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Overview

● Prematurity Stats & Risk Factors

● Prematurity Prevention Interventions
 Birth Spacing 
 Contraception
 17P Progesterone
 Low Dose Aspirin

● Interconception teaching points

● Photos of Cute Babies!



March of Dimes Mission
To improve the health of babies by preventing birth defects, premature birth and 
infant mortality.

Fund research Help moms Support families

Presenter
Presentation Notes
The mission of March of Dimes is to improve the health of babies by preventing birth defects, premature birth and infant mortality.  




Definition of Pregnancy Terms 

Preterm is birth before 37 weeks of pregnancy

Full -Term Post-Term

340 370 390 420+
Late Preterm Early Term Late Term     

20

Preterm Term

ACOG Committee Opinion #579, November 2013

410

Post-Term

Weeks of Pregnancy
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Early term:  37 0/7- 38 6/7
 
Full-term:  39 0/7 – 40 6/7
 
Late term:  41 0/7 – 41 6/7
 
Post-term:  42 0/7 and beyond




Chair 
Orientation

• 4 million babies born 
each year 

• 380,000 are premature
• 1 in 10 are premature
• $26 billion excess annual 

health and societal costs
• Long term problems can 

include cerebral palsy, 
intellectual disabilities, 
chronic lung disease, 
blindness, and hearing 
loss
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Preterm-
related, 
36.3%

All other 
causes, 
31.8%

Birth 
defects
20.4%

SIDS, 
6.7%

Accidents
4.9%

Preterm-related cause of death
Not preterm-related cause of death

Causes of Infant Mortality 2013
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31.8% all other causes = maternal pregnancy related complications, e.g. placental abruption, diabetes, hypertension, infection




Preterm birth rates

LMP=gestational age based on date of mother’s last menstrual period
OE=gestational age based on obstetric estimate.
Preterm is less than 37 weeks gestation. 
Source: National Center for Health Statistics, 1990-2016 final natality data.
Prepared by March of Dimes Perinatal Data Center, September 2017.

United States, 1990, 1995, 2000, 2005-2016

Presenter
Presentation Notes
Using gestational age based on obstetric estimate (shown in blue):
The US preterm birth rate was 10.4% in 2007, the earliest year for which national data are available for OE-based gestational age.
The US preterm birth rate declined 8% between 2007 and 2014.
In 2014, the US preterm birth rate was 9.6%.
In 2016, the US preterm birth rate was 9.8%.


http://www.marchofdimes.org/peristats
http://www.marchofdimes.org/peristats
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Here you can see the trend in the California state preterm birth rate starting in 2007, after the US reached its peak in 2006. We have made great progress throughout the years but as you can see, this jump from 8.3 in 2014 to 8.5 in 2015 takes us back to where we were in 2010. 
Add jump in 2016. 



Preterm birth rates by maternal race/ethnicity
United States, 2014, 2015, and 2016

*2016 data are provisional.  Gestational age based on obstetric estimate.
Maternal race based on “bridged-race” of non-Hispanic mothers. Multiple race data for the reporting states and DC were 
imputed or bridged to the single race categories.  Percent increase between 2014 and 2016 is calculated based on more than 
one decimal place and is significant at the p<0.05 level for all racial/ethnic groups.
Source: National Center for Health Statistics, natality data.
Prepared by March of Dimes Perinatal Data Center, June 2017
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Increasing preterm birth rates, especially in communities of color



Preterm Birth Rates by Maternal Race/Ethnicity
California, 2013-2015 (Average)

Preterm is less than 37 weeks gestation. Gestational age is determined using obstetric estimate.
Source: National Center for Health Statistics, 2011-2013 final data.
Prepared by March of Dimes Perinatal Data Center, 2015.

In California, the preterm birth rate among black women is 46% higher than 
the rate among all other women. 

Presenter
Presentation Notes





10

What Can Cause 
Premature Labor or Birth?

