe_abuse.html
National Domestic Violence Hotline: 800-799-SAFE (7233) or thehotline.org
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Las relaciones de pareja sanas:
después del embarazo
Lo que usted debe saber acerca de ser víctima de la violencia doméstica

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario
El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

La violencia doméstica: después del embarazo
El abuso contra las mujeres es muy común en los Estados Unidos. Puede afectar
tanto a la salud de la víctima, como a sus hijos y a su familia. Todas las mujeres
están en riesgo de ser víctimas de la violencia doméstica.
Las mujeres y familias en relaciones donde la pareja es abusiva corren el riesgo de
sufrir graves problemas de salud. Los niños que viven en una casa donde existe la
violencia doméstica corren mayor riesgo de convertirse también en víctimas del
abuso y maltrato, y de sufrir daños físicos y emocionales.
Tener un bebé puede ser muy estresante, y el estrés de la llegada de un recién
nacido puede aumentar el riesgo de que una nueva madre se convierta en víctima
del abuso y de la violencia.
¿Cuándo debe evaluarse a una mujer para determinar si ha sido víctima de la
violencia doméstica?
Durante cada visita médica después del parto, y cada vez que tenga cita con un
proveedor de cuidado médico. Si usted tiene preocupaciones acerca de la violencia
doméstica, hable con su proveedor.
¿Cómo puedo determinar si estoy involucrada en una relación abusiva?
Si contesta “sí” a cualquiera de las siguientes preguntas, es posible que está
involucrada en una relación abusiva:
¿Mi pareja es poco amable conmigo, o no respeta mis decisiones?
¿Mi pareja no me ayuda con el bebé, sobre todo cuando el bebé llora mucho?
¿Algunas veces tengo miedo de que mi pareja me haga daño o me avergüence?
¿Mi pareja me ha pegado, pateado, cacheteado o me ha hecho daño físico alguna
vez?
¿Me da miedo dejar a mi bebé a solas con mi pareja a veces?
¿Mi pareja se rehúsa a usar condones cuando se lo pido?
¿Mi pareja ha tratado de embarazarme (recientemente o en el pasado), a pesar de
que yo no deseé quedar embarazada?
Cómo encontrar ayuda
Si usted cree ser víctima de la violencia, existe la ayuda. Hable con su proveedor, un
amigo o pariente de confianza, o llame a la Línea Nacional Sobre Violencia Doméstica
al 1-800-799-SAFE (7233) para obtener ayuda. También puede encontrar recursos a
través de Internet, como en futureswithoutviolence.org o thehotline.org. Siempre
utilice una computadora segura en la biblioteca o en la casa de una amistad, porque el
uso de la computadora puede ser rastreado y no es posible borrar por completo la
historia de su uso. Recuerde que no está sola y que existe la ayuda.
Recuerde las tres As:
cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
Alianza: dvalianza.org
Cada Mujer, Cada Día: cadamujercadadia.org
En la Línea Nacional sobre la Violence Doméstica: (24/7) (800) 799-SAFE (7233) y
thehotline.org/en-la-linea-nacional-sobre-la-violencia-domestica
March of Dimes: nacersano.org/centro/9246_10776.asp
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High Blood Pressure: After Pregnancy
What you can do to decrease your risks
About high blood pressure
High blood pressure, also known as hypertension, means that your heart has
to work too hard to pump your blood through your body. High blood pressure
may not make you feel sick, but not taking care of it can cause you to have a
stroke, heart attack or kidney problems.

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

What can you do now to improve your health?
Visit your health care provider regularly to check your blood pressure to
make sure it is healthy. If your provider gives you medications, keep taking
them.
Quit smoking and don’t drink alcohol.
Work slowly to get back to your pre-pregnancy weight. If you were
overweight before pregnancy, talk to your provider about losing weight
gradually to get to a healthy weight.
Increase your physical activity to at least 30 minutes on most days.
Limit salt (sodium) and salty foods.
Eat foods that will help your body and blood pressure: fruits and vegetables;
low-fat or nonfat milk, yogurt and cheese; whole grains like brown rice, corn
tortillas and whole wheat bread; and lean meats, beans or tofu. Avoid fried
food, oil, margarine, butter, and cream.
Should high blood pressure change your plans to have another baby?
This mainly depends on how well your kidneys are functioning to filter your
blood. Your kidney function is measured by a blood test.
If your kidneys show a lot of damage and you choose to get pregnant again, it
may be risky for your health and your baby. Ask your health care provider
about these risks.
If you have mild kidney damage, talk to your provider to plan your next
pregnancy.
If you have no kidney damage, keep taking your medications and vitamins;
pregnancy should be fine as long as your blood pressure is treated.
To avoid an unplanned pregnancy, talk to your provider about your birth
control options. Women with high blood pressure should avoid estrogencontaining contraceptives (like “the Pill”), but your provider can recommend
other contraceptives that are safe if you have high blood pressure. Getting
your blood pressure under control and getting healthy before your next
pregnancy can help you have a healthy pregnancy and baby.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
American College of Obstetricians and Gynecologists:
acog.org/publications/faq/faq034.cfm
Centers for Disease Control and Prevention:
cdc.gov/bloodpressure/materials_for_patients.htm
Every Woman California: everywomancalifornia.org/content.cfm?categoriesID=4
March of Dimes: marchofdimes.com/Pregnancy/complications_highbloodpressure.html
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La presión arterial alta: después del embarazo
Lo que puede hacer para reducir riesgos durante su próximo embarazo

La presión arterial alta
La presión arterial alta, también conocida como hipertensión, significa que su corazón
tiene que trabajar más de lo normal para transportar la sangre a todas las partes del
cuerpo. Es posible que la presión arterial alta no presente síntomas, pero si no se
cuida, la presión arterial alta le puede provocar una embolia, un ataque al corazón o
enfermedades de los riñones.

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario
El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

¿Qué puedo hacer hoy para mejorar mi salud?
Visite a su proveedor de cuidado médico regularmente para comprobar que su
presión arterial esté saludable. Si su proveedor le indicó que tomara medicamentos,
continúe tomándolos.
Deje de fumar y evite consumir bebidas alcohólicas.
Trabaje gradualmente para alcanzar el peso que tenía antes de su embarazo. Si
tenía sobrepeso antes de embarazarse, hable con su proveedor sobre cómo volver a
un peso saludable gradualmente.
Aumente su actividad física a por lo menos 30 minutos la mayoría de los días de la
semana.
Limite su consumo de sal (sodio) y de alimentos salados.
Consuma alimentos que mejorarán su cuerpo y su presión arterial: frutas y
verduras; leche, yogurt y queso bajos en grasa o sin grasa; granos enteros como
arroz integral, tortillas de maíz, y pan integral; carne sin grasa, frijoles o tofú. Evite
las comidas fritas, el aceite, la margarina, la mantequilla y la crema.
¿Si tengo la presión arterial alta, debo cambiar mis planes de tener otro bebé?
Depende de la función de sus riñones para filtrar su sangre. Esta puede medirse a
través de un examen de la sangre.
Si sus riñones están muy dañados y decide tener otro bebé es riesgoso para su salud
y para su bebé. Consulte a su proveedor de cuidado médico sobre estos riesgos.
Si el daño a sus riñones es leve, hable con su proveedor para planificar su próximo
embarazo.
Si sus riñones no están dañados, continúe tomando sus medicamentos y sus
vitaminas; su embarazo no debería presentar problemas, siempre y cuando
mantenga su presión arterial bajo control.
Para evitar un embarazo no planeado, hable con su proveedor sobre sus opciones
para métodos anticonceptivos. Las mujeres con presión arterial alta deben evitar
anticonceptivos que contienen estrógeno (como “la Pastilla”), pero su proveedor le
puede recomendar otros anticonceptivos que son seguros si tienen presión arterial
alta. Controlar su presión arterial y mantenerse saludable antes de su próximo
embarazo puede ayudarle a tener un embarazo sano y un bebe saludable.
Recuerde las tres As:
cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
Cada Mujer, Cada Día: cadamujercadadia.org
Family Doctor:
familydoctor.org/online/famdoces/home/common/heartdisease/risk/092.html
March of Dimes: nacersano.org/centro/9254_9649.asp
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Anemia: After Pregnancy
What you can do to decrease risks for you and a future pregnancy
Keeping your blood strong and healthy
Iron deficiency anemia is caused by not having enough iron in your blood.
Iron helps make red blood cells that carry oxygen throughout the body.
Getting enough iron can increase your energy and can help prepare your
body for future pregnancies.
Many women need additional iron after having a baby to replace the iron
used during the pregnancy or lost during childbirth.

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

How do you know if you have anemia?
Symptoms of anemia may include paleness, feeling tired and weak, poor
appetite, headaches, and frequent illness. Women can be anemic without
having any symptoms.
If you had anemia during the last months of your pregnancy or lost a lot of
blood giving birth, you are at higher risk of having anemia.
Blood tests are needed to determine if you have anemia and how you are
responding to treatment.
Managing anemia after pregnancy
After pregnancy, you need about 18 milligrams (mg) of iron per day. You can
take an iron supplement, and you can try to eat iron-rich foods to help build
up the amount of iron in your blood, such as:
Eggs and meats like beef, pork, chicken and turkey
Fish, canned tuna, oysters
Tofu, lentils and cooked beans: soy, pinto, kidney, and black
Dark leafy greens: spinach, chard, collards, parsley, cilantro
Prune juice, dried fruit, watermelon
Fortified cereals with added iron
Enriched tortillas, rice, pasta, and bread
Here are ways to get the most iron out of the foods you eat:
Combine iron-rich foods with vitamin C-rich foods, such as tomatoes,
broccoli, bell pepper, cabbage, oranges, cantaloupe, grapefruit, and mango.
Prepare foods in a cast iron skillet so the foods absorb iron from the pan.
Drink water with meals instead of milk, soda, coffee, tea, and wine, which
can bind the iron in food, preventing your body from absorbing it.
Talk to your health care provider about how to best treat your anemia now
and before a future pregnancy.
Remember your ABCs:
folic

cid

reastfeeding

ontraception

For more information, go to:
American Society of Hematology:
hematology.org/Patients/blood-disorders/anemia/5227.aspx
Every Woman California: everywomancalifornia.org
March of Dimes: marchofdimes.com/complications_anemia.html
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La anemia: después del embarazo
Lo que puede hacer para reducir los riesgos para usted y sus embarazos futuros

Cómo mantener su sangre fuerte y saludable
La anemia por deficiencia de hierro se debe a la falta de hierro en la sangre.
El hierro es necesario para la producción de glóbulos rojos, los cuales transportan
oxígeno a todas las partes del cuerpo.
Obtener suficiente hierro aumenta su nivel de energía y le ayuda a prepararse para
embarazos futuros.
Muchas mujeres necesitan consumir más hierro después de tener un bebé para
reemplazar las reservas de hierro perdidas durante el embarazo o el parto.

