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he clinical content of preconception care:
reconception care for special populations
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ngoing preconception risk assess-
ment, guidance, and intervention,

hen integrated into primary and spe-
ialty care, can accomplish 3 goals. The
rst is to minimize risks for a woman, if
he becomes pregnant, and risks to her
ffspring. The second is to optimize a
oman’s health in her reproductive

ears and beyond. The third is to assist a
oman to proactively plan for her repro-
uctive future. These goals are impor-
ant to achieve for all women of repro-
uctive age, but may be of particular

mportance among women who are at
isk for poor reproductive health out-
omes or who have special reproductive
ealth needs.
Women with disabilities and immi-

rant and refugee women may experi-
nce physical, social, and/or cultural bar-
iers to accessing and obtaining health
are, including preconception care. They
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ay have also have to face and overcome
variety of personal obstacles, and these

trengths should be acknowledged by
are providers as they creatively strat-
gize with these women so they may se-
ure ongoing, viable health care and plan
heir reproductive futures to their best
dvantage.

There are increasing numbers of can-
er survivors of reproductive age. Cancer
urvivors benefit from guidance about
isks of treatment to their fertility and
bout fertility preservation options.
hey should be counseled about risks of
ast or current treatment to their current
nd future health and how these risks
ay impact pregnancy or the health of

otential offspring. Ongoing screening is
ndicated for some survivors, and may
ncover medical issues, such as impaired
ardiac function, that are important to
iagnose preconceptionally so that a
oman can make fully informed repro-
uctive decisions.
This article summarizes the value of

reconception counseling and interven-
ions specific to each of these groups of
omen and identifies clinical guidelines,
here applicable.

omen with disabilities
urden of suffering
here are an estimated 54-60 million
eople with disabilities in the United
tates and more than half are women,
any of reproductive age.1 Individuals
ay be born with disabilities or may ac-

uire them during the course of a life-
ime. The impairment may be stable or

e women, and cancer survivors may have
Appropriate preconception guidance and

econception issues is essential to ensure
med reproductive decisions and achieve

onception, refugee
rogressive. Disabilities include those af- b

Supplement to DECEMBER 2008
ecting motor or sensory abilities, as well
s developmental disabilities and mental
llness. People with disabilities may ex-
erience a variety of barriers to care. Be-
ides physical and administrative barri-
rs, women with disabilities have
dentified attitudinal barriers to gyneco-
ogic care. They report that providers

ay assume that they are not sexually ac-
ive or that they do not desire preg-
ancy.2-4 Preexisting medical issues can
ffect a woman’s health in pregnancy
nd the pregnancy outcome.5 In a large
ample of women with disabilities, those
ith functional limitations, of all ages,
ere more likely to report fair or poor
ealth, current smoking, hypertension,
verweight, and mental health problems
han women without functional limita-
ions.6 Studies report that women with
hysical disabilities experience the same
ates of abuse as other women but expe-
ience a longer duration of abuse.7,8

ome disabilities, such as systemic lupus
rythematosus (SLE), can worsen in
regnancy and some may be exacerbated
ostpartum, such as rheumatoid arthri-
is or multiple sclerosis. SLE is associated
ith an increased risk of fetal loss, fetal
rowth restriction, and preeclampsia.9

onditions that are common in preg-
ancy may be more severe in women
ith disabilities. Examples are fatigue,
uid retention, bladder dysfunction, and
roblems with weight gain. There are
ertain complications that may develop
r worsen during pregnancy because of a
oman’s disability.2 Women with spinal

ord injuries are at risk for autonomic
ysreflexia, which can be precipitated by
elvic examinations or labor.
Those with limited mobility and those
ho use wheelchairs are at an increased

isk for deep vein thrombosis. Among
omen with neurologic conditions, uri-
ary tract infections, respiratory dys-

unction, urinary incontinence, spastic-
ty, constipation, or pressure ulcers may
fuge
es.
pr
for

prec
e issues in pregnancy. Women who

mailto:cruhl@awhonn.org
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ave impaired balance, muscle weak-
ess, or paralysis are at increased risk for

alls during pregnancy.2-4

ow detectable is the condition?
isabilities are identified through his-

ory and physical examination and
hrough indicated diagnostic tests and
valuation by specialists.