• The cause of premature labor 
and birth are often unknown

• Even if a woman has done everything “right” 
during her pregnancy, she can go into premature 
labor and give birth early

Presenter
Presentation Notes
Premature birth is a complex issue and nearly 75% of the causes are unknown. � 



Risk Factors for Preterm Birth 
Greatest risk
• Previous preterm birth
• Multiple gestation
• Cervical or uterine anomalies

Lifestyle and environmental 
risks
• Late or no prenatal care
• Short pregnancy interval
• Cigarette smoking, drinking alcohol, 

drug use
• Underweight or obesity
• Lack of social support
• Stress
• Long working hours with prolonged 

standing

Medical risks
•Infections
•Diabetes
•Hypertension
•Thrombophilias
•Birth defects
•In Vitro Fertilization

Other
•African-Americans and American 
Indians
•<17 or >35 years of age
•Low socioeconomic status (SES)
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Presentation Notes

“The increase in the preterm birth rate is an alarming indication that the health of pregnant women and babies in our country is heading in the wrong direction," March of Dimes president Stacey D. Stewart said in a press release. 

Affects 1 in 10 babies born in our country
Can lead to long-term health problems and lifelong disabilities
Is the leading cause of death during the first month of life
Causes developmental delays, cerebral palsy, blindness and intellectual disabilities A major impact on business



Prematurity Campaign

The Prematurity Campaign sets out our plan for 
achieving the 2020 and 2030 goals.  To achieve them,  
we must:

 Optimize evidence based interventions
 Target areas and populations with high preterm 

rates  
 Improve health equity.
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Prematurity Campaign Interventions

1. Optimize birth spacing and pregnancy intentionality 
2. Eliminate non-medically indicated early elective deliveries 

(inductions and c-sections)
3. Group prenatal care
4. Smoking cessation 
5. Low-dose aspirin to prevent preeclampsia
6. Access to progesterone shots for women with a previous 

preterm birth
7. Vaginal progesterone and cerclage for short cervix
8. Reduce multiple births conceived through Assisted 

Reproductive Technology

Presenter
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Changing from a broad focus to a more narrow one will help us to achieve better outcomes for mothers and babies much faster.  March of Dimes is leading, supporting, and/or funding efforts on these eight evidence-based interventions.

Seven emerging and established interventions have been selected, based on the available evidence about their potential contribution to reducing the preterm birth rate.  
Focused on standard of care interventions that should be immediately implemented appropriately, broadly, and equitably.

Birth spacing is at the top of this list.  The  roadmap brings a stronger focus to birth spacing than we have had in the past. Approximately 30% of women who have had a baby in the US have short birth spacing.

These interventions will continue to develop as research finds additional effective interventions that improve the health of women and their babies.




Survey Time!
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Birth Spacing / Interpregnancy Interval (IPI)

• IPI is time between a live birth and the 
conception of the next pregnancy
 begins at the end of one pregnancy 

and ends with the conception of the 
next pregnancy

• Pregnancies spaced less than 18 months after a live birth are 
associated with delayed prenatal care and increased risk for 
adverse birth outcomes. 

• Risks increase as birth interval decreases.



For each month that birth spacing was less than 
18 months:

Preterm births increased 1.9%

Low birthweight increased 3.3%

Poor intrauterine growth increased 1.5%

Conde-Agudelo JAMA 2006 295(15) 1809-23. 

Risks of Short Interpregnancy 
Interval

Presenter
Presentation Notes
There is nearly a 4-fold increase in spontaneous early preterm births among women with very short pregnancy spacing of < 6 months
Source: Rodrigues T, Barros H. Short interpregnancy interval and risk of spontaneous preterm delivery. Eur J Obstet Gynecol Reprod Biol. 2008;136(2):184-188

From Birth Spacing and Risk of Adverse Perinatal Outcomes Meta Analysis.  67 studies included in this meta analysis.
Why? Some hypothesize that increased risks for women with short interconceptional lengths relate to maternal nutrition depletion and/or inadequate maternal folate levels.

