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Module 11: Preconception CAre
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	Total Module Time:
90 minutes (1 hour 30 minutes)


Learning Objectives
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	After completing this module, participants will be able to:

· Understand the importance and goals of preconception care

· Identify relevant interventions for preconception care
· Identify unique preconception needs of HIV-infected women
· Discuss how barriers to preconception counselling of HIV-infected women can be overcome 

· List strategies to prevent HIV transmission within discordant couples


Module Content
Session 1: Overview of Preconception Care

Session 2: Preconception Care for HIV-Infected Women

Session 3: Safer Conception for HIV-Discordant Couples
Session 1: Overview of Preconception Care
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	Total Session Time:
35 minutes 


Learning Objectives
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	After completing this session, participants will be able to:

· Understand the importance and goals of preconception care

· Identify relevant interventions for preconception care


Definition and goals
Preconception care is a set of interventions provided to women of childbearing age, regardless of pregnancy status or desire, before pregnancy, to improve health outcomes for women, newborns, children and the family.  It is a component of the larger health goal of optimising the health of every woman.

	Preconception care envisages a continuum of healthy women, healthy mothers and healthy children; and promotes reproductive health for couples. Preconception care recognises that boys and men are affected by, and contribute to, many health issues and risk factors that influence maternal and child health, such as sexually transmitted infections, smoking and partner violence. Preconception care must reach girls and women, boys and men so that they are healthy in their own right, and so that they promote the health of mothers and newborns.

— World Health Organization. Born Too Soon: The Global Action Report on Preterm Birth. 2012.




Although preconception care is, in theory, provided before a woman ever becomes pregnant, the placement of this module after the antenatal care, labour and delivery and postpartum care modules was strategic.  It is only after the reader has an understanding of ante- and postnatal care, labour and delivery—as well as what can go wrong during those phases—that one can truly appreciate the importance of preconception care.  

The need for preconception care

Many poor outcomes of pregnancy result from factors present before or at conception or very early in pregnancy.  Preconception care is particularly important as many women may not realize they are pregnant, so won’t seek antenatal care until later in their pregnancy.  The pressing need for preconception care is highlighted by the fact that 22% of pregnancies in Cameroon are unplanned.

Some risk factors, such as previous history of pre-term birth, have no known causes and therefore no evidence-based interventions exist.  Effective interventions are available for some other risk factors that result in poor pregnancy outcomes, and these are discussed further later in this module (see “Interventions”, below). 
	The 10 countries with the highest numbers [of preterm births] include Brazil, the United States, India and Nigeria, demonstrating that preterm birth is truly a global problem.

World Health Organization. Born Too Soon: The Global Action Report on Preterm Birth. 2012.




The decision to have a child is complex and includes factors that may change over the course of a woman’s lifetime.  Ideally, a woman’s childbearing desires and intentions should be assessed at every visit to a healthcare facility.  Frequent assessment of pregnancy intentions will allow for timely provision of preconception care, including family planning counselling and contraceptive supplies, as needed.

Initiating the preconception care discussion

Preconception care can start with a question such as “Are you thinking about having a baby, or could you possibly be pregnant?” and continue with interventions such as:

· Conversation about the client’s readiness for pregnancy

· Evaluation of the client’s overall health and opportunities for improving her health

· Education about the pregnancy risk factors
· Identification of women at high risk for a poor pregnancy outcome

· Discussion about the most appropriate and effective method of contraception if the client does not desire pregnancy at that time

The key points for the preconception visit include: 

· Identify risk factors for poor health and poor pregnancy outcomes

· Provide timely counselling about risks

· Support risk reduction strategies consistent with best practices

· Discuss stress prevention opportunities and management of existing conditions

· Address conception and contraception choices

	Exercise 1: Implementing preconception care

	Purpose
	· To discuss practical ways to implement preconception care in the work place setting

	Activities
	Participants will break into small groups of 3 to 4 people per group.  In their small groups they will have about 15 minutes to discuss the following question:

· What are some simple and practical things you can do to integrate preconception care into your work setting?
Participants should take notes on flipchart paper and be prepared to report to the large group.