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario
El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

Cómo sé si tengo anemia
Los síntomas de la anemia pueden incluir la palidez, la fatiga, la debilidad, la falta de
apetito, los dolores de cabeza y enfermedades frecuentes. Algunas veces la anemia
no presenta ningún síntoma.
Si tuvo anemia durante los últimos meses del embarazo o perdió mucha sangre
durante el parto, usted corre mayor riesgo de sufrir anemia durante el posparto.
Para determinar si tiene anemia o si está respondiendo al tratamiento contra la
anemia es necesario que se haga un examen de sangre.
La anemia después del embarazo
Después del embarazo, debe obtener aproximadamente 18 miligramos (mg) de hierro
a diario. Puede tomar un suplemento de hierro y debe tratar de comer alimentos ricos
en hierro para ayudar a aumentar la cantidad de hierro en la sangre. Alimentos ricos
en hierro incluyen:
Huevos y carne de res, puerco, pollo y pavo
Pescado, atún en lata y ostiones
Tofu, lentejas y frijoles cocidos: soja, frijoles pintos, negros y morados
Las verduras de hoja verde: espinacas, acelgas, coles, perejil y cilantro
Jugo de ciruela pasa, fruta seca, sandía
Cereales fortificados con hierro
Tortillas, arroz, pasta y pan enriquecidos con hierro
Existen maneras para aumentar la cantidad de hierro que su cuerpo puede absorber:
Combine alimentos ricos en hierro con alimentos ricos en Vitamina C como los
jitomates, el brócoli, los pimientos verdes, la col, las naranjas, el melón, la toronja y
el mango.
Prepare sus alimentos en una sartén de hierro fundido.
Beba agua con sus comidas en vez de leche, soda, café, té o vino, las cuales son
bebidas que causan que el hierro se adhiera a los alimentos y no pueda ser
absorbido por el cuerpo.
Hable con su proveedor de cuidado médico acerca de lo que puede hacer para tratar
su anemia ahora y antes de un embarazo futuro.
Recuerde las tres As:
cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
Cada Mujer, Cada Día: cadamujercadadia.org
Family Doctor:
familydoctor.org/online/famdoces/home/women/pregnancy/illness/954.html
March of Dimes: nacersano.org/centro/9254_9647.asp
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Alcohol Use: After Pregnancy
What you can do to decrease risks for you, your baby and a future pregnancy

Things to do EVERY DAY
for healthy women and babies:

Exercise – 30 minutes a day, 5
days a week

Vitamin – 400 micrograms (mcg)
of Folic Acid per day

Educate yourself about medicines

and chemicals that can cause birth
defects

Reproductive life planning – set
your personal goals for birth
control and future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and
whole grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Your health and your baby’s health now
It is important to avoid risky alcohol drinking for your health and the health
of your baby.
Risky drinking = 7 or more drinks per week, or more than 3 drinks at one
time. All types of alcohol – even wine, wine coolers and beer – count as
drinks.
If you drink at risky levels, it may be hard for you to care for your baby.
Also, drinking can increase the chance of you being injured, getting a
sexually transmitted infection, or having an unplanned pregnancy.
Alcohol can be passed on to your baby in your breastmilk. After drinking
alcohol, wait for at least 2 hours per drink before you breastfeed your baby.
If you drink at risky levels now, take steps to decrease the amount you
drink. This may involve attending support meetings, finding ways to reduce
stress, and avoiding the people and places that may cause you to drink too
much.
Alcohol use and future pregnancies
Drinking any type of alcohol when you are pregnant can cause serious,
lifelong problems for your baby. There is no known safe amount of alcohol
or safe time to drink when you’re pregnant, so do not drink if you are
pregnant or think you might be pregnant.
If you want to have another baby, stop drinking before you try to get
pregnant. The harmful effects of alcohol on your baby can occur very early
before you even know you are pregnant.
If you’re still drinking, don’t take a chance on getting pregnant. Use effective
birth control every time you have sex to prevent becoming pregnant. Talk to
your provider about your options for birth control.
If you get pregnant while you are still drinking, stop drinking immediately
and see your health care provider. It’s never too late to stop drinking and to
help decrease the possible harmful effects of alcohol on your baby.
If you cannot stop or cut down on drinking alcohol on your own, ask for help
from your provider, a treatment program, or self-help group. Don’t give up –
many people quit for good after trying one, two, three or more times.
Remember your ABCs:

Content from everywomancalifornia.org with permission
from the Preconception Health Council of California.

folic

cid

reastfeeding

ontraception

For more information, go to:
American College of Obstetricians and Gynecologists:
acog.org/publications/faq/faq170.cfm
Centers for Disease Control and Prevention:
cdc.gov/ncbddd/fasd/index.html
Every Woman California:
everywomancalifornia.org/content.cfm?categoriesID=3
La Leche League International:
llli.org/faq/alcohol.html
March of Dimes:
marchofdimes.com/pregnancy/alcohol.html
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El consumo de alcohol: después del embarazo
Lo que puede hacer para reducir los riesgos para usted, su bebé y sus embarazos futuros

Cosas que puedes hacer DIARIAMENTE
para mujeres sanas y bebés sanos:

Doctor – visitas anuales con su doctor le
ayudan a mantenerse saludable

Informe a su pareja sobre la importancia
de mantener una buena salud

Amistades, el amor de su pareja y su
familia son importantes para su salud

Reproducción – haga un plan personal
para el uso de anticonceptivos y
expectativas para hijos futuros

Infórmese sobre medicinas y toxinas que
pueden causar defectos de nacimiento

Acido Fólico – 400 microgramos (mcg)
diariamente

Mente saludable le ayuda a mantener
buena salud física

Edúquese sobre comidas que se deben
evitar si quiere quedar embarazada

Nutrición – coma vegetales, frutas y granos
en su dieta diaria

Tabaco, drogas, y alcohol se deben evitar
Ejercicio – 30 minutos diario
El contenido es de cadamujercadadia.org con la autorización del
Preconception Health Council of California.

Su salud y la salud de su bebé
Es importante que evite beber alcohol en exceso para mantener su salud y la de su
bebé.
El consumo de más de 7 bebidas alcohólicas a la semana o más de tres bebidas
alcohólicas a la vez constituye beber en exceso. Toda bebida alcohólica, incluso el
vino, las bebidas hechas a base de vino y la cerveza cuentan como bebidas
alcohólicas.
Si bebe en exceso, le puede resultar difícil cuidar a su bebé. Además, beber en
exceso, aumenta las probabilidades de que sufra un accidente, que contraiga una
enfermedad transmitida sexualmente y que vuelva a quedar embarazada sin
planearlo.
El alcohol puede ser transmitido a través de la leche materna. Si usted está
amamantando a su bebé y consume una bebida alcohólica, espere por lo menos dos
horas por cada bebida alcohólica antes de darle pecho a su bebé. Si bebió en exceso
antes o durante de su embarazo, tome los pasos ahora para disminuir la cantidad de
alcohol que bebe. Esto podría incluir asistir a un grupo de apoyo; encontrar
maneras de reducir el estrés; y evitar a las personas y los lugares que pueden
inducirla a beber en exceso.
El uso del alcohol y sus embarazos futuros
Beber cualquier tipo de alcohol durante el embarazo puede causarle graves
problemas de salud a su bebé de por vida. No se conoce de ninguna cantidad segura
ni etapa segura para beber alcohol durante un embarazo, por lo tanto no beba
alcohol si piensa que está embarazada o podría estarlo.
Si quiere tener otro bebé, deje de beber alcohol antes de embarazarse. El alcohol
puede causarle daño a su bebé durante las primeras etapas del embarazo, incluso
antes de que se dé cuenta de que está embarazada.
No se arriesgue. Si sigue consumiendo alcohol en exceso, utilice métodos
anticonceptivos seguros cada vez que tenga sexo para evitar quedar embarazada.
Hable con su proveedor sobre sus opciones de anticonceptivos.
Si usted queda embarazada y consume alcohol, deje de beber y consulte a su
proveedor de cuidado médico; nunca es demasiado tarde para dejar de beber y
ayudar a disminuir los efectos dañinos del alcohola en su bebé.
Si no puede dejar de beber o disminuir la cantidad de alcohol que consume por su
propia cuenta, pídale ayuda a su proveedor, acuda a un programa de tratamiento o a
un grupo de autoayuda. No se dé por vencida; muchas personas dejan de beber
permanentemente después de haber tratado una, dos, tres y hasta más veces.
Recuerde las tres As:
cido fólico

mamantar

nticoncepción

Para obtener más información, visite:
Cada Mujer, Cada Día: cadamujercadadia.org
Centro parap el Control y la Prevención de Enfermedades:
cdc.gov/ncbddd/spanish/fasd/index.html
La Leche League International: llli.org/lang/espanol/faqalc.html
March of Dimes: nacersano.org/centro/9246_9633.asp
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Remember the ABCs:

Postpartum Visit Algorithm: Immunizations

folic

cid
reastfeeding
ontraception

Vaccine
Hepatitis B

Postpartum patients for whom
vaccination is recommended
All postpartum women ≤18 years old regardless of risk
without documentation of immunity or vaccination
All postpartum women >18 at risk for Hepatitis B
without documentation of immunity or vaccination
Sex partner or household contact with Hep B
Multiple sex partners (not mutually monogamous)
HIV+ or recent history of sexually transmitted
disease
Injection drug users
Hemodialysis or renal disease with risk of
hemodialysis, chronic liver disease
Healthcare and public safety workers
Institutionalized individuals (correctional facilities,
group homes)
International travel

Schedule

Safety

Three dose series

Safe in pregnancy and women
planning pregnancy

Recommended dosing interval is 0, 1, 6m
Alternative intervals are 0, 1, 4m or
0, 2, 4m
Dosing intervals must be at least:
4wks between dose #1 and #2
8wks between dose #2 and #3
16wks between dose #1 and #3

References
1-4

Safe in breastfeeding

Do not restart the series if doses #2 or
#3 are delayed. Continue from where
the series left off.

Serologic screening for Hepatitis B surface antibody
may be indicated in immigrants from endemic areas
Human
Papilloma Virus
(HPV)

All postpartum women ≤ 26 years old not previously
vaccinated, regardless of HPV status

Three dose series
Dosing intervals must be at least:
4wks between dose #1 and #2
12wks between dose #2 and #3
24wks between dose #1 and #3

Unknown safety in
pregnancy; recommend
postponement if possibility of
pregnancy

1-2, 5

Safe in breastfeeding

Do not restart the series if doses #2 or
#3 are delayed. Continue from where
the series left off.

Interconception Care Project for California

Postpartum Visit Algorithm: Immunizations
Vaccine
Influenza

Measles,
Mumps and
Rubella (MMR)

Postpartum patients for whom
vaccination is recommended
All postpartum women not previously immunized
during the current influenza season.

Postpartum women without either 1) laboratory
evidence of rubella immunity or 2) documented
vaccination. (If baby is in NICU and mother is still
visiting, can wait until mother is no longer visiting
NICU to vaccinate.)

Schedule
Single dose of either
intranasal live-attenuated vaccine
(LAIV), or
intramuscular trivalent inactivated
vaccine (TIV)

Administer dose #1 immediately
Administer dose #2 (if indicated) no
earlier than 4 weeks after dose #1

Safety
Both TIV and LAIV are safe in
breastfeeding

References
1-2, 6-7

LAIV contraindicated in
pregnancy or possibility of
pregnancy
Theoretical risk associated
with thimerisol-containing
TIV is outweighed by the
benefits of vaccination during
pregnancy or possibility of
pregnancy
Contraindicated in pregnancy
or possibility of pregnancy
within 4wks

1-2, 4, 8-9

Safe in breastfeeding

Two-dose regimen recommended for
Health care workers
Students entering college
International travelers

Meningoccal
conjugate

Postpartum women who test rubella non-immune but
have documented immunization do not need reimmunization. However, administration of a second
dose may be considered in these individuals.
All postpartum women ages ≤ 18
College freshmen living in dormitory
Women with asplenia or other complement deficiency
Travel or residence in endemic area

Administer one dose
Give a second dose after 5 years if risk
continues (age, residence, travel)

Unknown safety during
pregnancy, recommend
postponement if possibility of
pregnancy

1-2, 4

Safe in breastfeeding.

Interconception Care Project for California

Postpartum Visit Algorithm: Immunizations
Vaccine
Tetanus,
Diptheria,
acellular
Pertussis
(Tdap) and
Tetanus
diphtheria (Td)

Varicella

Postpartum patients for whom
vaccination is recommended
All postpartum women without written
documentation of a primary series of Td tetanus- and
diphtheria-toxoid containing vaccine (3 doses)

Schedule

Safety

Administer 3-dose primary series: Dose
#1 Tdap, dose #2 and dose #3 Td

Td is safe in pregnancy or
possibility of pregnancy

Recommended intervals:
≤ 18yrs is 0, 1, 7m
>18yrs is 0, 1-2, 6-12m
Give one dose of Tdap

Few data exist to support the
safety and immunogenicity of
Tdap in pregnancy. However,
administration of vaccine is
recommended for pregnant
women at high risk of
pertussis.

All postpartum women with documented primary Td
series who received Tdap, Td, or Td booster in the
past 2 years.

Consider Tdap if at high risk for
pertussis AND no history of adverse
reaction to previous Td or Tdap
vaccination.

Safe in breastfeeding

All postpartum women without evidence of immunity:
Documented history of varicella (or herpes zoster)
Documented vaccination (2 doses)
Laboratory confirmation of immunity

Two dose series

Live attenuated vaccine.

Administer dose #1 immediately
Administer dose #2 4-8wks after dose
#1

Contraindicated in pregnancy
or possibility of pregnancy
within 4wks.

If dose #2 is delayed, do not restart the
series. Administer dose #2 as soon as
possible.

Safe with breastfeeding

All postpartum women with documented primary Td
series who have NOT received Tdap, Td, or Td booster
in the past 2 years.

Serologic screening may be indicated if records not
obtainable

References
1-2, 4, 10-11

1-2, 4, 12-14

Interconception Care Project for California

Postpartum Visit Algorithm: Immunizations

EVERY DAY
Checklist for Healthy Women
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Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and

physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Remember the ABCs:

Postpartum Visit Algorithm: Tobacco Use

folic

cid
reastfeeding

Current or past tobacco
use or exposure to
secondhand smoke?