Controlling for socioeconomic status, use of health care services, tobacco, alcohol and other exposures does not alter the finding that interpregnancy intervals exercise an independent influence on poor pregnancy outcomes. (Conde-Aguidelo et al., JAMA, 2006) 




Our Current System is NOT Working
• 33.1% of US births have short IPI (<18 months)

• 45% of pregnancies are unintended 
(unwanted or mistimed)  

• Half of unintended pregnancies are to    
women on some form of birth control

• Women often do not seek care for   
themselves OR have no insurance   
coverage until they are already 
pregnant
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Mosher WD, Jones J, Abma JC. Intended and unintended births in the United States: 1982–2010. National health statistics reports; no 55. Hyattsville, MD: National Center for Health Statistics. 2012

Centers for Disease Control and Prevention. Core State Preconception Health Indicators - Pregnancy Risk Assessment Monitoring System and Behavioral Risk Factor Surveillance System (PRAMS), 2009. Morbidity and Mortality Weekly Report. Surveillance Summaries / Vol. 63 / No. 3, April 25, 2014


Moos MK. From concept to practice: reflections on the preconception health agenda. J Womens Health 2010;19(3):561-7.
 
Jack BW, Atrash H, Bickmore T, Johnson K. The future of preconception care: a clinical perspective. Women’s Health Issues 18S (2008) S19-S25.
 
Salganicoff A, Ranji U, Wyn R. Women and health care. A national profile: key findings from the Kaiser Women’s Health Survey. Menlo Park, CA: Kaiser Family Foundation; 2005. Available at: http://kaiserfamilyfoundation.files.wordpress.com/2013/01/women-and-health-care-a-national-profile-key-findings-from-the-kaiser-women-s-health-survey-chapter-6.pdf. Accessed September 21, 2014.

McGarry J, Kim H, Sheng X, Egger M, Baksh L. Postpartum depression and help-seeking behavior. Journal of Midwifery and Women’s Health. 2009; 54(1): 50-56.
 
Liberto TL. Screening for depression and help-seeking in postpartum women during well-baby pediatric visits: an integrated review. J Pediatr Health Care. 2012; 26:109-117.
 
Dibari JN, Yu SM, Chao SM, Lu MC. Use of postpartum care: predictors and barriers. Journal of Pregnancy Volume 2014, article ID 530769, 8 pages.




37,000 preterm births could be 
prevented annually if all women had 

an IPI > 18 months!  

How can we turn this around?



Strategies to Improve 
Birth Spacing

1. Provider education and engagement.
2. Increase postpartum visits among women and educate!
3. Home visiting programs.
4. Utilize established initiatives to reach women

– One Key Question®
– Every Woman, Every Time
– IMPLICIT Interconception Care Model
– CDC “Show Your Love” Consumer Campaign

5. Increase access to highly effective birth control (Long 
Acting Reversible Contraception).



One Key Question® Initiative: Recommended in 
ACOG Committee Opinion

This campaign promotes direct screening for women’s 
pregnancy intentions by asking the following question ……

If the answer is “no,” discuss pregnancy prevention, including education 
and counseling on all available contraceptive options.

If the response is “yes” or “unsure”, provide preconception counseling 
and discuss lifestyle strategies, including birth spacing, to optimize 
health status in preparation for future pregnancies.

ACOG Committee Opinion, February 2016, Reproductive Life Planning to Reduce 
Unintended Pregnancy 



Downloadable flyer for self-printing 



What resources do women need to 
effectively space their births?

Presenter
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Survey Time!
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Which Methods Are Women Using?

33.3%
25.9%

15.3%
10.3%

4.8% 4.5% 2.0% 1.3%
0%

10%

20%

30%

40%

Method Use Among US Women Using Contraception, 2012

From Guttmacher Institute: http://www.guttmacher.org/pubs/fb_contr_use.html



Highly Effective Contraception: LARC

• Long Acting Reversible Contraception (LARC) includes 
intrauterine devices (IUDs) and contraceptive implants that 
prevent ovulation 

• Highly effective in preventing unintended pregnancy 
 Less than 1 pregnancy per 100 women in a year! 

