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Introduction: 

This reference generally parallels the Becoming a Parent: Preconception Checklist.  It is 

intended to provide the health care provider with a brief explanation of the significance of the 

specific risk factors identified on the checklist. This reference is for general information purposes 

only and is not meant to serve as a guide when making patient care decisions. It is not a set of 

clinical guidelines. For more specific information on these risk factors, refer to your own 

professional literature and the references in the enclosed bibliography. 
 

The checklist has two columns, one to be completed by the woman and one by the man. It should 

be noted that some of the questions are sensitive (e.g., family violence; alcohol, tobacco, and 

other drug use) and should be asked with sensitivity and cultural care.  A referral system should 

be in place in the event that a domestic violence or drug-dependence situation is revealed.  It 

should also be noted that some of the items that men are asked to respond to are directly relevant 

to a pregnancy, while others are indirectly relevant. For example, items about nutrition may not 

directly affect a pregnancy, but are elements of a man’s lifestyle. It is important to ask these 

questions, as a man’s lifestyle affects the health of the family as a whole. 
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Has anyone in your family: 

Had birth defects (such as 

heart problems, open spine, 

cleft palate or lip, or other 

problems)? 

Possibility of sporadic, environmental, or genetic defect.  Screen for 

maternal/paternal factors that are recurrent and/or treatable.  Special 

prenatal testing may be indicated and can be discussed. Use of folic 

acid prior to conception and during early pregnancy has been shown 

to reduce the risk of certain birth defects, such as spina bifida. 

Had inherited diseases (such 

as cystic fibrosis*, 

hemophilia, sickle cell disease 

or trait, Tay-Sachs disease, 

Canavan disease, muscular 

dystrophy, Huntington chorea, 

phenylketonuria)? 

 

Possibility of genetic basis; genetic counseling and/or screening 

may be indicated.  Counseling regarding risks of recurrence may be 

offered preconceptionally. 
 

*The American College of Medical Genetics (ACMG) and the 

American College and Obstetricians and Gynecologists (ACOG) 

currently recommend that cystic fibrosis carrier screening be 

offered to non-Jewish Caucasians and Ashkenazi Jews and made 

available to other ethnic and racial groups who will be informed of 

their detectability through educational brochures, the informed 

consent process, and/or other efficient methods.  See “Laboratory 

Standards and Guidelines for Population-based Cystic Fibrosis 

Carrier Screening” Genet Med 2001;3:149-154 or 

http://www.acmg.net/StaticContent/StaticPages/CF_Mutation.pdf 
 

Also see screening recommendations in WAPC’s Laboratory 

Testing During Pregnancy (3
rd

 ed.):  

http://www.perinatalweb.org/images/stories/PDFs/Materials%20an

d%20Publication/2005_Laboratory_Testing.pdf 

Had diabetes? Possibility of sporadic, environmental, or genetic defect.  Screening 

for diabetes may be indicated. 

Attempted or committed 

suicide? 

May indicate the person was depressed, chemically dependent, or 

had another type of severe psychiatric disorder. 

Had a problem with alcohol 

or other drugs? 

May be at increased risk for alcohol or other drug abuse with 

potential risk to mother, unborn baby, and family relationships. 

Associated with family violence. 

Had depression or bipolar 

illness? 

Had anxiety disorder, panic 

disorder, obsessive-

compulsive disorder, or post-

traumatic stress disorder? 

Been hospitalized for mental 

health reasons? 

If condition is present in several of these family members, patient is 

at greater risk.   
 

Possibility of exacerbation in pregnancy and during the postpartum 

period. May indicate need for behavioral health referral, increased 

social support, or assessment by primary care provider. Consider 

referral to behavioral medicine or a mental health provider.  

Evaluate current medications. Change as needed.  
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Risk Factors Significance 
Depression is nearly as common during pregnancy as it is during 

the postpartum period. For more information, see the WAPC 

Position Statement, “Screening for Prenatal and Postpartum 

Depression,” 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20an

d%20Publication/screening_perinatal_postpartum.pdf and 

“Planning for Pregnancy: Women with Depression” at 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20an

d%20Publication/women%20with%20depression.pdf. 
 

Depression screening at least twice during pregnancy and at least 

twice during the postpartum period is advised. Simple screening 

tools are available on the WAPC website at 

http://www.perinatalweb.org/index.php?option=content&task=view

&id=86. 

Had hearing loss/ear 

abnormalities? 

Had blindness/severe vision 

problems? 

Had mental retardation, 

learning disabilities, or 

Fragile X syndrome? 

Possibility of genetic basis; genetic counseling and/or screening 

may be indicated.  Counseling regarding risks of recurrence may be 

offered preconceptionally. 

Had miscarriages, stillbirths, 

or children who died soon 

after birth? 

 

Both partners may need additional emotional support, especially if 

previous pregnancy experiences have been psychologically 

traumatic.  Miscarriage or fetal or infant death may have been due 

to a genetic, acquired, or environmental cause and should be 

investigated further. 

Had difficulty getting 

pregnant (trying for more than 

one year)? 

