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BACKGROUND 

Preconception and interconception guidelines 

were developed by the CDC in April 2006 

     

The AJOG Journal further detailed 

recommendations in the December 2008 issue 

 

The March of Dimes funded CA ACOG in 2009 to 

create a clinical toolkit for providers caring for 

women post partum to focus on interconception 

care 

BACKGROUND 

Physician led professional teams were organized to 

address each of the disease and prevention areas 

cited in the 12/08 AJOG report 

  

Our team included: 

 Misa Perron Burdick MD Kaiser Oakland 

 Pamela Brett LCSW Alameda County Health 

Department 

 Maryjane Puffer RN BSN MPA California Family 

Health Council 

BACKGROUND 

Guidelines for Genitourinary and Sexually 

Transmitted Diseases were researched targeting 

sentinel articles and national practice standards 

 

The purpose of the toolkit is to: 

1. Prompt providers  

2. Educate patients  

3. Establish universal recommendations for all 

postpartum visits 

UNIVERSAL MESSAGES 

 Folic Acid encouraged to take 400 mcg per day 

 

 Breastfeeding promoted 

 

 Contraception to help plan and space pregnancies 

 

 

All handouts outline what a woman can do to 

decrease risks for both her and the baby 
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REVIEW OF THE TOOLKIT 

RECOMMENDED STI SCREENING TESTS 

What  When   Notes 

 CT/GC First prenatal  Again in 3rd  

     Trimester if <25 or 

     at increased risk 

 Syphilis First prenatal  Again in 3rd  

     Trimester & at  

     delivery if at  

     increased risk 

 HIV  As early as poss Opt-out. Repeat in 3rd 

     Trimester if at  

     increased risk 

 HBsAg First Trimester Repeat at delivery if 

     increased risk 

 

CDC STD Treatment Guidelines, 2010 

ADDITIONAL STI SCREENING 

RECOMMENDATIONS IN PREGNANCY 

 HCV screening only if at elevated risk 

 

 No screening for: 

 Bacterial Vaginosis (even if history of preterm 

delivery) 

 Trichomonas 

 HSV-2 

CDC STD Treatment Guidelines, 2010 

CHLAMYDIA AND GONORRHEA 

CHLAMYDIA—RATES BY AGE AND SEX, UNITED STATES, 

2009 
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CHLAMYDIA—RATES BY RACE/ETHNICITY 

AND SEX, UNITED STATES, 2009 

* AI/AN = American Indians/Alaska Natives; A/PI = Asians/Pacific Islanders. 
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GONORRHEA—RATES BY AGE AND SEX, UNITED 

STATES, 2009 
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GONORRHEA—RATES BY RACE/ETHNICITY 

AND SEX, UNITED STATES, 2009 

* AI/AN = American Indians/Alaska Natives; A/PI = Asians/Pacific Islanders. 
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Interconception Visit Algorithm: Gonorrhea/Chlamydia 
 
 

 
 
 
 
 
 
 
  
 
 
 

No 

 Screen if ≥1 
year since last 
screening. 
 Risk reduction 
counseling. 

Diagnosed with 
gonorrhea and/or chlamydia 

during pregnancy? 

At risk for gonorrhea or chlamydia? 
≤25 years old 

or 
≥25 years old with risk factors: 
 History of gonorrhea/chlamydia particularly in 
past 24 months 
 Suspicion that recent partner may have had 
concurrent partners 
 New or multiple sex partners 
 Sex for money or drugs 
 African American women up to age 30 and other 
population factors identified locally, including 
other racial disparities in rates of disease 

Yes No 

Screening 
not indicated. 

Confirm treated for infection.  If not, treat.  
 
If treated, retest indicated at visit? 
 
Gonorrhea and/or Chlamydia 
 Retest if >3 months since therapy and retest not 
already performed. 