ow effective are the current
reatments?

omen with disabilities will have
reater access to care and willingness to
articipate in care if physical, adminis-
rative, and attitudinal barriers are min-
mized. Preconception consultation
ith medical specialists, nursing, social

ervices, and occupational and physical
herapists can assist in planning and can
otentially maximize pregnancy out-
omes, although supporting data are
acking.

Genetic counseling is valuable for
omen with or at risk for genetic condi-

ions, and their families, to give them the
pportunity to make informed decisions
bout whether they will elect genetic
esting, the risk of having an offspring
iven a particular heritable or genetic
ondition, and the options they will have
ased on the results.5

mpact of preconception care
lanning preconceptionally to maximize
ocial and environmental supports for
omen with disabilities would seem ad-
antageous considering the demands of
arenting, and research has shown that
isabled persons who have intact social
upport report a better quality of life
han those who lack social support.10

voidance of teratogenic effects can only
e successful if women taking terato-
enic medications are counseled precon-
eptionally about the use of these medi-
ations and plan with their providers the
est way to balance their medical treat-
ent with a desire for a healthy preg-

ancy and infant. Women who discover
hey are at risk for a genetic condition
reconceptionally, as opposed to during
regnancy, may use this information in
eighing whether or not they desire to
ecome pregnant and– depending on the

ondition– have more options to choose s
rom to avoid passing the condition to
heir offspring.

ecommendations by other groups
he American College of Obstetricians
nd Gynecologists,11,12 along with other
roups,13 have made recommendations.
Recommendation. Providers should

nderstand that women with disabilities
an have healthy pregnancies and that
isabilities can coexist with wellness.
roviders should work to remove physi-
al, administrative, and attitudinal barri-
rs to the care of disabled women.

All women of reproductive age, in-
luding those with disabilities, should re-
eive counseling about the potential ef-
ects of any medications they use on
regnancy-related outcomes and about
ptions to alter dosage or switch to safer
edications prior to conception. The
edical, social, and psychological issues

elated to pregnancy and the disability
hould be assessed, and the woman and
er family should be counseled on them.
ealth care providers should offer
omen with disabilities contraceptive

hoices that are practical and appropri-
te for the individual’s medical and per-
onal needs. Issues involving informed
onsent and guardianship need to be ad-
ressed when caring for women with de-
elopmental disabilities, in relation to
ontraception and pregnancy. Referral
or genetic counseling, if appropriate, is
ndicated for all women preconception-
lly; however, it may raise difficult psy-
hosocial issues for women with disabil-
ties and, therefore, counseling referrals
hould be handled sensitively. Strength of
ecommendation: B; quality of evidence:
II.

mmigrant and refugee populations
urden of suffering
here is ample research on the epidemi-
logic paradox showing that foreign-
orn women have better birth outcomes
espite late access to prenatal care and
robably less access to preconception
are (healthy migrant effect) than
S-born women. However, refugee
omen–who have often lived under ex-

remely stressful conditions in their
ome country (war, persecution) and

pent time in refugee camps–are a group S

Supplement to DECEMBER 2008 Amer
f immigrants who have worse birth out-
omes when compared with US-born
omen. Immigrant women face social,

anguage, and cultural barriers that may
ffect their preconception health. Immi-
rants from developing countries may
ave a lower level of overall health, if they
ave had limited or no access to health
are in their countries of origin. How-
ver, foreign-born women may also dis-
lay healthy behaviors that should be
aintained after immigration to the
nited States and that are at risk of get-

ing lost as a result of acculturation (eg,
ess likely to use tobacco and alcohol or
rugs, less sedentary lifestyle). Preexist-