Used before or during
pregnancy, but not using now

Current exposure to
secondhand smoke

If at high risk for relapse:
Provide education and reinforcement
of non-smoking behavior.
Discuss triggers for relapse and how
to avoid them.

Counsel about the risks of
secondhand smoke and provide tips
about how to minimize exposure.

Never Used

No risk

ontraception

Currently smoking

Assess patient’s willingness to make
a quit attempt (see Prochaska’s
Stages of Change reference on
reverse)
Not Willing

Use key motivational principles to
encourage cessation: express
empathy, develop discrepancy, roll
with resistance, support selfefficacy.
Discuss breastfeeding while
smoking: smoke away from the
baby, cut down on quantity of
smoking, increase time between
smoking and breastfeeding, and
smoke immediately after
breastfeeding.

Willing

Help patient with a quit plan and
setting a quit date.
Discuss nicotine replacement
therapy and pros and cons of
breastfeeding while on therapy.
Refer to California Smokers’ Hotline
(1-800-NO-BUTTS).
Refer to an intensive treatment
program if patient is willing.
Discuss contraceptive options; avoid
estrogen-containing contraception if
>35 years of age.
Schedule follow-up within a week of
set quit date.

Interconception Care Project for California

Postpartum Visit Algorithm: Tobacco Use

EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org used with permission from
the Preconception Health Council of California.
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Remember the ABCs:

Postpartum Visit Algorithm: Thyroid Disorder

folic

cid
reastfeeding

Hypothyroidism or
hyperthyroidism before
or during pregnancy?

Patients with a concurrent autoimmune
disorder (including type I diabetes) are
at risk for postpartum thyroiditis:
Draw a TSH level and adjust medications
every 3 months until euthyroid.
Repeat annual TSH level check.

ontraception

Hyperthyroidism

Hypothyroidism

Recommend
ations to If taking propylthiouracil
Prevent and(PTU), educate patient that
Control Ironmedication is safe to take while
Deficiency inbreastfeeding.
If anti-thyroid antibodies are
the United present, notify pediatrician of
States maternal history.

Assess medication dosing
status during pregnancy.
If no changes in dose were
made during pregnancy,
continue at current dose.
If levothyroxine dosing was
increased during pregnancy,
gradually decrease dose to the
patient’s pre-pregnancy dose.

Check TSH level at 6
weeks postpartum
Check TSH level at 6
weeks postpartum

Euthyroid

Recom
Recommend annual mendat
TSH level check by ions to
primary care provider.
Prevent
and
Control
Euthyroid
Iron
Recom
Deficie
mendat
ncy in
ions to
the
Prevent
United
and
States
Control
Iron

Euthyroid

Hypothyroid

Adjust levothyroxine
dose appropriately.
Hypothyroid

Recheck TSH
level in 6-8 weeks

Hyperthyroid

Recom
Recommend annual mendat
Start or adjust PTU
TSH level check by ions to
dose appropriately.
primary care provider.
Consider definitive
Prevent
treatment of
and
hyperthyroidism.
Control
Iron
Hyperthyroid
Deficie
Recheck TSH
ncy in
Euthyroid
level in 6-8 weeks
theRecom
United
mendat
States
ions to
Prevent
Interconception Care Project for California
and
Control
Iron

Postpartum Visit Algorithm: Thyroid Disorder

EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
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Postpartum Visit Algorithm: Thrombocytopenia

Remember the ABCs:
folic

cid
reastfeeding

Etiology of
thrombocytopenia?

Gestational
thrombocytopenia

Monitor platelet count every
month until count has normalized.
Resolution of thrombocytopenia
by 12 weeks postpartum confirms
diagnosis.
Discuss possibility of recurrence
during subsequent pregnancies
(note: thrombocytopenia is not a
contraindication to future
pregnancies).

ontraception

Pregnancy-related
disorder

Systemic disorder

Thrombocytopenia will correct with
resolution of pregnancy.
If due to preeclampsia, refer to
Postpartum Preeclampsia
algorithm for appropriate followup.
If due to HELLP, check hepatic and
renal function tests.
If due to acute fatty live of
pregnancy, assess hepatic function.
If any complications persist, refer
to primary care provider for
follow-up care.

If on medications before
pregnancy, ensure medications are
restarted.
Refer to primary care provider or
hematologist for follow-up care.
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Postpartum Visit Algorithm: Thrombocytopenia

EVERY DAY
Checklist for Healthy Women

References:

Exercise – 30 minutes a day, 5 days a
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Vitamin – 400 micrograms of Folic

Gernsheimer T, McCrae KR. Immune thrombocytopenic purpura in pregnancy. Current Opinion in
Hematology 2007;14:574-580.

week

Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Hoffman R, Furie B, Benz Jr. EJ, McGlave P, Silberstein LE, Shattil, SJ eds. Hematology. 5th ed. Philadelphia,
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Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Remember the ABCs:

Postpartum Visit Algorithm: Syphilis

folic

cid
reastfeeding

Diagnosed with syphilis
during pregnancy?

No

ontraception

Yes

At high risk for syphilis?
Sex with high-risk individuals or reexposure to infected partner
Sex worker or exchange sex for
drugs
Recent diagnoses of other STIs
Living in high-prevalence community

Documented completion of
treatment appropriate for
stage of syphilis?

Yes
No

Initiate treatment:
1. Choose therapy appropriate for
stage (see resources on reverse).
2. Treat partners.
3. Screen for HIV.
4. Lumbar puncture, if indicated.
5. Risk-reduction counseling,
including barrier protections (in
addition to pregnancy prevention).
6. Schedule appropriate follow-up:
3 months for repeat HIV screen.
6 and 12 months follow-up for
clinical exam and repeat
nontreponemal antibody titer.

Refer to infectious
disease specialist or

Yes

Appropriate follow-up completed
or scheduled?
3 months for repeat HIV screen.
6 and 12 months follow-up for
clinical exam and repeat
nontreponemal antibody titer.

Screen for syphilis
with RPR or VDRL or
anti-treponemal
antibody.

Yes

4-fold reduction in
nontreponemal antibody
titer?
No

Possible treatment failure
or reinfection?

Yes

Risk-reduction
counseling.
Schedule appropriate
follow-up (see above).
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Postpartum Visit Algorithm: Syphilis

EVERY DAY
Checklist for Healthy Women

References:

Exercise – 30 minutes a day, 5 days a
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Vitamin – 400 micrograms of Folic
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week

Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Remember the ABCs:

Postpartum Visit Algorithm: Substance Use

folic

cid
reastfeeding

Screening:
Review medical chart and history for
signs of illicit drug use or prescription
drug misuse.
Use National Institute on Drug Abuse
(NIDA)-Modified ASSIST
(http://www.drugabuse/gov/nidame
d/ screening/nmassist.pdf).

Screen for use within the past
year (including toxicology
results during delivery)
and NIDA Assist

No risk

ontraception

Education
Reinforce benefits of
abstaining from drugs.
Discuss breastfeeding.
Discuss contraception.

Positive Screen

Low-moderate risk:
Based on NIDA Assist and/or
recent cessation or
undergoing treatment

Brief Intervention
Use brief intervention resources on reverse.
Match messages to stage of change (see
reference on reverse).
Discourage breastfeeding if currently using.
If she cannot commit to complete abstinence,
encourage effective contraception every time
she has sex. Recommend long-acting forms of
contraception.
If she is involved with Child Protective Services,
determine how you can support her.
For eligible women, refer to community
supports, including parenting skills training and
home visitation.
Reassess at next visit.

Negative
Screen

High risk:
Based on NIDA Assist and/or
positive toxicology screen,
not in treatment

No

Ask if she is
interested in formal
treatment
Yes

Refer to Formal Treatment
In- or outpatient based on
patient’s preference and
availability.
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Postpartum Visit Algorithm: Substance Use

EVERY DAY
Checklist for Healthy Women

References:

Exercise – 30 minutes a day, 5 days a
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week

Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Postpartum Visit Algorithm: Seizure During Pregnancy

Remember the ABCs:
folic

cid
reastfeeding

Yes

Isolated seizure
(not due to eclampsia)?

ontraception
No

Evaluate seizure history:
Prior work-up
Current and prior medications
Severity and frequency of migraine
Pregnancy history/outcomes

Evaluate risk of recurrence (for a single
tonic-clonic seizure, with normal EEGs, CT
or MRI scans, the chance of recurrence
varies from 20-60%).
Recurrence
Unlikely

Recurrence
Likely

Situational event as with:
Febrile seizures in childhood
Adverse drug reaction
Alcohol or medication
withdrawal

Recurrence likely or unknown
risk of recurrence based on:
Trauma
Unknown etiology

Counsel patient to avoid
similar stimulant/trigger.
Anti-seizure medication is
not indicated.
Recommend evaluation by
neurologist or primary care
physician to rule out other
possible etiologies for
seizures.
Address any other intra
pregnancy issues, including
folic acid, breastfeeding and
contraception.

Refer to neurologist or
primary care physician for
complete work-up and
evaluation of the need for
medication; note patient’s
breastfeeding status on
referral.
Avoid estrogen-containing
contraceptives.

Incomplete or unknown workup; or absence of seizures on
or off medication (document
time since last seizure)

Well-documented need
for continued medication

Assess for seizure control and
teratogenicity of medications
Seizures not well controlled; or
medication carries high risk for fetus; or
multiple medications required for control

Consult with neurologist to review
medication for optimal seizure control
and minimal fetal risk.
Provide breastfeeding counseling for
anticonvulsant drug use, if applicable.
If using anticonvulsant medication,
recommend folic acid
supplementation of 4 mg/day starting
at least 3 months before planned
conception.
Avoid estrogen-containing
contraceptives.

Controlled with rare medication
and/or current medication gives
excellent control and offers low risk
profile for fetus or breastfeeding

Continue current medication
with folic acid
supplementation (4 mg PO
daily).
Avoid estrogen-containing
contraceptives.
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Postpartum Visit Algorithm: Seizure During Pregnancy

EVERY DAY
Checklist for Healthy Women

References:

Exercise – 30 minutes a day, 5 days a
week
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Acid per day

chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Postpartum Visit Algorithm: Prior Cesarean Section

Remember the ABCs:
folic

cid
reastfeeding

Type of uterine incision?

Classical, vertical or Tshaped incision

Counsel patient that
incision type is
contraindicated for Trial of
Labor (TOL) in future
pregnancy.

ontraception

Unknown

Low transverse incision

Counsel that patient is at
low risk for uterine rupture
and can be a candidate for
TOL in future pregnancies.

Counsel patient that women
with an unknown incision
type appear to have a
Vaginal Birth After Cesarean
(VBAC) success rate similar
to that of women with low
transverse uterine incisions.

Advise all patients to wait 18 months before the next pregnancy (conception).
Check hemoglobin level to assess for anemia. If patient is anemic, refer to the Postpartum Anemia
algorithm for appropriate follow-up.
Discuss family planning and contraceptive methods.
Discuss increased risk of placenta previa and accreta if patient has had multiple cesarean
sections.
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Postpartum Visit Algorithm: Prior Cesarean Section

EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness
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Remember the ABCs:

Postpartum Visit Algorithm: Premature Birth

folic

cid
reastfeeding

If baby is in NICU:
Ask if patient desires any
support services.
Encourage continued
pumping or breastfeeding.
Confirm patient is coping
well and has support of
partner and/or family
Confirm that patient is
bonding well with
newborn.

Medically indicated
preterm delivery?

No

ontraception

Yes

Significant medical
disease (e.g.,
hypertension, diabetes,
cardiovascular disease) or
obesity?

Spontaneous preterm
birth (PTB)

Yes

Gestational Diabetes, Chronic
Hypertension algorithms, if
applicable)

Weight loss for
overweight and obese
patients. (see Postpartum

Multi-fetal
gestation?
No

R
Discuss possibly
ec
progesterone therapy in
o
next pregnancy starting at
m
16 weeks if no
m
contraindications.
If cervical insufficiency,e,
n
counsel on cerclage in next
pregnancy and serial d
cervical lengths.
at
If uterine factor is present
io
(e.g., fibroids, septum),
ns
surgically correct any
to
potentially contributing
Pr
defects.
Discuss prevention ande
timely treatment of v
recurrent UTIs and bacterial
e
vaginosis before next nt
pregnancy.
a
n
d
C
o
nt

Overweight and Obese
algorithm)

Yes

Reassurance if PTB >36
weeks of gestation.
If assisted reproduction will
be used for future
conceptions, seek an
infertility specialist who
strictly follows American
Society for Reproductive
Medicine guidelines for
reducing the number of
high-order multiples.

Optimization of medical
conditions. (see Postpartum

Recommend
preconception care
before next pregnancy.

