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Preconception Heath Care

1. Why do we do it?  Goals of preconception care are to:
a. Identify modifiable and non-modifiable risk factors for poor obstetrical outcomes before conception begins
b. Provide an opportunity to intervene when modifiable risk factors are identified and provide truly preventive care before conception

c. Perform individualized patient education including information on the advantages of planned pregnancy

2. Key components of preconception care

a. Genetic risk assessment

i. Prevention of neural tube defects (NTD): Folic acid supplementation reduces incidence of NTDs, including spina bifida and anencephaly.
1. Routine patient:  0.4-0.8 mg/day beginning at least one month prior to conception and continuing through first trimester

2. Diabetic or epileptic patient:  minimum of 1 mg daily

3. History of previous infant with NTD: 4 mg daily
ii.  Advanced maternal age: Patients who would be over 35 yrs at time of delivery should be informed of higher risk of chromosomal abnormalities and availability/timing of antenatal testing
iii. Carrier screening:  Evaluate family history and ethnic background to identify those who would benefit from carrier screening for disease such as, but not limited to:
1. Family history: Cystic fibrosis, Down syndrome, Fragile X, nonsyndromic hearing loss

2. Ethnic background: Cystic fibrosis, sickle cell anemia, thalassemia, Tay-Sachs disease

b. Prevention of congenital infections
i. HIV: preconception identification and treatment with reverse transcriptase inhibitor reduces transmission rates  

ii. Syphilis: earlier treatment reduces transmission
iii. Immunizations: 
1. Hepatitis B: offer to all with high risk practices or occupational exposure risk; does not contain live virus, therefore safe to administer during pregnancy

2. Rubella and varicella:  assess for immunity, vaccinate if nonimmune;  live virus, so advise delaying conception x 3 months

iv. Toxoplasmosis/CMV/ParvoB19:  Serologic screening is not routinely recommended. Encourage universal precautions and thorough hand washing around children and immunocompromised.  Avoid raw meat, exposure to cat litter.
c. Screening for environmental toxins and other risks
i. Assess tobacco, alcohol, and drug use: discuss risk and support cessation efforts
ii. Assess occupational, environmental or household exposures.
d. Assessment of chronic diseases
i. Identify preexisting medical conditions that may impact either woman or fetus
ii. Maximize pre-pregnancy health prior to conception
iii. Conditions which benefit from significant preconception intervention: diabetes, hypertension, asthma, seizure disorders, thyroid disorders, anxiety or depression, thromboembolic disease, phenylketonuria and cardiopulmonary disease
Initial Prenatal Assessment

1. Purpose:  Initial assessment of risk factors for pregnancy complications, establish care plan with referral as need, treat identified disease conditions, and provide patient education.
2. Initial prenatal laboratory screening
	Initial Prenatal Screening Lab Comparisons

	Test
	USPTF Rating
	ACOG

	ABO & antibody screen
	“A”
	Recommended

	Hemoglobin/hematocrit
	“B” at first visit; “C”  for repeat testing in asymptomatic low risk women
	Recommended at first visit and again in early 3rd trimester

	Rubella screening
	“B”
	Recommended

	Papanicolaou test
	“A”
	Recommended

	RPR
	“A”
	Recommended

	Gonorrhea/Chlamydia cx
	“B” for high risk; “C” for universal screening
	Recommended for high risk

	Screening of asymptomatic bacteruria
	“A” for screening with urine culture
	Recommends U/A with follow up confirmatory cx

	Hepatitis B screening
	“A”  and rescreen high risk in 3rd trimester
	Recommended and rescreen high risk in 3rd trimester

	HIV
	“A” for at risk individuals or from areas w/ increased prevalence of HIV+ newborns; “C” for universal screening in low risk areas
	Recommended 


3. Physical exam:  Although a complete exam (including pelvimetry + fetal heart tones) is recommended, only evaluation of blood pressure, weight & height have evidence of association with improved outcomes.
4. Health Promotion Activities: Educate on nutrition/weight gain/diet/exercise/early warning signs/common discomforts/breastfeeding/domestic violence
Routine Prenatal Care

1. Purpose: Continuous risk assessment and preventative counseling 
2. Timing and frequency: a subject of debate!
3. Key components:  what are you looking for?

a. History: nausea, bleeding, discharge, contractions, dysuria, fetal movement, and symptoms of hypertensive disorders (edema, headache, visual disturbance, abdominal pain)
b. Exam: weight, blood pressure, + edema, fundal height in centimeters, fetal heart tones

