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The Centers for Disease Control and Prevention have published national recommendations for improv-
ing 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 pri-
mary care setting are candidates for preconception care, the essential and critical role of family physi-
cians 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.'
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 out-
lined in Healthy People 2010.2

The national recommendations should be
viewed as a strategic plan for improving preconcep-
tion health through the provision of clinical care as
well as the promotion of changes in individual be-
haviors, 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.”* 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,”?° yet has not
become part of the routine practice of family med-
icine. Lack of physician knowledge of recom-
mended interventions is one barrier to the provi-
sion 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.?'

Other recognized barriers to the provision of
preconception care include lack of patient knowl-
edge 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 market-
ing programs (recommendations 1, 2, 8), policy
strategies (recommendation 7), and health services
research initiatives (recommendations 9, 10).

The essential and critical role of family physi-
cians in the provision of preconception care is ap-
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Table 1. Summary of 10 Key Recommendations to Improve Preconception Health

1 Individual responsibility across the life span. Encourage each woman and every couple to have a reproductive life plan.

2 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.

3 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.

4 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).

5 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).

6 Prepregnancy check ups. Offer, as a component of maternity care, one pre-pregnancy visit for couples planning
pregnancy.

7 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.

8 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.

9 Research. Augment research knowledge related to preconception health.

10 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

Proven Health Effect

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

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 smoking-
associated 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 pa-
tients. A recent survey documents that women pre-
fer to receive preconception health information
from their primary care physicians.”” As a spe-
cialty, we are now challenged to effectively trans-
late the concept of preconception care into clin-
ical 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 re-
alized.

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 repro-
ductive intentions promotes the idea that pregnan-
cies should be intended and planned by providing
contraception to the woman who does not intend
to conceive and promotes the initiation of precon-
ception 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 rec-
ommendations could be incorporated into the Fu-
ture of Family Medicine Project’s “New Model” of
family medicine, which promotes the provision of
team-based, patient-centered care and a commit-
ment to providing an essential “basket of servic-
es.”?? We advocate that the intentional provision of
preconception care be included in family medi-
cine’s essential “basket of services.”

All women of reproductive age and potential
presenting to the primary care setting are consid-
ered candidates for preconception care.' Some have
expressed concern that the national recommenda-
tions excessively focus the health care encounter on
a woman’s reproductive potential. However, the
intent of the national recommendations is to em-
power women by promoting reproductive planning
linked with the provision of contraception to pre-
vent unintended pregnancies and by providing
them with relevant information to make their own
informed decisions.
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