Isolated fetal growth
restriction?

Yes

Maternal BMI <18.5 or low
pregnancy weight gain?

Yes

Consider screening for
an autoimmune
disorder.
If positive screen, refer
to primary care provider
for management.
Screen for an eating
disorder and advise
balanced nutrition.
Refer to a nutritionist.
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Postpartum Visit Algorithm: Premature Birth

EVERY DAY
Checklist for Healthy Women
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week

Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness
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Postpartum Visit Algorithm: Preeclampsia

Remember the ABCs:
folic

cid
reastfeeding

Assess current blood pressure
at 6 weeks postpartum

Blood pressure now <140/90

ontraception

Blood pressure remains ≥140/90

Determine appropriate anti-hypertensive medication
in consultation with primary care physician. (see
Discuss elevated risk of recurrence during
subsequent pregnancies given patient’s comorbidities (if any) and gestational age at
preeclampsia onset.
Discuss contraception, including permanent
contraception if patient does not desire further
childbearing.

Postpartum Chronic Hypertension algorithm)

Discuss contraception; advise on the use of nonestrogen containing contraception; if patient has
completed childbearing, discuss permanent
contraceptive options.

Obtain an EKG.
Follow-up on any persistent abnormalities from
patient’s past labs.
Advise patient to be screened regularly for new onset
hypertension, diabetes, and lipid disorders.

For patients with a BMI ≥25, recommend weight loss
to achieve a normal BMI or a loss of ≥10% of current
body weight (see Postpartum Overweight and Obese
algorithm); refer to intensive nutrition and exercise
program if available.

If echocardiogram was performed, note cardiac
function parameters (e.g., ejection fraction, left
ventricular size) and use results in patient’s follow-up
and in counseling regarding future childbearing.
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Postpartum Visit Algorithm: Preeclampsia

EVERY DAY
Checklist for Healthy Women
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Educate yourself about medicines and
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Postpartum Visit Algorithm: Postpartum Depression

Remember the ABCs:
folic

cid
reastfeeding

Screen with PHQ2
PHQ2 Screening Tool:
1. Over the past two weeks, have you felt down, depressed
or hopeless?
2. Over the past two weeks, have you felt little interest or
pleasure in doing things?

Negative Screen

Positive Screen

Positive screen = “Yes” response to one or both questions

Clinically assess to
determine diagnosis and
severity psychiatric illness.
Implement practice
guidelines for Postpartum
Depression.
Assessment consistent with
mild to moderate depression

Distinguish from “postpartum blues” (selflimiting, resolves in 2-3 weeks postpartum).
Refer for group or individual therapy.
Psychotherapy is the first-line for treatment
of mild to moderate PPD.

Assessment consistent with
severe depression

Patient with severe depression should be
treated with antidepressants. SSRIs are the
first line of treatment for severe PPD.
Determine and document patient’s
breastfeeding status. Low levels of
antidepressants are found in breast milk, and
most have minimal effects on the neonate.
Refer to emergency services treatment.

ontraception

If no evidence of postpartum
depression, reassess at subsequent
visits.
If suspicion of postpartum depression
still exists, assess with other screening
tools (see options on reverse).

Patient expressed intent to
hurt self or baby

Further assess suicide or self-harm intent
(e.g., question about suicidal ideation, assess
if the patient has a plan).
Do not leave mother alone with the baby.
Refer to emergency services for psychiatric
treatment.

For all patients with possible postpartum depression:
Refer to a provider that treats perinatal depression.
Provide referral to support services.
Engage family to support patient.
Follow up in 1 week to assure care plan is in place.
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EVERY DAY
Checklist for Healthy Women
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Postpartum Visit Algorithm: Overweight/Obesity

Remember the ABCs:
folic

cid
reastfeeding

Pre-pregnancy BMI ≥25
and/or
gestational weight gain
above recommended range?

BMI classification
BMI = [weight (lbs) x 703]/height2 (in2) or
BMI = weight (kg)/height2 (m2)
Underweight = <18.5 kg/m2
Normal weight = 18.5-24.9 kg/m2
Overweight = 25-29.9 kg/m2
Obesity I = 30-34.9 kg/m2
Obesity II = 35-39.9 kg/m2
Obesity III (extreme obesity) = ≥40 kg/m2

ontraception
No

Yes

Assess comorbidities/risks to determine treatment priorities
Institute of Medicine Pregnancy Weight
Gain Guidelines (singleton pregnancy)
Underweight: gain 28-40 lbs.
Normal weight: gain 25-35 lbs.
Overweight: gain 15-25 lbs.
Obese: gain 11-20 lbs.

Comorbidities: impaired fasting glucose or pre-diabetes; type II diabetes;
obstructive sleep apnea; hypertension; coronary artery disease; dyslipidemia

Advise maintaining current
weight
Encourage maintaining
healthy weight, diet and
physical activity.
Discuss breastfeeding infant
with appropriate diet to
meet higher caloric needs.

Risks: personal or family history of gestational diabetes mellitus and/or
coronary artery disease; increased weight circumference (female >35
inches)

Education and motivation
Motivate with the 5 R’s: relevance, risks,
rewards, roadblocks, repetition.
Plan for periodic weight and BMI
assessment: at least every 2 years or more
frequently if that patient has comorbidities
and/or risk factors.
Consider reassessing BMI at subsequent
visits as the patient may be ready to make a
change at a later point.

No

Assess readiness to change: is
patient ready and interested in
weight loss or behavior change?

Yes

Agree on a treatment plan or strategy
Discuss diet, physical activity and behavior
therapy.
Consider pharmacotherapy if BMI = 27-29.9
with comorbidities or BMI >30 regardless
of comorbidities.
Consider surgery if BMI >30 with
comorbidities.
Refer to WIC program (if income-eligible)
and/or nutritional consult with dietitian.
Identify reasonable target weight loss range
and timeline. Advise that 5-10% weight loss
over six months is a realistic initial goal.
Promote and encourage breastfeeding.
Discuss contraception and delaying next
pregnancy until a more normal weight is
obtained.
Schedule follow-up contact.

Interconception Care Project for California

Postpartum Visit Algorithm: Overweight/Obesity

EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness
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Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Postpartum Visit Algorithm: Migraine During Pregnancy

Remember the ABCs:
folic

cid
reastfeeding

Isolated migraine?

Yes

No

ontraception
Evaluate history to determine
pathology:
Prior work-up
Current and prior medications
Severity and frequency of
migraine

Evaluate risk of recurrence
or complications (e.g., TIA)
Recurrence
Unlikely

Unlikely to be a migraine by
presentation or mild symptoms or
extremely infrequent occurrence
Educate patient to avoid
common stimulants.
Treat migraines episodically as
indicated.

Assess need for medication

No Need

Address any other
intra pregnancy
issues, including folic
acid, breastfeeding
and contraception (if
migraine with aura,
avoid estrogencontaining
contraceptives).

Need

Consult with
neurologist or
primary care
physician to review
medication for
optimal migraine
control and minimal
fetal risk.

Recurrence
Likely

Recurrence likely or unknown
risk of recurrence based on:
Strong family history
Atypical presentation

If migraine with aura, avoid
estrogen-containing
contraceptive.
Refer to neurologist or primary
care physician for complete
work-up and evaluation of the
need for medication; note
patient’s breastfeeding and
contraceptive status on referral.

Incomplete or unknown
work-up; or other
pathology suspected

Severe or complex (high
risk) migraines; or migraine
headaches with work-up
excluding other pathology

Assess for migraine control
and teratogenicity of
medications

Migraines not well controlled; or
medication carries high risk for fetus; or
multiple medications required for control

Controlled with rare medication
and/or current medication gives
excellent control and offers low risk
profile for fetus or breastfeeding

Continue nonpharmacologic
treatments and/or current medication.
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Postpartum Visit Algorithm: Migraine During Pregnancy

EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
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Postpartum Visit Algorithm: HIV

Remember the ABCs:
folic

Yes

HIV+
during pregnancy?

Antiretroviral (ARV) Management
Women on ARV medication for their own health should continue therapy.
For women on ARV prophylaxis to prevent transmission and do not need it for their own health,
an obstetric HIV specialist should be consulted to determine if ARVs should be continued.
Women at risk for breastfeeding should continue antiretroviral medications (see below).
See resources on reverse for current guidelines and Perinatal Hotline.
Breastfeeding
Advise patient of risk of HIV transmission and exposure of infant to HIV-related medications.
Recommend abstinence from breastfeeding.
Contraception
Barrier contraception recommended in addition to hormonal contraception.
When considering hormonal contraception, review for interactions with antiretroviral
medications and opportunistic infection prophylaxis.
Medical Follow-up and Social Support
Screen for immediate medical or psychosocial needs.
Ensure long-term care plan and timely follow-up with HIV provider.
Planning or at Risk for Pregnancy
Advise of risk of transmission with every pregnancy.
Encourage strict adherence to antiretrovirals and opportunistic infection prophylaxis, review
medications contraindicated in pregnancy, encourage optimization of health prior to
conception.
Perform risk reduction counseling for vertical transmission (cessation of tobacco, hard drugs,
unprotected sex).

cid
reastfeeding

No

ontraception

At high risk for HIV?
Unprotected sex with multiple
partners, more than one new sex
partner since last HIV test
Partners with HIV who are bisexual or
IV drug users
Exchange sex for drugs or money
History of recent STD
Past or present IVDU
Blood transfusion between 19781985
High prevalence environment (e.g.,
correctional facility, homeless shelter,
adolescent health clinic)
Yes

Screen for HIV if >1 year
since last screening.
Risk reduction counseling.

Routine Gynecologic Care
Advise of increased risk of STD, screen if indicated.
Perform cervical cancer screening annually.
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Postpartum Visit Algorithm: HIV

EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Remember the ABCs:

Postpartum Visit Algorithm: Hepatitis B and/or C

folic
Hepatitis B or C
during pregnancy?

cid
reastfeeding

No

ontraception

Yes

Medical Management
Confirm patient has appropriate follow-up with a physician experienced in
the management of hepatitis.
Screen for immediate medical needs.
Consider viral titer if active hepatitis.
Confirm partner screened and vaccinated.
Breastfeeding
Not contraindicated for women with Hepatitis B if infant received HBIG and
vaccination prophylaxis; ensure pediatrician is aware.
Not contraindicated in Hepatitis C.
Contraception
Barrier contraception recommended.
If considering hormonal contraception, review for interactions with antiviral
medications and be cautious of impaired liver metabolism.
Consider highly reliable form of pregnancy prevention for patient with acute
hepatitis (high viral titer, requiring antiviral therapy).
Planning or at Risk for Pregnancy
Advise of risk of transmission with every pregnancy, particularly Hepatitis B.
For patients with acute hepatitis, encourage strict adherence to antiviral
therapy and pregnancy prevention regimen until disease is resolved, enters
chronic (low viral titer) state, or therapy is completed. Encourage
optimization of health prior to next pregnancy.
Consider viral titer if patient planning pregnancy in near future.

At high risk for hepatitis?
Hepatitis B
Multiple sex partners
IV drug use
Endemic area
Health care worker
Recent STD
Hepatitis C
IV drug use
Blood transfusion or organ transplant
prior to July 1992
Long-term hemodialysis
Undiagnosed liver disease (elevated
ALT level)
Recent STD
Yes
Screen for Hepatitis B and/or
Hepatitis C.
Immunize against Hepatitis
B.

Interconception Care Project for California

Postpartum Visit Algorithm: Hepatitis B and/or C

EVERY DAY
Checklist for Healthy Women
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Exercise – 30 minutes a day, 5 days a
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Vitamin – 400 micrograms of Folic

Centers for Disease Control and Prevention. Sexually transmitted diseases treatment guidelines. MMWR
Recommendations and Reports 2006;55(No. RR-11):1-94.

week

Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Meyers D, Wolff T, Gregory K, et al. USPSTF recommendations for STI screening. American Family
Physician 2008;77(6):819-24.

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Remember the ABCs:

Postpartum Visit Algorithm: Gonorrhea/Chlamydia

folic

Yes

Diagnosed with
gonorrhea and/or chlamydia
during pregnancy?

Retest indicated at postpartum visit?
Gonorrhea
Retest if >3 months since therapy and retest not
already performed.
If symptoms persist despite recent treatment, culture
for sensitivity.
Chlamydia
Retest at all visits that occur from 3 to 12 months
after completion of therapy.
No

Ensure partner was treated.
Risk reduction counseling,
including barrier protection
(in addition to pregnancy
prevention).
Schedule appropriate followup.