4. Immunizations: Influenza vaccine for all who will be in 2nd or 3rd trimester during flu season
5. Patient education topics: Seatbelts/travel precautions/prenatal classes/preterm labor/family planning
Diagnostic Ultrasound in Pregnancy: Common Indications and Applications
1. Routine screening: Improves patient satisfaction, detects twin gestations earlier, reduces rate of induction for postdates pregnancy, and earlier detection of clinically unsuspected fetal malformations at a time when termination of a pregnancy may still be possible. Benefits for other significant outcomes are less clear.
2. Dating of pregnancy especially in conjunction with unknown or unsure LMP, management of PTL, preterm rupture of membranes, postdates, and timing/interpretation of MSAFP
3. Growth assessment for diagnosis of IUGR, macrosomia and fetal abnormalities

4. Assessments of vaginal bleeding: 1st trimester and late pregnancy (i.e. placenta previa or abruption)
5. Assessment of fetal well being: amniotic fluid assessment and biophysical profile

6. Assessment for possible fetal abnormalities

7. Diagnosis of malpresentation or malposition

8. Evaluation of multiple gestations
9. Maternal pelvic mass, uterine abnormalities, and pelvic pain (including r/o ectopic)
10. Guidance during procedures: amniocentesis, chorionic villus sample, external version, etc.
Screening in Pregnancy

1. Cystic fibrosis (CF) screening: 
a. What is it? DNA sample (blood) obtained for mutation analysis with pan-ethnic 25 mutation panel which detects approximately 90% of all mutations in non-Hispanic Caucasians.
b. Who do you screen? ACOG/NIH/ACMG recommending:
i. “Offering” screening to all individuals with a family history of CF, reproductive partners of individuals with CF and couples in whom one or both are Caucasian and are planning pregnancy or seeking prenatal care
ii. “Make available” to all others in racial and ethnic groups at lower risk and in whom the test may be less sensitive
c. Arguments for screening: 
i. To identify carriers in at risk populations to help with reproductive decision making
ii. To allow time for education if a fetus with CF is identified
iii. To enable individuals to terminate the pregnancy of an affected fetus
iv. To institute treatments earlier to prevent complications of the disease
d. When should it be performed? Preconception ideally; 1st prenatal visit in most cases
e. What are the results?  Residual risk of an individual being a carrier of a gene mutation from which a residual risk for the pregnancy having a fetus with CF can be calculated. 
f. What if the test is positive? Test father of baby; if both parents test positive, then 1 in 4 chance of having affected fetus; refer for genetic counseling and discussion of prenatal testing (mutation analysis of fetal cells obtained via chorionic villus sampling or amniocentesis).
2. Multiple marker testing for Down syndrome, neural tube & ventral defects and Trisomy 18

a. What is it? Serum blood test that measures circulating levels of alpha-fetoprotein (AFP), unconjugated estriol & human chorionic gonadotropin (hCG) to screen for those at increased risk for carrying a fetus with the anomalies, including those listed above and many others.

b. When should it be performed? USPTF recommends offering the test between 15-18 wks EGA
c. What are the results?
i. Values  are reported as multiples of the median (MOM) for each specific lab with abnormal screening values generally accepted as MSAFP > 2.5 MOM and a calculated mid-trimester risk for Down Syndrome of > 1:270.
ii. Down syndrome (Trisomy 21)
1. 1/800 live births, increasing in risk with advanced maternal age

2. Lab findings: lower than average levels of MSAFP & unconjugated estriol with elevated HCG

iii. Edward’s Syndrome (Trisomy 18)

1. 1/5000 live births and associated with high rate fetal death or neonatal demise

2. Lab findings: lower than average levels of MSAFP, HCG and unconjugated estriol

iv. Neural Tube Defect

1. 7-15/10,000 live births;  folic acid supplementation lowers incidence
2. Lab findings : elevated MSAFP in 80% of pregnancies with identified defect; elevation may also be due to other anomalies such as ventral wall defect
d. Approach to the abnormal result: 
i. Confirm dates/dating criteria & number of fetuses:  Inaccurate dates are the most common cause of abnormal results
ii. May consider repeating the test if drawn prior to 15  wks
iii. Genetics consult with Level II ultrasound + amniocentesis
iv. Fetal surveillance consider if above evaluation is negative as risk is elevated for preterm delivery, PPROM, preeclampsia, growth restriction, and fetal demise
3. Identifying and preventing isoimmunization in pregnancy
a. Why?  Rh negative women are at risk of developing antibodies to the Rh antigen if any Rh positive fetal cells enter the maternal circulation.  Once sensitized, any subsequent Rh positive fetus is at increased risk of severe hemolysis.  Anti-D immunoglobulin administered appropriately reduces the risk of developing rhesus isoimmunization to 0.1%.