 
 
 

Yes 

No Yes 

 Order indicated re-test. 
 If retest positive, treat with 
recommended therapy for 
patient and partner(s). 
 Report to health department. 
 Intensify risk reduction 
counseling (particularly 
importance of partner 
treatment and barrier 
protection (in addition to 
pregnancy prevention). 
 Re-test in 3 months. 
 If retest negative, resume 
annual CT/GC screening (if 
less than 25 years old or at 
elevated risk) 

 Ensure partner was treated. 
 Risk reduction counseling, 
including barrier protection 
(in addition to pregnancy 
prevention). 
 Resume annual CT/GC 
screening (if less than 25 
years old or at elevated risk) 

Remember the ABCs: 
 
 folic             cid 
 
             reastfeeding 
 
             ontraception 

SYPHILIS 
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PRIMARY AND SECONDARY SYPHILIS—WOMEN—RATES 

BY STATE, UNITED STATES AND OUTLYING AREAS, 2009 

NOTE: The total rate of primary and secondary syphilis among women in the United States and 

outlying areas (Guam, Puerto Rico, and Virgin Islands) was 1.4 per 100,000 females. 
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RACE/ETHNICITY AND SEX, UNITED STATES, 2009 

* AI/AN = American Indians/Alaska Natives; A/PI = Asians/Pacific Islanders. 
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CONGENITAL SYPHILIS—INFANTS—RATES BY YEAR OF 

BIRTH AND STATE, UNITED STATES AND OUTLYING 

AREAS, 2009 

NOTE: The total rate of congenital syphilis for infants by year of birth for the United States and 

outlying areas (Guam, Puerto Rico, and Virgin Islands) was 10.0 per 100,000 live births. 
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CONGENITAL SYPHILIS—INFANTS—RATES BY YEAR OF BIRTH AND 

MOTHER’S RACE/ETHNICITY, UNITED STATES, 2000–2009 

NOTE: Less than 1% of cases had missing maternal race/ethnicity information and were excluded. 
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Interconception Visit Algorithm: Syphilis 

                Interconception Care Project for California 

  
 

 
 
 

 
 
 
 
  
 
 
 

Documented completion of 
treatment appropriate for 

stage of syphilis? 

No 

Screen for syphilis. 

Appropriate follow-up completed or 
scheduled? 
 3 months for repeat HIV screen. 
 6 and 12 months (and 24 months if stage 
was late latent) follow-up for clinical exam 
and repeat nontreponemal antibody titer. 

Initiate treatment: 
1. Choose therapy appropriate for 
stage (see resources on reverse). 
2. Treat partners. 
3. Screen for HIV. 
4. Lumbar puncture, if indicated. 
5. Risk-reduction counseling, 
including barrier protections (in 
addition to pregnancy prevention). 
6. Schedule appropriate follow-up: 
 3 months for repeat HIV screen. 
 6 and 12 months (and 24 months if 
stage was late latent) follow-up for 
clinical exam and repeat 
nontreponemal antibody titer. 

7. Ensure infant appropriately treated.  

Diagnosed with syphilis 
during pregnancy? 

Yes No 

At high risk for syphilis? 
 Sex with high-risk individuals or re-
exposure to infected partner 
 Sex worker or exchange sex for 
drugs 
 Recent diagnoses of other STIs 
 Living in high-prevalence community 
and greater than 1 year since last 
screen 

Yes 

Yes 

Yes 

 Sustained 4-fold increase in titers 
from baseline? 

 Development of signs or sx of 
syphilis? 

 Failure of titers to reduce 4 fold by 
12 mo (P&S) or by 24 mo (latent—
in those with initially high titers 
i.e. >1:32) 

 

 Risk-reduction counseling. 
 Schedule appropriate follow-up (see above). 

Yes No 

Possible treatment failure  
or reinfection 

Refer to infectious 
disease specialist or 

Remember the ABCs: 
 
 folic             cid 
 
             reastfeeding 
 
             ontraception 

Order follow-up nontrep titer 
and HIV screen as indicated. 

No 
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HIV 

Interconception Visit Algorithm: HIV 

                Interconception Care Project for California 

 
 

 
 
 
 
 

 
 
  
 
 
 

No 

 Screen for HIV if >1 year 
since last screening. 
 Risk reduction counseling. 

Antiretroviral (ARV) Management  
 All HIV+ pregnant women should ideally be co-managed by perinatologist with expertise in 
HIV/AIDS 
 Women on ARV medication for their own health should continue therapy. 
 For women on ARV prophylaxis to prevent transmission, HIV specialist should discuss health 
benefits of ARV medication for mother, and determine in ARVs should be continued 
 Antiretroviral medications should be continued if woman refuses to follow recommendation against 
breastfeeding (see below). 
 See resources on reverse for current guidelines and Perinatal Hotline.  