Yes

Follow-up test and/or culture
results with indicated
therapy for patient and
partner(s).
Report to health department.
Risk reduction counseling,
including barrier protection
(in addition to pregnancy
prevention).
Schedule appropriate followup.

cid
reastfeeding

No

ontraception

At risk for gonorrhea or chlamydia?
≤25 years old
or
≥25 years old with risk factors:
History of gonorrhea/chlamydia or other
STD
New or multiple sex partners
Inconsistent barrier method use
Sex worker
Drug use
No

Screening
not indicated.

Yes

Screen if ≥1
year since last
screening.
Risk reduction
counseling.
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Postpartum Visit Algorithm: Gonorrhea/Chlamydia

EVERY DAY
Checklist for Healthy Women

References:
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week

Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Postpartum Visit Algorithm: Gestational Diabetes

Remember the ABCs:
folic

cid
reastfeeding

75g 2-hour Glucose
Tolerance Test at
postpartum visit

Normal
2-hour blood glucose <140 mg/dl

Abnormal

2-hour blood glucose 140 – 199

2-hour blood glucose ≥200

Impaired glucose tolerance

Diabetes

Referral for pre-diabetes
management by primary care
provider.
Nutritionist referral.
Weight loss and physical activity
counseling, as needed. (see Postpartum

Blood glucose meter, testing
supplies.
Oral medications.
Check Hb A1c level.
Nutritionist referral.
If overweight or obese, refer to
weight loss program. (see Postpartum

Overweight and Obese algorithm)

Recommend yearly blood glucose
screening by primary care provider.

ontraception

Education and Reassurance
Educate patient about risk of
recurrence during subsequent
pregnancies.
Recommend blood glucose
screening every 1-3 years by
primary care provider.
Discuss weight management, as
needed.

Overweight and Obese algorithm)

Return visit in 3 months with
primary care provider.
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Postpartum Visit Algorithm: Gestational Diabetes

EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
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should be sources of support
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Postpartum Visit Algorithm: Domestic Violence Screening

Remember the ABCs:
folic

reastfeeding

Screen for
Domestic Violence
Domestic Violence Screening Statement and Questions:
Statement: “Because violence is so common in many women’s lives
and because there is help available for women being abused, I now ask
every patient about domestic violence.”
Questions:
1. Have you ever been emotionally or physically abused by your
partner or someone important to you?
2. Within the past year, or since you’ve become pregnant, have you
been hit, slapped, kicked or otherwise physically hurt by someone?
3. Within the last year, has anyone forced you to have sexual activities?
4. Does your partner interfere with your birth control or refuse to
wear condoms?
5. Are you afraid of your partner or anyone else?

cid

Negative Screen

ontraception
Provide education and
resources about healthy and
safe relationships.
Document in chart that
domestic violence screening
was performed and no
evidence of abuse identified
at this time.

Positive Screen

Immediate threat present?

Positive screen = “Yes” response to one or more questions

Yes

If immediate threat is present:
Review immediate safety status and safety plan.
Follow institution security procedures and
state/municipality domestic violence reporting
guidelines. (Inform patient of your reporting obligations.)
Review available community resources, including
National Domestic Violence Hotline: 1-800-799-SAFE
(7233) or TTY 1-800-787-3224. Refer to social and
support services as needed.

Discuss contraceptive methods, including methods the
patient can control (IUD, implanon, etc.).
Assess for other behavioral health issues and refer to
mental health specialist as needed.
Plan for follow-up visit.

No

If no immediate threat is present:
Discuss safety status and review patient’s safety plan.
Discuss contraceptive methods, including methods the
patient can control (IUD, implanon, etc.).
Assess for other behavioral health issues and refer to
mental health specialist as needed.
Review available community resources, including
National Domestic Violence Hotline: 1-800-799-SAFE
(7233) or TTY 1-800-787-3224. Offer a referral to social
services, domestic violence supportive service agency or
safety net services as needed.
Assess safety of the newborn, other children and other
members in the patient’s household.
Follow state and/or municipality domestic violence and
child, elderly or disabled abuse reporting guidelines.
(Inform patient of your reporting obligations.)
Plan for follow-up visit.
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Postpartum Visit Algorithm: Domestic Violence Screening

EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
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Remember the ABCs:

Postpartum Visit Algorithm: Chronic Hypertension

folic

cid
reastfeeding

Non-gestational hypertension:
with complications (diabetes,
chronic kidney disease)?

No

ontraception

Yes

Blood pressure goal
≤129/79

Blood pressure goal
≤139/89
Assess postpartum creatinine
level

Creatinine <1.2 mg/dl
Discuss completing childbearing
while kidney function is
still good

No

Creatinine 1.2-1.4 mg/dl
Advise patient to complete
childbearing soon

Does patient desire
future
pregnancies?

Discuss long-acting, reversible
contraceptive (LARC) methods or
permanent contraception.
Advise primary care provider that any
and all classes of antihypertensives are
safe to prescribe if patient is using a
long-acting, reversible contraceptive or
permanent contraception.

Yes

Discuss contraceptive methods; avoid
estrogen-containing contraception.
Advise primary care provider to avoid
angiotensin-converting enzyme
inhibitors (ACEIs) or angiotensin II
receptor blockers (ARBs); alternative
antihypertensives include:
- Hydrochlorothiazide 25-50 mg qday
(maintain hydration during
breastfeeding)
- Amlodipine 2.5-10 mg qday
- Atenolol 25-50 mg qday

Creatinine >1.4 mg/dl
Future pregnancy should be
discouraged due to poor
outcomes

Patient planning or at
risk for future
pregnancy?
Yes

Discuss contraceptive methods: nonhormonal LARC methods or permanent
contraception (e.g., intrauterine device
[IUD], Implanon, tubal ligation) is
optimal for patients with chronic
hypertension with complications.
If patient does not desire IUD,
Implanon or tubal ligation:
- Advise primary care provider to avoid
ACEIs or ARBs.
- Urge prompt visit to obstetric
provider if pregnancy occurs.
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Postpartum Visit Algorithm: Chronic Hypertension

EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Remember the ABCs:

Postpartum Visit Algorithm: Anemia

folic

cid

reastfeeding

If known sickle cell anemia, or
- or -thalassemia:
 Refer patient for a primary care
or hematology evaluation if
patient has sickle cell disease.
 Folic acid 400 mcg daily.

Assess for signs and symptoms
of anemia. Is a CBC clinically
indicated based upon history
and physical exam?

ontraception
No

Education
 Encourage Fe-rich foods and foods
that promote Fe absorption.
 Recommend folic acid 400 mcg
daily.
 Discuss breastfeeding.
 Discuss contraception.

Yes

Check CBC with
MCV.

Hb ≥10 g/dL

Hb <10 g/dL and/or
anemia signs/symptoms

Normocytic or macrocytic
MCV ≥ 80 fL

Refer to primary care
provider.

Microcytic
MCV <80 fL

Fe therapy x 12 weeks:
FeSo4 325 mg PO bid

Refer to primary care
provider.
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Postpartum Visit Algorithm: Anemia

EVERY DAY
Checklist for Healthy Women
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week
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Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Remember the ABCs:

Postpartum Visit Algorithm: Alcohol Use

folic

cid
reastfeeding

Screen with TACE
TACE Screening Tool:
Tolerance: Does it take more than 2 drinks to make you feel drunk?
(If “Yes” – score 2 points)
Annoyance: Have you become annoyed when others express
concern about your drinking? (If “Yes” – score 1 point)
Cut Down: Have you felt you should cut down on your drinking? (If
“Yes” – score 1 point)
Eye Opener: Have you ever had a drink first thing in the morning to
steady your nerves or get rid of a hangover? (If “Yes” – score 1 point)
Positive screen = 2 or more points

Low-moderate drinking:
≤7 drinks/week,
never ≥3 drinks at one time

Education and Reinforcement
Reinforce health benefits of staying within
low-risk limits.
Discourage breastfeeding if consuming
alcohol.
Discuss contraception.
Encourage her to stop alcohol use before
becoming pregnant again.

Negative Screen
ontraception
No risk

Positive Screen

Assess
Consumption

Education
Reinforce benefits of limiting
alcohol consumption.
Discuss breastfeeding and
alcohol consumption.

Risky drinking:
>7 drinks/week,
or ≥3 drinks at one time

Brief Intervention
Use brief intervention resources on reverse.
Match messages to stage of change.
Discourage breastfeeding.
If she cannot commit to sobriety, encourage
effective contraception every time she has
sex.
If she is involved with Child Protective
Services, determine how you can support
her.
For eligible women, refer to community
supports, including parenting skills training
and home visitation.
Reassess at next visit.

High risk drinking:
Risky drinking + ≥2 “Yes”
responses on TACE screen

No

Ask if she is
interested in formal
treatment
Yes

Refer to Formal Treatment
In- or outpatient based on patient’s
preference and availability.

Interconception Care Project for California

Postpartum Visit Algorithm: Alcohol Use

EVERY DAY
Checklist for Healthy Women
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Exercise – 30 minutes a day, 5 days a
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week

Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Remember the ABCs:

Postpartum Visit Algorithm: Alcohol Use

folic

cid
reastfeeding

Screen with TACE
TACE Screening Tool:
Tolerance: Does it take more than 2 drinks to make you feel drunk?
(If “Yes” – score 2 points)
Annoyance: Have you become annoyed when others express
concern about your drinking? (If “Yes” – score 1 point)
Cut Down: Have you felt you should cut down on your drinking? (If
“Yes” – score 1 point)
Eye Opener: Have you ever had a drink first thing in the morning to
steady your nerves or get rid of a hangover? (If “Yes” – score 1 point)
Positive screen = 2 or more points

Low-moderate drinking:
≤7 drinks/week,
never ≥3 drinks at one time

Education and Reinforcement
Reinforce health benefits of staying within
low-risk limits.
Discourage breastfeeding if consuming
alcohol.
Discuss contraception.
Encourage her to stop alcohol use before
becoming pregnant again.

Negative Screen
ontraception
No risk

Positive Screen

Assess
Consumption

Education
Reinforce benefits of limiting
alcohol consumption.
Discuss breastfeeding and
alcohol consumption.

Risky drinking:
>7 drinks/week,
or ≥3 drinks at one time

Brief Intervention
Use brief intervention resources on reverse.
Match messages to stage of change.
Discourage breastfeeding.
If she cannot commit to sobriety, encourage
effective contraception every time she has
sex.
If she is involved with Child Protective
Services, determine how you can support
her.
For eligible women, refer to community
supports, including parenting skills training
and home visitation.
Reassess at next visit.

High risk drinking:
Risky drinking + ≥2 “Yes”
responses on TACE screen

No

Ask if she is
interested in formal
treatment
Yes

Refer to Formal Treatment
In- or outpatient based on patient’s
preference and availability.
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Postpartum Visit Algorithm: Alcohol Use

EVERY DAY
Checklist for Healthy Women
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Exercise – 30 minutes a day, 5 days a
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Vitamin – 400 micrograms of Folic
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week

Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org used with permission from
the Preconception Health Council of California.

Fleming MF, Lund MR, Wilton G, et al. The Healthy Moms Study: the efficacy of brief alcohol intervention in
postpartum women. Alcoholism: Clinical and Experimental Research 2008;32(9):1600-6.
Floyd RL, Jack BW, Cefalo R, et al. The clinical content of preconception care: alcohol, tobacco, and illicit
drug exposures. American Journal of Obstetrics and Gynecology 2008;S333-S339.
The New York City Department of Health and Mental Hygiene. Screening and Brief Intervention for Alcohol
Problems. Available at http://www.nyc.gov/html/doh/downloads/pdf/csi/alcoholkit-hcp-guidepocket.pdf Accessed on April 20, 2011.
Prochaska and DiClemente’s Stages of Change. Available at
http://www.cellinteractive.com/ucla/physcian_ed/stages_change.html Accessed on April 20, 2011.
T-ACE Screening Tool. Available at http://www.mhqp.org/guidelines/perinatalPDF/TACEScreeningTool.pdf Accessed on April 20, 2011.
Washington State Department of Health. Substance Abuse During Pregnancy: Guidelines for Screening.
Available at http://www.doh.wa.gov/cfh/mch/documents/ScreenGuideline.pdf Accessed on April 20,
2011.

Interconception Care Project for California
A collaborative project led by ACOG District IX with funding provided by March of Dimes
© Preconception Health Council of California, 2011

Remember the ABCs:

Postpartum Visit Algorithm: Anemia

folic

cid

reastfeeding

If known sickle cell anemia, or
- or -thalassemia:
 Refer patient for a primary care
or hematology evaluation if
patient has sickle cell disease.
 Folic acid 400 mcg daily.