b. Who?  Screen all women at initial visit; evidence for repeat antibody screen at 28 wks is poor
c. Treat Rh negative women with Rho D immune globulin (300 mg of  RhoGAM):
i. Routinely at 28 weeks to all Rh negative women
ii. Within 72 hours postpartum after delivery of Rh-positive infant

iii. After vaginal bleeding, pregnancy loss, invasive procedure (i.e. amniocentesis), trauma
4. Screening for gestational diabetes (GDM)
a. Who?  Offered to women between 24 to 28 weeks gestation; Selective vs. universal screening is debated.
i. Risk Factors assessed for selective screening include
1. Personal history: Age>25 , BMI>25, h/o GDM
2. Family history of diabetes, especially AODM

3. Obstetric history: prior macrosomic infant or unexplained fetal death

4. Current pregnancy: polyhydramnios

5. Others:  race (Asian, Hispanic, Native American, Black American)

b. Why? 
i. Identify women at risk for adult onset diabetes in the future
ii. Begin treatment in an attempt to reduce maternal, fetal & neonatal morbidity. Prospective studies have not demonstrated that screening reduces perinatal morbidity. Known complications include an increased incidence of hypertensive disorders, operative deliveries, macrosomia, shoulder dystocia, and neonatal hypoglycemia
c. How?  

i. Screen: 50 gram load is consumed by patient without regard to fasting and serum glucose level drawn 1 hour later.  Threshold of 140 mg/dl will correctly identify approximately 90% of cases; lower thresholds increase the tests sensitivity but decrease its specificity.
ii. Confirmation:  3 hr 100-gm glucola challenge administered with measurements of fasting, 1-hr, 2-hr, and 3-hr glucose values. Test is considered positive if 2 or more values are abnormal. Two acceptable sets of  thresholds are commonly used:

1. Carpenter/Coustan: Fasting>95, 1-hr >180, 2-hr>155, 3-hr>140
2. National Diabetes Data Group: Fasting>105, 1-hr >190, 2-hr>165, 3-hr>145

d. Managing abnormal results:  Diet & exercise, glucose monitoring, medications as indicated, antepartum testing, timing of delivery
Third trimester prenatal care

1. Purpose:  Continuous risk assessment and preventative counseling in order to maximize opportunity for a safe and timely labor and birth

2. Key components:  Same as prior routine OB visits plus assess fetal lie at 36 wks; consider offering weekly cervical exams with membrane stripping at 38 wks;  and postdates testing (biweekly NST, weekly AFI)  beginning at 41 wks

3. Patient education topics: PTL/fetal kick counts/labor signs/labor pain management/circumcision
4. Preventing perinatal group B strep (GBS) disease (www.cdc.gov/groupBstrep)
a. Why?  Early onset GBS is leading infectious cause of illness and death in U.S. newborns. Administering antibiotics to colonized women has been shown to prevent invasive disease.
b. Who gets screened?  Universal screening between 35-37 wks unless patient has GBS bacteriuria during current pregnancy or had prior infant with invasive disease.

c. How?  Culture lower vagina and rectum (through anal sphincter) using 1 or 2 swabs.  Sensitivity testing performed on all GBS+ cultures if patient is known to be penicillin allergic.
d. Indications for prophylaxis:
i. Previous infant with invasive GBS disease

ii. Positive GBS culture during pregnancy (bacteriuria or 35-37 week screening culture)

iii. Unknown GBS status and delivery <37 weeks EGA or ROM >18 hrs or intrapartum temp > 100.4 F
e. Prophylaxis not indicated:
i. Prior pregnancy with positive GBS culture, but negative in current pregnancy

ii. Planned c-section performed in absence of labor or ROM

iii. Negative screening cultures (regardless of intrapartum risk factors)

f. Antibiotic agents used for intrapartum antibiotic prophylaxis (IAP):
i. Recommend: Penicillin G 5 million units, followed by  2.5 m.u. q4hrs until delivery
ii. PCN allergic: cefazolin if low risk for anaphylaxis; otherwise, clindamycin or erythromycin if GBS is susceptible.  If resistant or susceptibility unknown, use vancomycin.
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