Interventions

Preconception care is composed of 3 general types of interventions:

· Providing protection

· Managing conditions

· Avoiding exposures with known risk

Providing protection

Examples:

· Nutritional supplements, including initiation of folic acid supplements before conception to prevent neural tube defects and other congenital anomalies

· Prevention and treatment of HIV and other STIs

· Use of insecticide-treated mosquito bed-nets (ITMBNs)

· Immunisation programmes for youths (HBV,HPV vaccinations)

· Prenuptial test (blood group and rhesus, Hb. electrophoresis)

Managing conditions

Many common chronic conditions and social factors contribute to poor outcomes for both mother and baby.

Table 1.  Common risk factors for babies and mothers 

	
	Risks for Babies
	Risks for Mothers

	Underweight
	Preterm birth, low birthweight
	

	Overweight
	Preterm birth, low birthweight, congenital disorders
	Hypertensive disorders, gestational diabetes, postpartum haemorrhage

	Folic acid deficiency
	Neural tube defect and other congenital disorders
	

	Anaemia
	Low birthweight, preterm birth, mortality
	Mortality

	Diabetes 
	Stillbirth, mortality, congenital disorders, foetal malformation, foetal macrosomia, neonatal morbidity
	Mortality, spontaneous pregnancy loss, preterm labour, hypertensive disorders, caesarean delivery

	Infectious diseases such as HIV, STIs, and rubella
	Stillbirth, congenital infection
	Spontaneous pregnancy loss

	Poor mental health (especially depression and intimate partner violence)
	Preterm birth, low birthweight
	Depression during pregnancy and in the postpartum period

	Tobacco use
	Preterm birth, low birthweight, stillbirth, placental disorders, congenital malformations, sudden infant death syndrome
	Spontaneous pregnancy loss


Adapted from: World Health Organization.Born Too Soon: The Global Action Report on Preterm Birth.2012.

Avoiding exposures with known risk

· Medications

· Alcohol

· Tobacco
Session 2: Preconception Care for HIV-Infected Women
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	Total Session Time:
40 minutes 


Learning Objectives
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	After completing this session, participants will be able to:

· Identify unique preconception needs of HIV-infected women
· Discuss how barriers to preconception counselling of HIV-infected women can be overcome


Factors associated with childbearing decision-making

Women living with HIV have fertility desires and intentions that are similar to those of uninfected women, and advances in treatment enable many women to realistically plan to have and raise children to adulthood.  Some of the factors involved in the decision to have a (additional) child are unique to HIV-infected women.

Table 2.  Factors associated with fertility desires and intentions in women living with HIV
	Positive influences on fertility
	Negative influences on fertility

	Younger age
	Already having one or more children

	No children
	Personal health concerns

	Antiretroviral therapy
	Concerns about infecting partner

	Interventions for PMTCT
	Concerns about infecting child

	Partner’s/family member’s wish for children
	Negative or judgmental attitudes of healthcare providers, family, and community

	HIV-related stigma
	HIV-related stigma


Source: Hoyt MJ, Storm DS, Aaron E, Anderson J. Preconception and contraceptive care for women living with HIV. Infect Dis Obstet Gynecol. 2012. doi:10.1155/2012/604183. 

Goals of preconception care

As with all women, every visit with an HIV-infected woman of childbearing age is an opportunity to discuss pregnancy desires and intentions.  In addition to the preconception care appropriate for all women of childbearing age, women living with HIV require comprehensive, specialised care that addresses their unique needs.  

Goals:  for HIV-infected and HIV-negative women

· Prevent unintended pregnancy

· Optimise maternal health before pregnancy

· Improve maternal and foetal outcomes in pregnancy

Goals:  for HIV-infected women

· Prevent perinatal HIV transmission

· Prevent transmission to an HIV-uninfected sexual partner when trying to conceive

Counselling

As with all women, childbearing desires and intentions should be assessed during the initial evaluation and at intervals throughout the course of care. 

Table 3.Components of preconception counselling for women living with HIV

	· Current and future desires and plans to have children by a woman, her partner, and family and desired timing of pregnancy

	· Contraceptive options (for women who do not wish to become pregnant or who wish to delay pregnancy for better birth spacing or while health-related or non-health-related issues are managed)

	· Effect of HIV and ARVs in pregnancy course and outcome

	· Effect of non-HIV-related factors on pregnancy and pregnancy outcomes: for example, age, other medical conditions

	· Optimisation of maternal health status and timing of pregnancy

	· Safer sexual practices 

	· Healthy living, also referred to as “positive” living (smoking cessation, eliminating alcohol, etc.)