Assess for signs and symptoms
of anemia. Is a CBC clinically
indicated based upon history
and physical exam?

ontraception
No

Education
 Encourage Fe-rich foods and foods
that promote Fe absorption.
 Recommend folic acid 400 mcg
daily.
 Discuss breastfeeding.
 Discuss contraception.

Yes

Check CBC with
MCV.

Hb ≥10 g/dL

Hb <10 g/dL and/or
anemia signs/symptoms

Normocytic or macrocytic
MCV ≥ 80 fL

Refer to primary care
provider.

Microcytic
MCV <80 fL

Fe therapy x 12 weeks:
FeSo4 325 mg PO bid

Refer to primary care
provider.
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Postpartum Visit Algorithm: Anemia

EVERY DAY
Checklist for Healthy Women
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week

Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
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physical and mental wellness
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Diet – Vegetables, fruits, and whole
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grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Remember the ABCs:

Postpartum Visit Algorithm: Chronic Hypertension

folic

cid
reastfeeding

Non-gestational hypertension:
with complications (diabetes,
chronic kidney disease)?

No

ontraception

Yes

Blood pressure goal
≤129/79

Blood pressure goal
≤139/89
Assess postpartum creatinine
level

Creatinine <1.2 mg/dl
Discuss completing childbearing
while kidney function is
still good

No

Creatinine 1.2-1.4 mg/dl
Advise patient to complete
childbearing soon

Does patient desire
future
pregnancies?

Discuss long-acting, reversible
contraceptive (LARC) methods or
permanent contraception.
Advise primary care provider that any
and all classes of antihypertensives are
safe to prescribe if patient is using a
long-acting, reversible contraceptive or
permanent contraception.

Yes

Discuss contraceptive methods; avoid
estrogen-containing contraception.
Advise primary care provider to avoid
angiotensin-converting enzyme
inhibitors (ACEIs) or angiotensin II
receptor blockers (ARBs); alternative
antihypertensives include:
- Hydrochlorothiazide 25-50 mg qday
(maintain hydration during
breastfeeding)
- Amlodipine 2.5-10 mg qday
- Atenolol 25-50 mg qday

Creatinine >1.4 mg/dl
Future pregnancy should be
discouraged due to poor
outcomes

Patient planning or at
risk for future
pregnancy?
Yes

Discuss contraceptive methods: nonhormonal LARC methods or permanent
contraception (e.g., intrauterine device
[IUD], Implanon, tubal ligation) is
optimal for patients with chronic
hypertension with complications.
If patient does not desire IUD,
Implanon or tubal ligation:
- Advise primary care provider to avoid
ACEIs or ARBs.
- Urge prompt visit to obstetric
provider if pregnancy occurs.
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Postpartum Visit Algorithm: Chronic Hypertension

EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Postpartum Visit Algorithm: Domestic Violence Screening

Remember the ABCs:
folic

reastfeeding

Screen for
Domestic Violence
Domestic Violence Screening Statement and Questions:
Statement: “Because violence is so common in many women’s lives
and because there is help available for women being abused, I now ask
every patient about domestic violence.”
Questions:
1. Have you ever been emotionally or physically abused by your
partner or someone important to you?
2. Within the past year, or since you’ve become pregnant, have you
been hit, slapped, kicked or otherwise physically hurt by someone?
3. Within the last year, has anyone forced you to have sexual activities?
4. Does your partner interfere with your birth control or refuse to
wear condoms?
5. Are you afraid of your partner or anyone else?

cid

Negative Screen

ontraception
Provide education and
resources about healthy and
safe relationships.
Document in chart that
domestic violence screening
was performed and no
evidence of abuse identified
at this time.

Positive Screen

Immediate threat present?

Positive screen = “Yes” response to one or more questions

Yes

If immediate threat is present:
Review immediate safety status and safety plan.
Follow institution security procedures and
state/municipality domestic violence reporting
guidelines. (Inform patient of your reporting obligations.)
Review available community resources, including
National Domestic Violence Hotline: 1-800-799-SAFE
(7233) or TTY 1-800-787-3224. Refer to social and
support services as needed.

Discuss contraceptive methods, including methods the
patient can control (IUD, implanon, etc.).
Assess for other behavioral health issues and refer to
mental health specialist as needed.
Plan for follow-up visit.

No

If no immediate threat is present:
Discuss safety status and review patient’s safety plan.
Discuss contraceptive methods, including methods the
patient can control (IUD, implanon, etc.).
Assess for other behavioral health issues and refer to
mental health specialist as needed.
Review available community resources, including
National Domestic Violence Hotline: 1-800-799-SAFE
(7233) or TTY 1-800-787-3224. Offer a referral to social
services, domestic violence supportive service agency or
safety net services as needed.
Assess safety of the newborn, other children and other
members in the patient’s household.
Follow state and/or municipality domestic violence and
child, elderly or disabled abuse reporting guidelines.
(Inform patient of your reporting obligations.)
Plan for follow-up visit.

Interconception Care Project for California

Postpartum Visit Algorithm: Domestic Violence Screening

EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
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Postpartum Visit Algorithm: Gestational Diabetes

Remember the ABCs:
folic

cid
reastfeeding

75g 2-hour Glucose
Tolerance Test at
postpartum visit

Normal
2-hour blood glucose <140 mg/dl

Abnormal

2-hour blood glucose 140 – 199

2-hour blood glucose ≥200

Impaired glucose tolerance

Diabetes

Referral for pre-diabetes
management by primary care
provider.
Nutritionist referral.
Weight loss and physical activity
counseling, as needed. (see Postpartum

Blood glucose meter, testing
supplies.
Oral medications.
Check Hb A1c level.
Nutritionist referral.
If overweight or obese, refer to
weight loss program. (see Postpartum

Overweight and Obese algorithm)

Recommend yearly blood glucose
screening by primary care provider.

ontraception

Education and Reassurance
Educate patient about risk of
recurrence during subsequent
pregnancies.
Recommend blood glucose
screening every 1-3 years by
primary care provider.
Discuss weight management, as
needed.

Overweight and Obese algorithm)

Return visit in 3 months with
primary care provider.

Interconception Care Project for California

Postpartum Visit Algorithm: Gestational Diabetes

EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
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Remember the ABCs:

Postpartum Visit Algorithm: Gonorrhea/Chlamydia

folic

Yes

Diagnosed with
gonorrhea and/or chlamydia
during pregnancy?

Retest indicated at postpartum visit?
Gonorrhea
Retest if >3 months since therapy and retest not
already performed.
If symptoms persist despite recent treatment, culture
for sensitivity.
Chlamydia
Retest at all visits that occur from 3 to 12 months
after completion of therapy.
No

Ensure partner was treated.
Risk reduction counseling,
including barrier protection
(in addition to pregnancy
prevention).
Schedule appropriate followup.

Yes

Follow-up test and/or culture
results with indicated
therapy for patient and
partner(s).
Report to health department.
Risk reduction counseling,
including barrier protection
(in addition to pregnancy
prevention).
Schedule appropriate followup.

cid
reastfeeding

No

ontraception

At risk for gonorrhea or chlamydia?
≤25 years old
or
≥25 years old with risk factors:
History of gonorrhea/chlamydia or other
STD
New or multiple sex partners
Inconsistent barrier method use
Sex worker
Drug use
No

Screening
not indicated.

Yes

Screen if ≥1
year since last
screening.
Risk reduction
counseling.
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Postpartum Visit Algorithm: Gonorrhea/Chlamydia

EVERY DAY
Checklist for Healthy Women

References:
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week

Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Remember the ABCs:

Postpartum Visit Algorithm: Hepatitis B and/or C

folic
Hepatitis B or C
during pregnancy?

cid
reastfeeding

No

ontraception

Yes

Medical Management
Confirm patient has appropriate follow-up with a physician experienced in
the management of hepatitis.
Screen for immediate medical needs.
Consider viral titer if active hepatitis.
Confirm partner screened and vaccinated.
Breastfeeding
Not contraindicated for women with Hepatitis B if infant received HBIG and
vaccination prophylaxis; ensure pediatrician is aware.
Not contraindicated in Hepatitis C.
Contraception
Barrier contraception recommended.
If considering hormonal contraception, review for interactions with antiviral
medications and be cautious of impaired liver metabolism.
Consider highly reliable form of pregnancy prevention for patient with acute
hepatitis (high viral titer, requiring antiviral therapy).
Planning or at Risk for Pregnancy
Advise of risk of transmission with every pregnancy, particularly Hepatitis B.
For patients with acute hepatitis, encourage strict adherence to antiviral
therapy and pregnancy prevention regimen until disease is resolved, enters
chronic (low viral titer) state, or therapy is completed. Encourage
optimization of health prior to next pregnancy.
Consider viral titer if patient planning pregnancy in near future.

At high risk for hepatitis?
Hepatitis B
Multiple sex partners
IV drug use
Endemic area
Health care worker
Recent STD
Hepatitis C
IV drug use
Blood transfusion or organ transplant
prior to July 1992
Long-term hemodialysis
Undiagnosed liver disease (elevated
ALT level)
Recent STD
Yes
Screen for Hepatitis B and/or
Hepatitis C.
Immunize against Hepatitis
B.
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Postpartum Visit Algorithm: Hepatitis B and/or C

EVERY DAY
Checklist for Healthy Women
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week

Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects
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Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Postpartum Visit Algorithm: HIV

Remember the ABCs:
folic

Yes

HIV+
during pregnancy?

Antiretroviral (ARV) Management
Women on ARV medication for their own health should continue therapy.
For women on ARV prophylaxis to prevent transmission and do not need it for their own health,
an obstetric HIV specialist should be consulted to determine if ARVs should be continued.
Women at risk for breastfeeding should continue antiretroviral medications (see below).
See resources on reverse for current guidelines and Perinatal Hotline.
Breastfeeding
Advise patient of risk of HIV transmission and exposure of infant to HIV-related medications.
Recommend abstinence from breastfeeding.
Contraception
Barrier contraception recommended in addition to hormonal contraception.
When considering hormonal contraception, review for interactions with antiretroviral
medications and opportunistic infection prophylaxis.
Medical Follow-up and Social Support
Screen for immediate medical or psychosocial needs.
Ensure long-term care plan and timely follow-up with HIV provider.
Planning or at Risk for Pregnancy
Advise of risk of transmission with every pregnancy.
Encourage strict adherence to antiretrovirals and opportunistic infection prophylaxis, review
medications contraindicated in pregnancy, encourage optimization of health prior to
conception.
Perform risk reduction counseling for vertical transmission (cessation of tobacco, hard drugs,
unprotected sex).

cid
reastfeeding

No

ontraception

At high risk for HIV?
Unprotected sex with multiple
partners, more than one new sex
partner since last HIV test
Partners with HIV who are bisexual or
IV drug users
Exchange sex for drugs or money
History of recent STD
Past or present IVDU
Blood transfusion between 19781985
High prevalence environment (e.g.,
correctional facility, homeless shelter,
adolescent health clinic)
Yes

Screen for HIV if >1 year
since last screening.
Risk reduction counseling.

Routine Gynecologic Care
Advise of increased risk of STD, screen if indicated.
Perform cervical cancer screening annually.
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Postpartum Visit Algorithm: HIV

EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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the Preconception Health Council of California.
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Postpartum Visit Algorithm: Migraine During Pregnancy

Remember the ABCs:
folic

cid
reastfeeding

Isolated migraine?

Yes

No

ontraception
Evaluate history to determine
pathology:
Prior work-up
Current and prior medications
Severity and frequency of
migraine

Evaluate risk of recurrence
or complications (e.g., TIA)
Recurrence
Unlikely

Unlikely to be a migraine by
presentation or mild symptoms or
extremely infrequent occurrence
Educate patient to avoid
common stimulants.
Treat migraines episodically as
indicated.

Assess need for medication

No Need

Address any other
intra pregnancy
issues, including folic
acid, breastfeeding
and contraception (if
migraine with aura,
avoid estrogencontaining
contraceptives).

Need

Consult with
neurologist or
primary care
physician to review
medication for
optimal migraine
control and minimal
fetal risk.

Recurrence
Likely

Recurrence likely or unknown
risk of recurrence based on:
Strong family history
Atypical presentation

If migraine with aura, avoid
estrogen-containing
contraceptive.
Refer to neurologist or primary
care physician for complete
work-up and evaluation of the
need for medication; note
patient’s breastfeeding and
contraceptive status on referral.