- contraceptive pills: 6-12 pregnancies per 100 women 
- condoms: >18 pregnancies per 100 woman

• LARC requires no user intervention, works long term, and can
be reversed



LARC- Long Acting Reversible 
Contraception
• Modern LARC methods are safe (low risk of pelvic infection after 

the first 20 days following insertion, uterine perforation, or 
expulsion)

• Updated practice guidelines encourage LARC methods for 
women of any age or parity and those who are postpartum or 
post-abortion (ACOG 2015, AAP 2014)

• Increased access to and knowledge of LARC methods helps to  
decrease unintended pregnancy and improve birth outcomes 

• States have found success in improving birth outcomes and 
birth spacing by promoting access to LARC 

Presenter
Presentation Notes
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Contraception/Birth Spacing 
Discussion with Patients

• Discuss effective and appropriate contraceptive 
methods, starting with the most effective methods

• If a woman’s doctor doesn’t provide LARC, know 
where you can refer her to obtain it. 

• If you are referring a woman for LARC, be sure she 
has an interim plan for contraception.

Presenter
Presentation Notes
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Effectiveness of Contraception



Colorado Initiative’s Impact

Aimed to reduce unplanned pregnancies by providing 
intrauterine devices and implants at no cost to young, low 
income women.

• Birth rate decreased 48% in women ages 15-19 and 
19.4% in women ages 20-24

• Repeat teen births dropped by 58% 
• 12% decreased risk of preterm birth
• The state estimates that every dollar spent on this 

initiative saved $5.85 for the state’s Medicaid program 
due to improved birth outcomes

Presenter
Presentation Notes
Christy slide



Helping Prevent Recurrent 
Preterm Birth

17P 



Survey Time!
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17 alpha-hydroxyprogesterone caproate
(17P)

ACOG Practice Bulletin, October 2012
• One of the strongest clinical risk factors for 

preterm birth is a prior preterm birth.
• Maternal history of preterm birth confers a  

1.5-fold to 2.0-fold increased risk in a 
subsequent pregnancy 

17P
• Synthetic form of progesterone given by 

injection in the gluteus muscle or anterior thigh
• Reduces a woman’s risk of recurrent 

preterm birth by 33%

ACOG Committee Opinion, October 2012, Prediction & Prevention of preterm birth. 

Presenter
Presentation Notes
ACOG bulletin discussed very strong link between a prior spontaneous preterm birth and a recurrent preterm birth. This does allow us to know when we have an opportunity to intervene based on mom’s history.
There is discussion around whether other intramuscular sites are acceptable.
Very powerful intervention: reduces a woman’s risk of recurrent preterm birth by 33%.



17P Progesterone: Effect on
Rates of Preterm Birth

0%

10%

20%

30%

40%

50%

60%

<37 <35 <32
P<0.0001 P<0.0165 P<0.0180

17 P

17 P
17 P

Placebo

Placebo

Placebo

Meis et al, N Engl J Med 2003
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Very impressive results. 
As you can see, not only was late preterm decreased, but also earlier preterm births.
17P lowered the rates of preterm birth throughout each of these periods.





Who should receive 17P?

 History of a previous singleton spontaneous preterm 
birth (200 to 366 weeks)

 Current singleton pregnancy

 Initiate treatment between 160 - 216 weeks gestation*

 Receive 17P injections weekly until 366 weeks gestation 
or she delivers

If all eligible women received treatment, nearly 10,000 
preterm births could be prevented annually! 

Presenter
Presentation Notes
 Ideal initiation is during 16 0/7 – 21 6/7. For mothers with late entry into prenatal care, 17P may be started up until 24 weeks gestation.

17P should not be used for mothers without a history of preterm birth. Some providers want to use this to address symptoms of preterm labor in mothers without a history of preterm birth – this use is not currently supported by scientific research. 6 studies have shown various progestin regimens to be ineffective for the treatment of preterm labor and thus should not be used for tocolysis.

While the use of progesterone for mothers with short cervix  is promising, the evidence is not yet strong enough to warrant use for this purpose. 

There is no contraindication for mothers who have Herpes or diabetes. It is possible that 17P will increase insulin requirements, but routine care will address this issue.

If a woman misses a week or more of injections 17P should continue to be given on a weekly basis – talk with mom about ways to help her get in for her shots.



Are all eligible women receiving 17P?  
NO!  Why Not?

• Some MDs don’t understand the benefit of 17P and/or perceive that the 
hassle prescribing it is too great.

• Screening women for previous preterm birth may not be adequate.