	· Options for conception that decrease risk of HIV transmission to an HIV-uninfected partner

	· Perinatal HIV transmission and PMTCT

	· Long-term care plans, including care of children if one or both parents were to become ill or die 


Source: Hoyt MJ, Storm DS, Aaron E, Anderson J. Preconception and contraceptive care for women living with HIV. Infect Dis Obstet Gynecol. 2012. doi:10.1155/2012/604183. 

Table 4.Potential barriers to preconception counselling and care for women living with HIV
	· Limited visit time

	· Competing priorities and more immediate concerns related to care of HIV and co-morbidities

	· Reluctance of clinicians and HIV-infected women to discuss reproduction and fertility

	· Assumptions that HIV-positive women do not want to become pregnant

	· Effect of the stigma associated with HIV

	· Challenges associated with lack of empowerment or control in sexual matters among HIV-infected women 

	· Lack of knowledge about contraceptive counselling and preconception care among HIV providers

	· Lack of knowledge about HIV-specific elements of preconception care and counselling among healthcare providers

	· Lack of clearly defined roles for multiple clinicians


Source: Hoyt MJ, Storm DS, Aaron E, Anderson J. Preconception and contraceptive care for women living with HIV. Infect Dis Obstet Gynecol. 2012. doi:10.1155/2012/604183. 

	Exercise 2: Overcoming barriers to preconception care

	Purpose
	· To discuss how barriers to preconception care can be overcome in the work place setting

	Activities
	Participants will break into small groups of 3 to 4 people per group.  Participants should get into different groups then those used for Exercise 1.  In their small groups they will have 10–15 minutes to discuss the following question:

· How can the potential barriers to preconception care and counselling be overcome in your work setting?

Participants should take notes on flipchart paper and be prepared to report to the large group. 


Clinical evaluation of client

Preconception care includes the following client evaluations.

· History: comprehensive HIV history, OB/GYN history, general medical/surgical history, immunisations, medications, nutrition assessment, social history, family history, relevant history for partner, and couple’s sexual history, sexual decision making, and control of reproductive options

· Examination:  comprehensive with focus on genital tract

· Laboratory:  emphasis on tests that will affect counselling and/or result in changes in care before pregnancy

Interventions
Preconception care interventions, like all sound interventions in the healthcare setting, are based on the evaluation.  Examples of interventions under the banner of preconception care are as follows:

· Support disclosure of diagnosis, e.g., counselling to support disclosure, couples counselling, referrals to HIV support groups

· Optimise overall health

· Review all current medications to assess adverse effects and known or potential teratogenic risks

· For women with HIV, initiate or modify ART regimen—if current ART regimen is not effective (suboptimal suppression of viral load), not well tolerated, or associated with adverse effects, it should be modified before attempts at conception

· Nevirapine(NVP) is associated with an increased risk of symptomatic liver toxicity that can be severe and life-threatening.

· This risk is higher in women than in men
· The risk is highest among those starting NVP at CD4 cell counts over 250 cells/mm3.Healthcare providers should provide close clinical monitoring (and laboratory monitoring, if possible) during the first 12 weeks of therapy when initiating NVP in women with a CD4 cell count between 250–350 cells mm3 and in those with unknown CD4 cell counts.
· NVP should not be used as a component of combination therapy unless the benefits outweigh the risks

· Liver toxicity has not been seen in women undergoing single-dose NVP therapy during labour for PMTCT
· Screen and treat both partners for genital tract infections and counsel on safer sex practices

· Syphilis HSV, vaginal infections (bacterial vaginosis., yeast, trichomoniasis) are associated with increased perinatal transmission

· Genital tract HIV inflammation—even in the setting of fully suppressed viral load—is associated with shedding of HIV and increased plasma viremia