ng medical issues can affect a woman’s
ealth in pregnancy and the pregnancy
utcome.14 Immigrants from regions of
he world where tuberculosis and hepa-
itis B are common may suffer from the
ffects of these untreated conditions.15

mmigrant women may experience psy-
hological stresses related to the events
hat motivated their immigration, events
ccurring while immigrating, and events
ccurring in the United States. Separa-
ion from family, uncertain immigration
tatus, social isolation, and occupational
tresses may negatively impact their

ental and physical health. Immigrant
omen face unique challenges in access-

ng health care. Of the estimated 16.6
illion foreign-born women in the
nited States in 2003, more than half

59.2%) were noncitizens–a figure that
ncludes documented and undocu-

ented immigrants.16 Women who are
oncitizens are far more likely than citi-
ens to have no usual source of health
are (26.1%) and no health insurance
45.5%), and almost 3 times more likely
o have not seen a health professional in
he past year compared with those born
n the United States, according to the

ealth Resources and Services Adminis-
ration.17 Immigrants who do not speak
nglish may have difficulty finding
ealth care. Immigrants’ perceptions
nd beliefs surrounding health and ill-
ess and their attitudes toward health
are providers vary widely depending on
heir cultures and the extent of their in-
eractions with health care in the United

tates.18-20
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ow detectable is the condition?
regnancy is the time at which immi-
rant women of reproductive age are
ost likely to receive health care ser-

ices. Therefore, identification in the
reconception or interconception pe-
iod is difficult, especially identification
f those who are undocumented and
ay be reluctant to seek care or to be able

o afford it if they are ineligible for health
overage benefits.

ow effective are the current
reatments?
he effectiveness of preconception care

or immigrant women is limited by the
arriers described in this section. It
eems reasonable that the preconception
ealth of immigrant women could be

mproved by increasing culturally com-
etent outreach efforts and improving
ccess to care.21,22 It is difficult to sup-
ort this assertion because there is a lack
f published studies about outreach and
pproaches to the care of immigrant
omen.

mpact of preconception care
reconception care can help reduce the

ncidence of perinatal complications
hrough identification and management
f clinical issues. For a woman to receive
reconception care, she must have access
o a source of primary care. Thus, access
o primary care must be ensured before
regnancy occurs.

ecommendations by other groups
one identified.
Recommendation. Given the opportu-

istic fashion in which preconception
are of immigrant and refugee women
ypically must occur, it is important to
onsider preconception concerns as part
f all health care encounters with immi-
rant and refugee women of reproduc-
ive age. Referring such women to a
ource of ongoing primary care that is
ulturally and linguistically competent,
nd that will accept their insurance cov-
rage or provide care free of charge or
n a sliding fee basis, is important for

mmigrant and refugee women. Seek to
dentify and understand the needs of im-

igrant women and their families. Un-
erstand immigrants’ potential for in-

reased medical and social risks and m

386 American Journal of Obstetrics & Gynecology
reviously undetected medical prob-
ems. Deliver services and written mate-
ials in the preferred language of the
opulation served. Ensure that interpre-
ation and translation services comply
ith all relevant federal, state, and local
andates governing language access.
Integrate preconception care into ref-

gee screening. Work with ethnic com-
unity-based organizations to provide

reconception care messages in non-
ealth care settings such as English as a
econd language classes. Screen immi-
rants at high risk for tuberculosis and
efer for treatment as indicated. Screen
mmigrants born in Asia, the Pacific Is-
ands, Africa, and other countries where
epatitis B is highly endemic, with the
epatitis B surface Antigen (HBsAg) test.
ighly endemic means that � 8% of the

opulation in that country has hepatitis
virus infection. Assess the immuniza-

ion history, including the rubella status,
f immigrant women and administer
ny needed vaccines, or refer for these
ervices. Assess the mental health of im-

igrant women and refer for services as
eeded. Strength of recommendation: B;
uality of evidence: III.

ancer survivors
urden of suffering
or many types of cancers, survival has

ncreased in the past decades. In 1996, it
as projected that the prevalence of can-

er survivors 16-44 years of age would be
in every 900 persons in the United

tates by the year 2000.23 Cancer survi-
ors of reproductive age face the challenge
f integrating the experience of cancer and

ts treatment into their future plans, in-
luding their plans for reproduction.