• Not all women who are offered 17P agree to receive it
o The earlier the prior preterm birth, the more likely a woman was to be 

both offered and accept 17P.
o Women in rural areas less likely to be offered 17P.
o Women were also more likely to refuse 17P if their most recent 

pregnancy was a term delivery (after having a previous preterm 
delivery).

Presenter
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Rural areas – makes sense as transportation challenges make it less likely woman can carry through on the plan.
Anecdotally, 




Identifying/Screening for Previous 
Preterm Birth

Women may not understand that they had a preterm birth, so we may 
need to ask some questions at intake when we don’t have her medical 
record.  
• Were any of your previous pregnancies preterm?
• How many weeks did doctor tell you your baby was at birth?
• Was your baby born before his/her due date?
• Did baby spend any time in NICU?  Why?
• Was there a medical reason your baby was delivered early?
• If your baby was born before 37 weeks, he/she is considered preterm and 

that is important for us to know as we plan your prenatal care.  



 Increase awareness of 17P treatment and preterm birth to the 
general public and to reproductive age women.

• Ensure MDs are aware of guidelines (ACOG and SMFM).
• Minimize barriers related to insurance coverage.
• Reduce difficulty for mom in receiving a weekly medication.
 Providers should provide ongoing encouragement and support during 

17P treatment.
 Patients need to be reassured that 17P is safe for mom and baby.
 Providers should discuss 17P treatment during the postpartum 

visit with all patients who had spontaneous preterm births.

Steps for Improving Use of 17P

Presenter
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Possible future formulations

Future generic versions
Would be available after Makena orphan drug exclusivity expires in February 2018.
Indicated for preterm birth recurrence prevention 

Autoinjector – possibly available in 2018
Smaller needle; AMAG conducting studies to prove it is less painful to women
Might enable them to get orphan drug exclusivity

Long acting version 
Would require less frequent injections
AMAG is working on this

Oral 17P - taken twice daily
No available information except that studies have been conducted on effectiveness of this oral formulation




March of Dimes 17P Patient Education

marchofdimes.org/progesterone

Presenter
Presentation Notes
The flyer on the left is available in English and Spanish.




17P (Makena) is manufactured by 
AMAG Pharmaceuticals 

The Los Angeles County Contact is: 
Carly Foster 

cfoster@amagpharma.com

Contact her to get info about helping your 
patients get 17P.

mailto:cfoster@amagpharma.com


Low Dose Aspirin Use to 
Reduce Preeclampsia

Presenter
Presentation Notes
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Preeclampsia 

 Affected 3.8% of U.S. deliveries in 2010
 Ranges up to 8%
 Higher in first pregnancy

 African American women are at higher risk of 
entering a pregnancy with chronic 
hypertension and for developing preeclampsia 
during pregnancy

 Accounts for 12% - 16% of maternal deaths

 15% of preterm births are related to 
preeclampsia

Jillian T Henderson, et. al., Ann Intern Med 2014;160:695-703
Ghosh G, et al. Ethn Dis 2014;24:283

Presenter
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Preeclampsia is considered one of the most significant health problems in human pregnancy.20, 98, 99, 100, 101 It affects 2% – 8% of pregnancies globally, 
Preeclampsia affected 3.8% of US deliveries in 2010 for approximately 152,000 deliveries (151,977)
African American women are at higher risk of entering a pregnancy with chronic hypertension (which is considered a high risk factor for developing preeclampsia) and for developing preeclampsia during pregnancy. (Ghosh G et al, 2014)
Perinatal mortality is nearly 2 times higher in pregnancies affected by preeclampsia (4), with 12% of maternal deaths due to the condition (5). 
Serious illness is more common, with more than one third of serious maternal morbidity and 15% of preterm births related to preeclampsia




*Walsh – Prostaglandins in Pregnancy




Perinatal Outcomes of Preeclampsia

Leading cause of:

 Fetal growth restriction

 Indicated preterm delivery

 Maternal and perinatal death and morbidity

Jillian T Henderson, et. al., Ann. Intern. Med., 2014; 160: 695-703  

Presenter
Presentation Notes
Poor perinatal health outcomes are associated with preeclampsia, primarily  because it is a leading cause for an increased risk for intrauterine growth restriction (IUGR) or medically initiated preterm delivery. USPSTF – Henderson 

It is important to note that preeclampsia is the underlying cause of about one quarter of all medically indicated preterm deliveries in the US *Wallis

Once preeclampsia develops, the only effective treatment is delivery, with serious neonatal harms when remote from term (34 weeks of gestation). 