· Discuss PMTCT interventions 

· Treat any drug or alcohol abuse

· Insecticide treated bed nets

· Refer for smoking cessation support, where available

· Provide appropriate immunisations and folic acid supplementation

Session 3: Safer Conception for HIV-discordant Couples
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	Total Session Time:
15 minutes 
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	After completing this session, participants will be able to:

· List strategies to prevent HIV transmission within discordant couples


Discordance and HIV transmission

In most sub-Saharan African countries with generalised HIV epidemics, 3/4ths of adults aged 20 to 49 years are in cohabiting relationships.  In many countries across the globe, among people with HIV who are in stable relationships, about half are in a discordant relationship (one partner is HIV-positive; the other is HIV-negative).  In half of these relationships, the infected partners are male and in half female.  Whether this 50% figure is correct for Cameroon is currently unknown, as this has not yet been studied; nonetheless it is safe to assume that there is a high prevalence of discordant couples.  Given the high number of discordant couples, it is not surprising that a pregnant woman’s greatest risk for HIV acquisition during pregnancy or breastfeeding is from her regular partner.

Given that women who seroconvert during pregnancy are more likely to transmit HIV to their foetuses or infants, it will be impossible to eliminate MTCT unless we can prevent transmission of HIV to women before and during pregnancy and breastfeeding.  The key to preventing HIV transmission during this period is couple or partner testing.  
WHO Recommends
 that couples and partners should be offered voluntary HIV testing and counselling with support for mutual disclosure. Ideally HIV counselling and testing is offered to couples as part of couple counselling. For those for who couples HIV testing and counselling is either unavailable or not feasible, provide partner testing or, failing on-site partner testing, then partner testing by referral to a voluntary counselling and testing site. 

Reducing HIV transmission in discordant couples

Strategies for reducing HIV transmission in discordant couples include the following:

· Counselling:  Preconception counselling for people in discordant couples should include specific interventions to reduce the risk of HIV transmission to the uninfected partner and should address the specific needs and circumstances of the couple.

· ARV therapy: Studies conducted in Botswana, Kenya, Uganda, Malawi, South Africa, Zimbabwe, India, Thailand, Brazil, and the United States have demonstrated that ARV therapy (particularly effective treatment fully suppressing viral load) decreases the rate of HIV transmission among discordant couples.  

· Methods for Safer Conception

· For discordant couples where the woman is HIV-infected: Intra-vaginal inseminationof the partner’s semen with a syringe is effective with normal fertility and can be performed at home by the couple.  Healthcare providers trained in family planning should be able to advise patients on this method of insemination, or they may prefer to refer to aATC or gynaecologist. 

· Timed unprotected intercourse is the practice of having unprotected sex at the time of ovulation (when a woman is most likely to get pregnant) and use of condoms at all other times.  Healthcare providers can support couples in the optimisation of this practice.

Module key points 

	Module 11 Key Points

· Preconception care starts with a conversation with all women of childbearing age, regardless of pregnancy status or desire, before pregnancy.  The aim of that conversation and the subsequent interventions is to prevent unintended pregnancy, optimise maternal health before pregnancy, and improve maternal and foetal outcomes in pregnancy

· Preconception care can start with a question such as “Are you thinking about pregnancy, or could you possibly be pregnant?” and continue with interventions such as:

· Conversation about the client’s readiness for pregnancy

· Evaluation of the client’s overall health and opportunities for improving her health

· Education about the significant impact that relevant factors have in pregnancy

· Identification of women at high risk for a poor pregnancy outcome

· Discussion about the most appropriate and effective method of contraception if the client does not desire pregnancy at that time

· At each visit with a woman of childbearing age:

· Identify modifiable and nonmodifiable risk factors for poor health and poor pregnancy outcomes

· Provide timely counselling about risks

· Support risk reduction strategies consistent with best practices
· Stress prevention opportunities and management of existing conditions

· Address conception and contraception choices

· Couples HIV testing and counselling is key to identifying discordant couples.  Where couples testing and counselling is either unavailable for not appropriate, then provide partner testing. Identification of discordant couples is the first step in preventing HIV transmission before or during pregnancy and breastfeeding. 



�	World Health Organization.Guidance on Couples HIV Testing and Counseling Including Antiretroviral Therapy for Treatment and Prevention in Serodiscordant Couples: Recommendations for a Public Health Approach. 2012.
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