There are potential negative physical
nd psychological impacts of the cancer
xperience on pregnancy and child rear-
ng, but positive psychosocial effects
ave been identified as well.24,25 Cancer
urvivors are at risk for permanent infer-
ility or compromised fertility. Factors
ffecting male infertility include the type
f cancer (eg, testicular) and effects of
hemotherapy or radiation on sperm
umber, motility, morphology, and
NA integrity. In girls and women, fer-

ility may be compromised by surgical,

edical, or radiation treatments, which h

Supplement to DECEMBER 2008
ay decrease the quantity of primordial
ollicles, affect hormonal balance, or in-
erfere with reproductive organ func-
ion.23,26 Depression, chronic fatigue,
ognitive changes, and neuropathies–all
f which can make pregnancy and par-
nting more difficult–are not uncom-
on treatment side effects experienced

y cancer survivors. A cancer survivor
ith a history of abdominal/pelvic radi-

tion who becomes pregnant has an in-
reased risk of having a low birth-weight
nfant, with an inverse association ob-
erved between higher doses of radiation
nd infant birth weight.

Studies of cancer survivors have not
ound them to have an increased risk for

iscarriage or birth defects, and most
ypes of chemotherapy are not linked to
dverse pregnancy outcomes.27,28 Fur-
hermore, there is no documented in-
rease in risk of childhood cancer among
he offspring of childhood cancer survi-
ors, but longer follow-up is needed.29

owever, survivors of hereditary can-
ers, such as certain types of breast, ovar-
an, and colorectal cancers, who test pos-
tive for the genetic mutations associated
ith these cancers, risk passing on these
utations to their offspring.
Genetic testing for the BRCA1 and

RCA2 genetic mutations has been
hown to be highly sensitive but the spec-
ficity is not well studied.30 Women who
ave received anthracycline-based che-
otherapy regimens or radiation in the

rea of the heart or surrounding tissues
re at an increased risk for heart dam-
ge.31 This damage may manifest
onths or years later and, although rare,

ould worsen in pregnancy or the post-
artum period.32 Childhood cancer sur-
ivors who received doxorubicin and
ho had resultant left ventricular dys-

unction before pregnancy have been doc-
mented to have further declines in car-
iovascular function after pregnancy.33

ow detectable is the condition?
ancer survivors planning their repro-
uctive futures may have had cancer as a
hild or as an adult. Their risk for infer-
ility can be assessed, in part, by the his-
ory of their cancer and treatment.
ecords of cancer treatment can be very

elpful. Permanent infertility or com-
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romised fertility in survivors depends
n their age, sex, and pretreatment fer-
ility; the type of cancer; treatment type,
ose, and intensity; size and location of
adiation fields; and method of adminis-
ration of chemotherapy. The older a
oman is at the time of the cancer diag-
osis, the higher her risk of premature
varian failure (POF). The chemothera-
eutic agents most likely to cause POF
re the alkylating agents. Examples of
ommonly used alkylating agents are cy-
lophosphamide, nitrogen mustard, and
rocarbazine. The woman’s age at the
ime of radiation treatment, the total
ose, and the number of exposures af-

ects the degree of damage to ovarian tis-
ue. Women who receive pelvic or ab-
ominal radiation, plus chemotherapy,
ave a higher risk for POF than those re-
eiving only chemotherapy.34

ow effective are the current
reatments?
ertility preservation is very important
o many cancer survivors. The 2 most
uccessful methods are sperm cryo-
reservation for men and embryo freez-

ng for women. Limited data show that
ertility preservation techniques do not
ecrease the success of cancer therapy.23