Preeclampsia is the leading cause of maternal and perinatal morbidity and mortality with an estimated 50,000 to 60,000 preeclampsia related death per year worldwide.










• More than perinatal outcomes…..
• Preeclampsia impacts subsequent women's health
• Associated with:

• Increased risk of cardiovascular disease
• Higher risk if:

• Recurrent preeclampsia
• Preterm birth
• Fetal growth restriction
• Approximates the rates associated with obesity and 

smoking

Maternal Health Risks

Presenter
Presentation Notes
Ref: 
ACOG Hypertension in Pregnancy monograph (2013)
Carty DM, et al. Preeclampsia and future maternal health. J Hypertension 2010; 28: 1349-1355



Clinical Risk Factors for Preeclampsia
• Primiparity 
• Previous preeclamptic pregnancy (especially if 

severe) - 7 fold increase
• Chronic hypertension, chronic renal disease, or 

both
• History of thrombophilia
• Multifetal pregnancy
• In vitro fertilization
• Family history of preeclampsia  - 2-4 fold increase
• Diabetes mellitus
• Obesity
• Systemic lupus erythematosus
• Advanced maternal age (> 40 years)

ACOG, Hypertension in Pregnancy 2013 (Box 3.1, p22)

Presenter
Presentation Notes
The most consistent predictors of high risk are previous preeclampsia, certain medical conditions (diabetes, chronic hypertension, renal disease, autoimmune diseases,
and the antiphospholipid syndrome), and multifetal pregnancy (16). 

Moderately elevated risk for preeclampsia is associated with nulliparity (first birth), between-pregnancy interval of more than 10 years, high body mass index (35 kg/m2), family history of preeclampsia (mother or sister), and advanced maternal age (40 years). *Henderson USPSTF

The increased prevalence of chronic hypertension and other comorbid medical conditions in women older than 35 years may explain the increased frequency of preeclampsia in older women. *ACOG Htn

Risk factors with less consistent evidence include changes in paternity between pregnancies, history of migraine headaches (17, 18), and asthma
*Henderson USPSTF




Efficacy of Aspirin
Reviewed 59 RCTs (37,560 women) to determine 
benefits of aspirin:
• 17% reduced risk of preeclampsia with low dose 

aspirin
• 14% reduced risk of stillbirth
• 8% reduced risk of preterm birth

Conclusion
• Antiplatelet agents have moderate benefits when 

used for prevention of preeclampsia

Cochrane Database of Systematic Reviews 2007, Issue 2. Art. No.: CD004659

Presenter
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The Cochrane review of 59 trials, involving 37,560 women, found low doses of aspirin reduced the risk of pre-eclampsia by about a sixth (17%), with a similar lowering in the risk of the fetal or neonatal death (14%) and a small lowering in the risk of preterm birth (8%). Doses up to 75 mg appear to be safe. Higher doses might be better, but adverse effects may also increase.

Authors' conclusions
Antiplatelet agents, largely low-dose aspirin, have moderate benefits when used for prevention of pre-eclampsia and its consequences. Further information is required to assess which women are most likely to benefit, when treatment is best started, and at what dose.

February 2007

http://www.cochrane.org/CD004659/PREG_antiplatelet-agents-for-preventing-pre-eclampsia-and-its-complications 




For a summary of the evidence systematically reviewed in making this recommendation, the full recommendation 
statement, and supporting documents, please go to www.uspreventiveservicestaskforce.org. IUGR = intrauterine 
growth restriction.

Ann Intern Med. 2014;161(11):819-826. doi:10.7326/M14-1884

Low-Dose Aspirin Use for the Prevention of Morbidity and Mortality From Preeclampsia: U.S. 
Preventive Services Task Force Recommendation Statement

USPSTF Recommendations, 2014
high risk women

Presenter
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In the latest recommendations, the Preventive Services Task Force reports that low-dose aspirin in high-risk women reduced preeclampsia 24% (pooled relative risk [RR], 0.76; 95% confidence interval [CI], 0.62 - 0.95).