Incomplete or unknown
work-up; or other
pathology suspected

Severe or complex (high
risk) migraines; or migraine
headaches with work-up
excluding other pathology

Assess for migraine control
and teratogenicity of
medications

Migraines not well controlled; or
medication carries high risk for fetus; or
multiple medications required for control

Controlled with rare medication
and/or current medication gives
excellent control and offers low risk
profile for fetus or breastfeeding

Continue nonpharmacologic
treatments and/or current medication.
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Postpartum Visit Algorithm: Migraine During Pregnancy

EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol

References:
MacGregor EA. Migraine in pregnancy and lactation: a clinical review. Journal of Family Planning and
Reproductive Health Care 2007;33(2):83-93.
LactMed. Available at http://toxnet.nlm.nih.gov/cgi-bin/sis/htmlgen?LACT Accessed on May 8, 2011.
Organization of Teratology Information Specialists. Available at http://www.otispregnancy.org Accessed
on April 20, 2011.
Reprotox. Available at http://www.reprotox.org Accessed on April 20, 2011.
Silberstein SD. Clinical Update in Women’s Health Care. Migraine and Other Disorders. American College of
Obstetrics and Gynecology; Volume III, Number 5, 2009.
Stella CL, Jodicke CD, How HY, et al. Postpartum headache: is your work-up complete? American Journal of
Obstetrics and Gynecology 2007;196(4):318.e1-7.
TERIS (Teratogen Information System). Available at
http://depts.washington.edu/terisweb/teris/index.html Accessed on April 20, 2011.

Your partner, friends, and family
should be sources of support

Content from everywomancalifornia.org used with permission from
the Preconception Health Council of California.

Interconception Care Project for California
A collaborative project led by ACOG District IX with funding provided by March of Dimes
© Preconception Health Council of California, 2011

Postpartum Visit Algorithm: Overweight/Obesity

Remember the ABCs:
folic

cid
reastfeeding

Pre-pregnancy BMI ≥25
and/or
gestational weight gain
above recommended range?

BMI classification
BMI = [weight (lbs) x 703]/height2 (in2) or
BMI = weight (kg)/height2 (m2)
Underweight = <18.5 kg/m2
Normal weight = 18.5-24.9 kg/m2
Overweight = 25-29.9 kg/m2
Obesity I = 30-34.9 kg/m2
Obesity II = 35-39.9 kg/m2
Obesity III (extreme obesity) = ≥40 kg/m2

ontraception
No

Yes

Assess comorbidities/risks to determine treatment priorities
Institute of Medicine Pregnancy Weight
Gain Guidelines (singleton pregnancy)
Underweight: gain 28-40 lbs.
Normal weight: gain 25-35 lbs.
Overweight: gain 15-25 lbs.
Obese: gain 11-20 lbs.

Comorbidities: impaired fasting glucose or pre-diabetes; type II diabetes;
obstructive sleep apnea; hypertension; coronary artery disease; dyslipidemia

Advise maintaining current
weight
Encourage maintaining
healthy weight, diet and
physical activity.
Discuss breastfeeding infant
with appropriate diet to
meet higher caloric needs.

Risks: personal or family history of gestational diabetes mellitus and/or
coronary artery disease; increased weight circumference (female >35
inches)

Education and motivation
Motivate with the 5 R’s: relevance, risks,
rewards, roadblocks, repetition.
Plan for periodic weight and BMI
assessment: at least every 2 years or more
frequently if that patient has comorbidities
and/or risk factors.
Consider reassessing BMI at subsequent
visits as the patient may be ready to make a
change at a later point.

No

Assess readiness to change: is
patient ready and interested in
weight loss or behavior change?

Yes

Agree on a treatment plan or strategy
Discuss diet, physical activity and behavior
therapy.
Consider pharmacotherapy if BMI = 27-29.9
with comorbidities or BMI >30 regardless
of comorbidities.
Consider surgery if BMI >30 with
comorbidities.
Refer to WIC program (if income-eligible)
and/or nutritional consult with dietitian.
Identify reasonable target weight loss range
and timeline. Advise that 5-10% weight loss
over six months is a realistic initial goal.
Promote and encourage breastfeeding.
Discuss contraception and delaying next
pregnancy until a more normal weight is
obtained.
Schedule follow-up contact.
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Postpartum Visit Algorithm: Overweight/Obesity

EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness
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Postpartum Visit Algorithm: Postpartum Depression

Remember the ABCs:
folic

cid
reastfeeding

Screen with PHQ2
PHQ2 Screening Tool:
1. Over the past two weeks, have you felt down, depressed
or hopeless?
2. Over the past two weeks, have you felt little interest or
pleasure in doing things?

Negative Screen

Positive Screen

Positive screen = “Yes” response to one or both questions

Clinically assess to
determine diagnosis and
severity psychiatric illness.
Implement practice
guidelines for Postpartum
Depression.
Assessment consistent with
mild to moderate depression

Distinguish from “postpartum blues” (selflimiting, resolves in 2-3 weeks postpartum).
Refer for group or individual therapy.
Psychotherapy is the first-line for treatment
of mild to moderate PPD.

Assessment consistent with
severe depression

Patient with severe depression should be
treated with antidepressants. SSRIs are the
first line of treatment for severe PPD.
Determine and document patient’s
breastfeeding status. Low levels of
antidepressants are found in breast milk, and
most have minimal effects on the neonate.
Refer to emergency services treatment.

ontraception

If no evidence of postpartum
depression, reassess at subsequent
visits.
If suspicion of postpartum depression
still exists, assess with other screening
tools (see options on reverse).

Patient expressed intent to
hurt self or baby

Further assess suicide or self-harm intent
(e.g., question about suicidal ideation, assess
if the patient has a plan).
Do not leave mother alone with the baby.
Refer to emergency services for psychiatric
treatment.

For all patients with possible postpartum depression:
Refer to a provider that treats perinatal depression.
Provide referral to support services.
Engage family to support patient.
Follow up in 1 week to assure care plan is in place.

Interconception Care Project for California
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EVERY DAY
Checklist for Healthy Women
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week

Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
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grains daily

Avoid tobacco, drugs, and alcohol
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Postpartum Visit Algorithm: Preeclampsia

Remember the ABCs:
folic

cid
reastfeeding

Assess current blood pressure
at 6 weeks postpartum

Blood pressure now <140/90

ontraception

Blood pressure remains ≥140/90

Determine appropriate anti-hypertensive medication
in consultation with primary care physician. (see
Discuss elevated risk of recurrence during
subsequent pregnancies given patient’s comorbidities (if any) and gestational age at
preeclampsia onset.
Discuss contraception, including permanent
contraception if patient does not desire further
childbearing.

Postpartum Chronic Hypertension algorithm)

Discuss contraception; advise on the use of nonestrogen containing contraception; if patient has
completed childbearing, discuss permanent
contraceptive options.

Obtain an EKG.
Follow-up on any persistent abnormalities from
patient’s past labs.
Advise patient to be screened regularly for new onset
hypertension, diabetes, and lipid disorders.

For patients with a BMI ≥25, recommend weight loss
to achieve a normal BMI or a loss of ≥10% of current
body weight (see Postpartum Overweight and Obese
algorithm); refer to intensive nutrition and exercise
program if available.

If echocardiogram was performed, note cardiac
function parameters (e.g., ejection fraction, left
ventricular size) and use results in patient’s follow-up
and in counseling regarding future childbearing.
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EVERY DAY
Checklist for Healthy Women
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week

Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
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Remember the ABCs:

Postpartum Visit Algorithm: Premature Birth

folic

cid
reastfeeding

If baby is in NICU:
Ask if patient desires any
support services.
Encourage continued
pumping or breastfeeding.
Confirm patient is coping
well and has support of
partner and/or family
Confirm that patient is
bonding well with
newborn.

Medically indicated
preterm delivery?

No

ontraception

Yes

Significant medical
disease (e.g.,
hypertension, diabetes,
cardiovascular disease) or
obesity?

Spontaneous preterm
birth (PTB)

Yes

Gestational Diabetes, Chronic
Hypertension algorithms, if
applicable)

Weight loss for
overweight and obese
patients. (see Postpartum

Multi-fetal
gestation?
No

R
Discuss possibly
ec
progesterone therapy in
o
next pregnancy starting at
m
16 weeks if no
m
contraindications.
If cervical insufficiency,e,
n
counsel on cerclage in next
pregnancy and serial d
cervical lengths.
at
If uterine factor is present
io
(e.g., fibroids, septum),
ns
surgically correct any
to
potentially contributing
Pr
defects.
Discuss prevention ande
timely treatment of v
recurrent UTIs and bacterial
e
vaginosis before next nt
pregnancy.
a
n
d
C
o
nt

Overweight and Obese
algorithm)

Yes

Reassurance if PTB >36
weeks of gestation.
If assisted reproduction will
be used for future
conceptions, seek an
infertility specialist who
strictly follows American
Society for Reproductive
Medicine guidelines for
reducing the number of
high-order multiples.

Optimization of medical
conditions. (see Postpartum

Recommend
preconception care
before next pregnancy.

Isolated fetal growth
restriction?

Yes

Maternal BMI <18.5 or low
pregnancy weight gain?

Yes

Consider screening for
an autoimmune
disorder.
If positive screen, refer
to primary care provider
for management.
Screen for an eating
disorder and advise
balanced nutrition.
Refer to a nutritionist.
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Checklist for Healthy Women
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chemicals that can cause birth defects

Reproductive life planning – set your
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Yearly doctor visits to discuss
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Postpartum Visit Algorithm: Prior Cesarean Section

Remember the ABCs:
folic

cid
reastfeeding

Type of uterine incision?

Classical, vertical or Tshaped incision

Counsel patient that
incision type is
contraindicated for Trial of
Labor (TOL) in future
pregnancy.

ontraception

Unknown

Low transverse incision

Counsel that patient is at
low risk for uterine rupture
and can be a candidate for
TOL in future pregnancies.

Counsel patient that women
with an unknown incision
type appear to have a
Vaginal Birth After Cesarean
(VBAC) success rate similar
to that of women with low
transverse uterine incisions.

Advise all patients to wait 18 months before the next pregnancy (conception).
Check hemoglobin level to assess for anemia. If patient is anemic, refer to the Postpartum Anemia
algorithm for appropriate follow-up.
Discuss family planning and contraceptive methods.
Discuss increased risk of placenta previa and accreta if patient has had multiple cesarean
sections.
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EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness
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Postpartum Visit Algorithm: Seizure During Pregnancy

Remember the ABCs:
folic

cid
reastfeeding

Yes

Isolated seizure
(not due to eclampsia)?

ontraception
No

Evaluate seizure history:
Prior work-up
Current and prior medications
Severity and frequency of migraine
Pregnancy history/outcomes

Evaluate risk of recurrence (for a single
tonic-clonic seizure, with normal EEGs, CT
or MRI scans, the chance of recurrence
varies from 20-60%).
Recurrence
Unlikely

Recurrence
Likely

Situational event as with:
Febrile seizures in childhood
Adverse drug reaction
Alcohol or medication
withdrawal

Recurrence likely or unknown
risk of recurrence based on:
Trauma
Unknown etiology

Counsel patient to avoid
similar stimulant/trigger.
Anti-seizure medication is
not indicated.
Recommend evaluation by
neurologist or primary care
physician to rule out other
possible etiologies for
seizures.
Address any other intra
pregnancy issues, including
folic acid, breastfeeding and
contraception.

Refer to neurologist or
primary care physician for
complete work-up and
evaluation of the need for
medication; note patient’s
breastfeeding status on
referral.
Avoid estrogen-containing
contraceptives.

Incomplete or unknown workup; or absence of seizures on
or off medication (document
time since last seizure)

Well-documented need
for continued medication

Assess for seizure control and
teratogenicity of medications
Seizures not well controlled; or
medication carries high risk for fetus; or
multiple medications required for control

Consult with neurologist to review
medication for optimal seizure control
and minimal fetal risk.
Provide breastfeeding counseling for
anticonvulsant drug use, if applicable.
If using anticonvulsant medication,
recommend folic acid
supplementation of 4 mg/day starting
at least 3 months before planned
conception.
Avoid estrogen-containing
contraceptives.

Controlled with rare medication
and/or current medication gives
excellent control and offers low risk
profile for fetus or breastfeeding

Continue current medication
with folic acid
supplementation (4 mg PO
daily).
Avoid estrogen-containing
contraceptives.
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Remember the ABCs:

Postpartum Visit Algorithm: Substance Use

folic

cid
reastfeeding

Screening:
Review medical chart and history for
signs of illicit drug use or prescription
drug misuse.
Use National Institute on Drug Abuse
(NIDA)-Modified ASSIST
(http://www.drugabuse/gov/nidame
d/ screening/nmassist.pdf).

Screen for use within the past
year (including toxicology
results during delivery)
and NIDA Assist

No risk

ontraception

Education
Reinforce benefits of
abstaining from drugs.
Discuss breastfeeding.
Discuss contraception.