o clear guidelines exist regarding tim-
ng of conception postcancer diagnosis.
enerally the advice is to wait until treat-
ent is concluded. Breast cancer survi-

ors comprise a large group of reproduc-
ive-aged women who may be planning
r contemplating pregnancy. These
omen have typically been counseled to
ait 2 years before conception to pass the
eriod of highest risk for recurrence.
owever, for women with localized dis-

ase, survival has not been shown to be
dversely affected when conception oc-
urred within the 2 years after diagno-
is.35 Genetic counseling is valuable for
omen with a personal or family history
f a cancer with a known associated ge-
etic mutation so that the woman may
xplore her risk and the implications of
esting herself and future offspring for
he mutation.

mpact of preconception care
ancer survivors have an increased risk

f having a low birth-weight baby. Con- i
rol of other risk factors for low birth
eight, such as smoking cessation, has
een shown to reduce the risk of having a

ow birth-weight infant.
Diagnosis of cardiac dysfunction prior

o pregnancy permits the initiation of
edication, if indicated, that may delay

he progression of the dysfunction,36 and
akes it possible to counsel the woman

bout her risks for a further decline in
unction during or after pregnancy. If
he elects to become pregnant, appropri-
te monitoring can be planned during
regnancy and delivery including anes-
hesia management for labor and birth.30

Preconceptional genetic counseling is
aluable for women with a known per-
onal history of hereditary cancer, to give
hem the opportunity to make informed
ecisions about whether they will ex-
lore the option of preimplantation ge-
etic testing.25

ecommendations by other groups
he American Society of Clinical On-
ologists24 and the American Society for
eproductive Medicine26 have pub-

ished recommendations about fertility
reservation in cancer patients. The
hildren’s Oncology Group has pub-

ished risk-based pediatric cancer survi-
or guidelines.30

Recommendation. Newly diagnosed
ancer survivors should be educated
bout fertility preservation options as
oon as feasible and should be referred to
eproductive specialists if these options
re desired.24 Cancer survivors consider-
ng pregnancy should be counseled
bout the potential reproductive effects
f various cancer treatments on fertility
nd on pregnancy. Women who have re-
eived alkylating chemotherapeutic
gents and/or pelvic or abdominal radi-
tion should be counseled that they have
n increased risk for POF. Women who
ave had pelvic or abdominal irradiation
hould be counseled that they are at risk
or having a low birth-weight infant.

hen considering pregnancy, breast
ancer survivors who are candidates for
elective estrogen receptor modulators
SERMs) should be counseled that these
gents are generally avoided during
regnancy because of case reports of an-
mal and human birth defects.37 A reli- C

Supplement to DECEMBER 2008 Amer
ble nonhormonal contraceptive
ethod should be used during treatment
ith a SERM. Genetic counseling and

esting should be offered to survivors of
ancers linked to genetic mutations to
nform their decisions about future re-
roduction. Female cancer survivors
ho received anthracycline chemother-

py, radiation to the heart or surround-
ng tissues, or both should be evaluated
y a cardiologist prior to conception.
nnual breast screening for female
hildhood cancer survivors who received
hest radiation is recommended begin-
ing at age 25 years. Strength of recom-
endation: A; quality of evidence: III.

onclusion
omen with disabilities, immigrant and

efugee women, and cancer survivors all
ace the challenge of integrating their ex-
eriences into their reproductive deci-
ion making.

Providers who seek to understand
oth their challenges and their strengths
an team with these women to help them
chieve better health, including repro-
uctive health.
Women in all 3 of these groups will

enefit from discussion of their repro-
uctive life plans. Providers who make
o assumptions about what a given
oman’s reproductive plan might be

nd who initiate the discussion will aid
omen in making informed reproductive
ecisions. Preconception guidance and in-
erventions that address physical, psycho-
ocial, and/or cultural issues can produce
etter health for these groups of women
nd for their potential offspring. f
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