Dosage
Low-dose aspirin at dosages between 60 and 150 mg/d reduced the occurrence of preeclampsia, preterm birth, and IUGR in women at increased risk for preeclampsia in several randomized trials (1). The most commonly used dosage was 100 mg/d, but the 2 largest trials contributing to the estimates of benefit used 60 mg/d (1, 5–7). Although studies did not evaluate a dosage of 81 mg/d, low-dose aspirin is available in the United States as 81-mg tablets, which is a reasonable dosage for prophylaxis in women at high risk for preeclampsia.

Timing
Use of low-dose aspirin was initiated between 12 and 28 weeks of gestation. Evidence did not suggest additional benefit when use of aspirin was started earlier (12 to 16 weeks) rather than later (≥16 weeks) in pregnancy in women at increased risk for preeclampsia (1).


Grade B recommendation – The USPSTF recommends the service. There is high certainty that the net benefit is moderate or there is moderate certainty that the net benefit is moderate to substantial




• If your health care provider 
thinks you’re at risk of having 
preeclampsia, he may want to 
treat you with low-dose aspirin 
to help prevent it. (Reassure 
mom it is safe during 
pregnancy.) 

• If not treated, preeclampsia 
can cause serious problems, 
like premature birth and even 
death.

Key messages for pregnant 
women



• Preeclampsia symptoms include 
blurred vision, swelling in the 
hands and face, severe 
headaches and belly pain.

• If you have any preeclampsia 
symptoms, call your provider right 
away. 

• You can have mild preeclampsia 
without any symptoms, so it’s 
important to go to all of your 
prenatal care visits, even if you’re 
feeling fine.

Key messages for pregnant 
women (continued)



Consumer education: Websites 
and email

marchofdimes.org/preeclampsia nacersano.org/preeclampsia
askus@marchofdimes.org preguntas@nacersano.org

mailto:askus@marchofdimes.org
mailto:preguntas@nacersano.org


Consumer education: Videos

marchofdimes.org/preeclampsia
nacersano.org/preeclampsia 



Order on: 
Preeclampsia.org



Interconception Health 
Teaching Points Summary

Let’s help moms prepare for 
their 
next baby!   



Interconception Health 
Teaching Points

Birth spacing/Contraception:  
• 18 months between pregnancies, not babies
• What is your plan for birth control after baby?

OR
• Would you like to become pregnant in the next 

year?
• Do you need help selecting a method?
• Do you need a referral?  



Birth Spacing Key Messages
• Getting pregnant again too soon increases your chances of having a 

premature baby.
• It’s best to wait at least 18 months before getting pregnant again. This means 

your baby will be at least 1½ years old before you get pregnant.
• Your body needs time to fully recover from your last pregnancy before it’s 

ready for your next pregnancy.
• If you’re older than 35 or have had a miscarriage or stillbirth, talk to your 

provider about how long to wait between pregnancies.
• Use effective birth control until you’re ready to get pregnant again. Talk to 

your provider about birth control options.

Presenter
Presentation Notes
Birth spacing or interpregnancy interval (IPI), is the timing between a live birth and the beginning of the next pregnancy. Birth spacing of less than 18 months increases the risk of preterm birth and other adverse outcomes. Risks increase as birth interval decreases, with birth spacing of less than 6 months having the highest risk.

March of Dimes is developing consumer and professional education in 2015-2016:
Palm card
Website content
Online video
Professional education PPT slide deck




Key Messages for Moms after a 
Preterm Birth 

• Confirm DOB/gestational age.
• Since your baby was born before 37 weeks, he/she is considered “preterm”.  
• If you become pregnant again, we want you to get special care so that your 

next baby can be as healthy as possible.
• It is best if you have a check-up before you get pregnant again.
• There are shots that might help you to reduce the chance your next baby will 

be born preterm, so see your doctor as soon as you know you are pregnant.    