Positive Screen

Low-moderate risk:
Based on NIDA Assist and/or
recent cessation or
undergoing treatment

Brief Intervention
Use brief intervention resources on reverse.
Match messages to stage of change (see
reference on reverse).
Discourage breastfeeding if currently using.
If she cannot commit to complete abstinence,
encourage effective contraception every time
she has sex. Recommend long-acting forms of
contraception.
If she is involved with Child Protective Services,
determine how you can support her.
For eligible women, refer to community
supports, including parenting skills training and
home visitation.
Reassess at next visit.

Negative
Screen

High risk:
Based on NIDA Assist and/or
positive toxicology screen,
not in treatment

No

Ask if she is
interested in formal
treatment
Yes

Refer to Formal Treatment
In- or outpatient based on
patient’s preference and
availability.
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week

Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Remember the ABCs:

Postpartum Visit Algorithm: Syphilis

folic

cid
reastfeeding

Diagnosed with syphilis
during pregnancy?

No

ontraception

Yes

At high risk for syphilis?
Sex with high-risk individuals or reexposure to infected partner
Sex worker or exchange sex for
drugs
Recent diagnoses of other STIs
Living in high-prevalence community

Documented completion of
treatment appropriate for
stage of syphilis?

Yes
No

Initiate treatment:
1. Choose therapy appropriate for
stage (see resources on reverse).
2. Treat partners.
3. Screen for HIV.
4. Lumbar puncture, if indicated.
5. Risk-reduction counseling,
including barrier protections (in
addition to pregnancy prevention).
6. Schedule appropriate follow-up:
3 months for repeat HIV screen.
6 and 12 months follow-up for
clinical exam and repeat
nontreponemal antibody titer.

Refer to infectious
disease specialist or

Yes

Appropriate follow-up completed
or scheduled?
3 months for repeat HIV screen.
6 and 12 months follow-up for
clinical exam and repeat
nontreponemal antibody titer.

Screen for syphilis
with RPR or VDRL or
anti-treponemal
antibody.

Yes

4-fold reduction in
nontreponemal antibody
titer?
No

Possible treatment failure
or reinfection?

Yes

Risk-reduction
counseling.
Schedule appropriate
follow-up (see above).
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Postpartum Visit Algorithm: Syphilis

EVERY DAY
Checklist for Healthy Women
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Exercise – 30 minutes a day, 5 days a
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week

Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Postpartum Visit Algorithm: Thrombocytopenia

Remember the ABCs:
folic

cid
reastfeeding

Etiology of
thrombocytopenia?

Gestational
thrombocytopenia

Monitor platelet count every
month until count has normalized.
Resolution of thrombocytopenia
by 12 weeks postpartum confirms
diagnosis.
Discuss possibility of recurrence
during subsequent pregnancies
(note: thrombocytopenia is not a
contraindication to future
pregnancies).

ontraception

Pregnancy-related
disorder

Systemic disorder

Thrombocytopenia will correct with
resolution of pregnancy.
If due to preeclampsia, refer to
Postpartum Preeclampsia
algorithm for appropriate followup.
If due to HELLP, check hepatic and
renal function tests.
If due to acute fatty live of
pregnancy, assess hepatic function.
If any complications persist, refer
to primary care provider for
follow-up care.

If on medications before
pregnancy, ensure medications are
restarted.
Refer to primary care provider or
hematologist for follow-up care.
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Postpartum Visit Algorithm: Thrombocytopenia

EVERY DAY
Checklist for Healthy Women
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Vitamin – 400 micrograms of Folic
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week

Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children
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Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Remember the ABCs:

Postpartum Visit Algorithm: Thyroid Disorder

folic

cid
reastfeeding

Hypothyroidism or
hyperthyroidism before
or during pregnancy?

Patients with a concurrent autoimmune
disorder (including type I diabetes) are
at risk for postpartum thyroiditis:
Draw a TSH level and adjust medications
every 3 months until euthyroid.
Repeat annual TSH level check.

ontraception

Hyperthyroidism

Hypothyroidism

Recommend
ations to If taking propylthiouracil
Prevent and(PTU), educate patient that
Control Ironmedication is safe to take while
Deficiency inbreastfeeding.
If anti-thyroid antibodies are
the United present, notify pediatrician of
States maternal history.

Assess medication dosing
status during pregnancy.
If no changes in dose were
made during pregnancy,
continue at current dose.
If levothyroxine dosing was
increased during pregnancy,
gradually decrease dose to the
patient’s pre-pregnancy dose.

Check TSH level at 6
weeks postpartum
Check TSH level at 6
weeks postpartum

Euthyroid

Recom
Recommend annual mendat
TSH level check by ions to
primary care provider.
Prevent
and
Control
Euthyroid
Iron
Recom
Deficie
mendat
ncy in
ions to
the
Prevent
United
and
States
Control
Iron

Euthyroid

Hypothyroid

Adjust levothyroxine
dose appropriately.
Hypothyroid

Recheck TSH
level in 6-8 weeks

Hyperthyroid

Recom
Recommend annual mendat
Start or adjust PTU
TSH level check by ions to
dose appropriately.
primary care provider.
Consider definitive
Prevent
treatment of
and
hyperthyroidism.
Control
Iron
Hyperthyroid
Deficie
Recheck TSH
ncy in
Euthyroid
level in 6-8 weeks
theRecom
United
mendat
States
ions to
Prevent
Interconception Care Project for California
and
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Postpartum Visit Algorithm: Thyroid Disorder

EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
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Your partner, friends, and family
should be sources of support
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Remember the ABCs:

Postpartum Visit Algorithm: Tobacco Use

folic

cid
reastfeeding

Current or past tobacco
use or exposure to
secondhand smoke?

Used before or during
pregnancy, but not using now

Current exposure to
secondhand smoke

If at high risk for relapse:
Provide education and reinforcement
of non-smoking behavior.
Discuss triggers for relapse and how
to avoid them.

Counsel about the risks of
secondhand smoke and provide tips
about how to minimize exposure.

Never Used

No risk

ontraception

Currently smoking

Assess patient’s willingness to make
a quit attempt (see Prochaska’s
Stages of Change reference on
reverse)
Not Willing

Use key motivational principles to
encourage cessation: express
empathy, develop discrepancy, roll
with resistance, support selfefficacy.
Discuss breastfeeding while
smoking: smoke away from the
baby, cut down on quantity of
smoking, increase time between
smoking and breastfeeding, and
smoke immediately after
breastfeeding.

Willing

Help patient with a quit plan and
setting a quit date.
Discuss nicotine replacement
therapy and pros and cons of
breastfeeding while on therapy.
Refer to California Smokers’ Hotline
(1-800-NO-BUTTS).
Refer to an intensive treatment
program if patient is willing.
Discuss contraceptive options; avoid
estrogen-containing contraception if
>35 years of age.
Schedule follow-up within a week of
set quit date.
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Postpartum Visit Algorithm: Tobacco Use

EVERY DAY
Checklist for Healthy Women

Exercise – 30 minutes a day, 5 days a
week

Vitamin – 400 micrograms of Folic
Acid per day

Educate yourself about medicines and
chemicals that can cause birth defects

Reproductive life planning – set your
personal goals for birth control and
future children

Yearly doctor visits to discuss
physical and mental wellness

Diet – Vegetables, fruits, and whole
grains daily

Avoid tobacco, drugs, and alcohol
Your partner, friends, and family
should be sources of support
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Remember the ABCs:

Postpartum Visit Algorithm: Immunizations

folic

cid
reastfeeding
ontraception

Vaccine
Hepatitis B

Postpartum patients for whom
vaccination is recommended
All postpartum women ≤18 years old regardless of risk
without documentation of immunity or vaccination
All postpartum women >18 at risk for Hepatitis B
without documentation of immunity or vaccination
Sex partner or household contact with Hep B
Multiple sex partners (not mutually monogamous)
HIV+ or recent history of sexually transmitted
disease
Injection drug users
Hemodialysis or renal disease with risk of
hemodialysis, chronic liver disease
Healthcare and public safety workers
Institutionalized individuals (correctional facilities,
group homes)
International travel

Schedule

Safety

Three dose series

Safe in pregnancy and women
planning pregnancy

Recommended dosing interval is 0, 1, 6m
Alternative intervals are 0, 1, 4m or
0, 2, 4m
Dosing intervals must be at least:
4wks between dose #1 and #2
8wks between dose #2 and #3
16wks between dose #1 and #3

References
1-4

Safe in breastfeeding

Do not restart the series if doses #2 or
#3 are delayed. Continue from where
the series left off.

Serologic screening for Hepatitis B surface antibody
may be indicated in immigrants from endemic areas
Human
Papilloma Virus
(HPV)

All postpartum women ≤ 26 years old not previously
vaccinated, regardless of HPV status

Three dose series
Dosing intervals must be at least:
4wks between dose #1 and #2
12wks between dose #2 and #3
24wks between dose #1 and #3

Unknown safety in
pregnancy; recommend
postponement if possibility of
pregnancy

1-2, 5

Safe in breastfeeding

Do not restart the series if doses #2 or
#3 are delayed. Continue from where
the series left off.
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Postpartum Visit Algorithm: Immunizations
Vaccine
Influenza

Measles,
Mumps and
Rubella (MMR)

Postpartum patients for whom
vaccination is recommended
All postpartum women not previously immunized
during the current influenza season.

Postpartum women without either 1) laboratory
evidence of rubella immunity or 2) documented
vaccination. (If baby is in NICU and mother is still
visiting, can wait until mother is no longer visiting
NICU to vaccinate.)

Schedule
Single dose of either
intranasal live-attenuated vaccine
(LAIV), or
intramuscular trivalent inactivated
vaccine (TIV)

Administer dose #1 immediately
Administer dose #2 (if indicated) no
earlier than 4 weeks after dose #1

Safety
Both TIV and LAIV are safe in
breastfeeding

References
1-2, 6-7

LAIV contraindicated in
pregnancy or possibility of
pregnancy
Theoretical risk associated
with thimerisol-containing
TIV is outweighed by the
benefits of vaccination during
pregnancy or possibility of
pregnancy
Contraindicated in pregnancy
or possibility of pregnancy
within 4wks

1-2, 4, 8-9

Safe in breastfeeding

Two-dose regimen recommended for
Health care workers
Students entering college
International travelers

Meningoccal
conjugate

Postpartum women who test rubella non-immune but
have documented immunization do not need reimmunization. However, administration of a second
dose may be considered in these individuals.
All postpartum women ages ≤ 18
College freshmen living in dormitory
Women with asplenia or other complement deficiency
Travel or residence in endemic area

Administer one dose
Give a second dose after 5 years if risk
continues (age, residence, travel)

Unknown safety during
pregnancy, recommend
postponement if possibility of
pregnancy

1-2, 4

Safe in breastfeeding.
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Postpartum Visit Algorithm: Immunizations
Vaccine
Tetanus,
Diptheria,
acellular
Pertussis
(Tdap) and
Tetanus
diphtheria (Td)

Varicella

Postpartum patients for whom
vaccination is recommended
All postpartum women without written
documentation of a primary series of Td tetanus- and
diphtheria-toxoid containing vaccine (3 doses)

Schedule

Safety

Administer 3-dose primary series: Dose
#1 Tdap, dose #2 and dose #3 Td

Td is safe in pregnancy or
possibility of pregnancy

Recommended intervals:
≤ 18yrs is 0, 1, 7m
>18yrs is 0, 1-2, 6-12m
Give one dose of Tdap

Few data exist to support the
safety and immunogenicity of
Tdap in pregnancy. However,
administration of vaccine is
recommended for pregnant
women at high risk of
pertussis.

All postpartum women with documented primary Td
series who received Tdap, Td, or Td booster in the
past 2 years.

Consider Tdap if at high risk for
pertussis AND no history of adverse
reaction to previous Td or Tdap
vaccination.

Safe in breastfeeding

All postpartum women without evidence of immunity:
Documented history of varicella (or herpes zoster)
Documented vaccination (2 doses)
Laboratory confirmation of immunity

Two dose series

Live attenuated vaccine.

Administer dose #1 immediately
Administer dose #2 4-8wks after dose
#1

Contraindicated in pregnancy
or possibility of pregnancy
within 4wks.

If dose #2 is delayed, do not restart the
series. Administer dose #2 as soon as
possible.

Safe with breastfeeding

All postpartum women with documented primary Td
series who have NOT received Tdap, Td, or Td booster
in the past 2 years.

Serologic screening may be indicated if records not
obtainable

References
1-2, 4, 10-11

1-2, 4, 12-14
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Postpartum Visit Algorithm: Immunizations

EVERY DAY
Checklist for Healthy Women
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