 

Breastfeeding 

 Advise patient of risk of HIV transmission and exposure of infant to HIV-related medications. 
 Recommend abstinence from breastfeeding. 

 

Contraception 
 If uninfected sex partners, condoms recommended in addition to hormonal contraception. 
 When considering hormonal contraception, review for interactions with antiretroviral medications 
and opportunistic infection prophylaxis. 

 

Medical Follow-up and Social Support 
 Screen for immediate medical or psychosocial needs. 
 Ensure long-term care plan and timely follow-up with HIV provider. 
  

Planning or at Risk for Pregnancy 
 Advise of risk of transmission with every pregnancy. 
 Encourage strict adherence to antiretrovirals and opportunistic infection prophylaxis, review 
medications contraindicated in pregnancy and change ARV regimen if necessary, encourage 
optimization of health prior to conception. 
 Perform risk reduction counseling for vertical transmission (cessation of tobacco, hard drugs, and 
unprotected sex). 

 

Routine Gynecologic Care 
 If sexually active, advise of increased risk of STD, screen annually for chlamydia, gonorrhea, syphilis 
if at risk (see CT/GC and syphilis algorithms), and annually for trichomoniasis. 
 Perform cervical cancer screening annually. 

HIV+ 
 during pregnancy? 

At high risk for HIV? 
 Unprotected sex with multiple 
partners, more than one new sex 
partner since last HIV test 
 Partners with HIV who are bisexual or 
IV drug users 
 Exchange sex for drugs or money 
 History of recent STD 
 Past or present IVDU 
 Blood transfusion between 1978-
1985 
 High prevalence environment (e.g., 
correctional facility, homeless shelter, 
adolescent health clinic)  

Yes 

Yes 

Remember the ABCs: 
 
 folic             cid 
 
             reastfeeding 
 
             ontraception 

HEPATITIS B & C 
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* Until 1995, acute hepatitis C was reported as “acute hepatitis, non-A /non-B.” 
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* Until 1995, acute hepatitis C was reported as “acute hepatitis, non-A /non-B.” 

Interconception Visit Algorithm: Hepatitis B and/or C 
 
 

 
 
 
 
 
 
 
  
 
 
 

No 

 Consider screening for 
Hepatitis C. 
 Vaccinate for Hepatitis B. 

 
 

Medical Management  
 Confirm that patient has chronic disease  
 Confirm patient has appropriate follow-up with a physician experienced in 
the management of hepatitis. 
 Screen for immediate medical needs. 
 Consider viral titer if active hepatitis.  
 Confirm partner screened and vaccinated (hep B only). 
 

Breastfeeding 
 Not contraindicated for women with Hepatitis B if infant received HBIG and 
vaccination prophylaxis; ensure pediatrician is aware. 
 Not contraindicated in Hepatitis C. 

 

Contraception 
 Barrier contraception recommended. (only if patient has chronic disease) 
 If considering hormonal contraception, review for interactions with antiviral 
medications and be cautious of impaired liver metabolism. 
 Consider highly reliable form of pregnancy prevention for patient with acute 
hepatitis or chronic hepatitis with a high viral titer or requiring antiviral 
therapy.  

 

Planning or at Risk for Pregnancy 
 Advise of risk of transmission with every pregnancy, particularly Hepatitis B. 
 For patients with acute hepatitis or with chronic hepatitis and a high viral 
load or a patient who is undergoing antiviral therapy, encourage pregnancy 
prevention regimen until disease is resolved, enters chronic (low viral titer) 
state, or therapy is completed. Encourage optimization of health prior to next 
pregnancy.  
 Consider viral titer if patient planning pregnancy in near future. 

Hepatitis B or C 
 during pregnancy? 

At high risk for hepatitis?  
 
Hepatitis B 
 Multiple sex partners 
 IV drug use 
 Born in endemic area 
 Recent STD 
 

Hepatitis C 
 IV drug use 
 Blood transfusion or organ 
transplant prior to July 1992 
 Long-term hemodialysis 
 Undiagnosed liver disease 
(elevated ALT level) 

Yes 

Yes 

Remember the ABCs: 
 
 folic             cid 
 
             reastfeeding 
 
              ontraception 
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QUESTIONS? 

THANK YOU 