Interconception Health 
Teaching Points

• Folic Acid:  
 Keep taking supplements between pregnancies
 Finish prenatal vitamins if you have some left, then 

start multi-vitamins with folic acid

• Postpartum depression
 Be on the look out for it– 1 in 7 moms will have it  

o Using a tested screening tool is best if 
possible

 Know where you can refer moms who need help
 Postpartum Support International has virtual resources



Interconception Health 
Teaching Points

• Smoking/Substances:  
 Don’t start up if you quit, quit now if you didn’t
 Avoid secondhand smoke

• Weight reduction: don’t avoid the topic–
it is too important!  
 Bonus:  breastfeeding supports it!
 Work gradually toward a healthy weight
 Make exercise a family affair



Pre/Interconception Resources
– One Key Question®
onekeyquestion@thenc.org

– Every Woman, Every Time
cdc.gov/preconception/careforwomen/
– Every Woman California
everywomancalifornia.org
– IMPLICIT Interconception Care Model
www.fmec.net/implicitnetwork.htm
– CDC “Show Your Love” Consumer Campaign
ShowYourLoveToday.com
– March of Dimes
www.marchofdimes.org

mailto:onekeyquestion@thenc.org
http://www.cdc.gov/preconception/careforwomen/
http://www.everywomancalifornia.org/
http://www.fmec.net/implicitnetwork.htm
https://www.cdc.gov/preconception/showyourlove/
http://www.marchofdimes.org/


Contraceptive Resources for 
Professionals

Family PACT: www.familypact.org

Beyond the Pill: Beyondthepill@ucsf.edu

Association of Reproductive Health Professionals (ARHP): 
www.arhp.org

CDC – U.S. Medical Eligibility Criteria (US MEC) for 
Contraceptive Use: 
http://www.cdc.gov/reproductivehealth/unintendedpregnan
cy/usmec.htm

CDC – U.S. Selected Practice Recommendations (US SPR) for 
Contraceptive Use: 
http://www.cdc.gov/reproductivehealth/UnintendedPregnan
cy/USSPR.htm

http://www.familypact.org/
mailto:Beyondthepill@ucsf.edu
http://www.arhp.org/
http://www.cdc.gov/reproductivehealth/unintendedpregnancy/usmec.htm
http://www.cdc.gov/reproductivehealth/UnintendedPregnancy/USSPR.htm


Contraceptive Resources for Patients
Bedsider (for teens and young adults)

– http://bedsider.org
– Contraception and sexual health information
– Birth control text message reminders
– Available in English and Spanish

Association of Reproductive Health Professionals
– http://www.arhp.org/
– Contraception and sexual health information

Emergency Contraception
– 1-888-NOT-2-LATE (emergency contraception hotline)
– www.not-2-late.com

http://bedsider.org/
http://www.arhp.org/
http://www.not-2-late.com/


March of Dimes Resources for Patients

Website for before, during and after baby:
• marchofdimes.org
• nacersano.org

Pregnancy & Newborn Health Ed Center:
• Email questions:  askus@marchofdimes.org (English) or 

preguntas@nacersano.org (Spanish)

Free Apps available in the iTunes App Store:
• My 9 Months/Mis 9 Meses (iPad)
• Cinemama Video (iPhone)

http://www.shareyourstory.org/
http://www.compartasuhistoria.org/
mailto:askus@marchofdimes.com
mailto:preguntas@nacersano.org


March of Dimes Resources for Patients

Pregnancy Tips:
• twitter.com/marchofdimes
• twitter.com/nacersano

Baby Tips:
• twitter.com/babytips
• twitter.com/nacersanobaby

News Moms Need Blog:
• newsmomsneed.marchofdimes.org
• blog.nacersano.org

http://www.twitter.com/marchofdimes
http://www.twitter.com/nacersano
http://www.twitter.com/babytips
http://www.twitter.com/nacersanobaby
http://newsmomsneed.marchofdimes.com/
http://blog.nacersano.org/


Healthy Babies are Worth the Wait (HBWW) 
Community Program Model



Thank You for Helping Make a 
Difference!

Presenter
Presentation Notes
CB graduate class from So Cal. 
The education you provide your patients is a critical component in reducing prematurity.  



Questions?  
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