Search for genetic, environmental, or acquired problems in the 

maternal and paternal families.  May require referral to an infertility 

specialist. 
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Are you 16 years old or 

younger? 

Teen pregnancy: Maternal growth may not yet be completed, 

which increases the nutritional and metabolic needs of the female. 
 

Increased incidence of low birth weight, prematurity, perinatal 

mortality, and pregnancy related complications. High incidence of 

sexually transmitted infections. See www.cdc.gov/std and 

www.dhfs.wisconsin.gov/dph_bcd/STD/INDEX.HTM for more 

information.  
 

Increased need for psychosocial and financial support for male and 

female. Teen fathers need to be included in the pregnancy process, 

as well as participate in decision-making whenever possible. 

Are you 35 years old or older? Advanced maternal age:  Greater risk of chromosome trisomies, 

including trisomy 21(Down syndrome), trisomy 13, trisomy 18, and 

sex chromosome abnormalities. For Down Syndrome and Trisomy 

18 screening recommendations see WAPC’s Laboratory Testing 

During Pregnancy (3
rd

 ed.):   

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and

%20Publication/2005_Laboratory_Testing.pdf 
 

Increased risk of hypertension, diabetes, hypothyroidism, and other 

medical conditions in older women. 
 

Decrease in fertility.  Causes include endometriosis, fibroids, 

premature menopause, anovulation, leiomyomas, medical illness, 

decreasing fertility of spouse, and psychological factors.  
 

Advanced paternal age:  Sperm count may decrease with 

advancing age.  In addition, there may also be an increased risk for 

birth defects. Risk for genetic defects is based on the American 

College of Medical Genetics findings, which can be seen at 

http://www.acmg.net/Content/NavigationMenu/Publications/Practic

eGuidelines/Advanced_Paternal_Age.pdf . The risk for genetic 

defects increases linearly with age. Some studies suggest that the 

risk for sporadic dominant single-gene mutations is 4-5 times higher 

in men over 45 years compared to 20-25 year old men. There is no 

clear accepted definition of advanced paternal age.  Given the wide 

range of genetic diseases that may be related to advanced paternal 

age, there is currently no single test available for prenatal screening 

or diagnosis.  
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Do you have, or have you ever had: 
 

(Note: Many of these medical conditions in males have no impact on potential pregnancy. However, 

assessment provides an opportunity for further evaluation or treatment in the context of general 

health.) 

Sickle cell See screening recommendations for anemia and other 

hemoglobinopathies in WAPC’s Laboratory Testing During 

Pregnancy (3
rd

 ed.):   

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and

%20Publication/2005_Laboratory_Testing.pdf 

Anemia (e.g., “low iron blood 

count”)? 

 

Pregnancy stresses maternal iron stores.  Iron supplementation in 

addition to the prenatal vitamin may be necessary if iron stores are 

already low.  
 

Evaluate the patient’s MVH and MCH to investigate for abnormal 

hemoglobin.  Recommend iron studies and a hemoglobin 

electrophoresis where indicated.  If the patient’s hemoglobin is 

abnormal, counsel her and her partner regarding any effects that this 

may have on a future pregnancy, including risks to their future child. 
 

See screening recommendations for anemia in WAPC’s Laboratory 

Testing During Pregnancy (3
rd

 ed.):   

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and

%20Publication/2005_Laboratory_Testing.pdf 
 

Anemia is also associated with an increased risk for a blood 

transfusion after delivery, especially if hemorrhage occurs. 

High blood pressure? Chronic hypertension is associated with adverse pregnancy 

outcomes including premature birth, intrauterine growth restriction, 

pre-eclampsia, placental abruption, and fetal demise.  The 

physiologic changes that accompany pregnancy can also lead to 

worsening hypertension, stroke, cardiac decompensation, and renal 

failure. 
 

See the ANMC Guidelines for Management of Hypertensive 

Disorders of Pregnancy at 

www.ihs.gov/NonMedicalPrograms/nc4/Documents/HYPERT1200

4.doc for more information. 
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Heart disease? Physiologic changes during pregnancy and labor and delivery can 

result in cardiac decompensation.  During the preconception 

evaluation, it is important to clearly identify and evaluate the cardiac 

condition.  Certain cardiac conditions, such as severe pulmonary 

hypertension and a history of peripartum cardiomyopathy, are 

recognized contraindications to pregnancy.  Cardiac function should 

be optimized prior to conception.  Careful selection of medications 

for use during pregnancy is recommended.   This often requires 

consultation with other providers. 
 

The preconception encounter(s) should include counseling regarding 

risks that the heart disease poses to both the mother and future child.  

Congenital cardiac anomalies are more likely to occur if a first 

degree relative of the future child has been affected.  

Problems identified at your 

birth? 

Females and Males: Some maternal or paternal congenital defects 

may increase the occurrence of risk for defects in the fetus. Offer 

genetic counseling to determine risk and options to address the 

increased risk. 
 

Females:  Some congenital defects such as congenital heart disease 

or spina bifida may increase the risk for complications during 

pregnancy. 

Thyroid disease? Hypothyroidism in pregnancy has been associated with miscarriage 

and may result in lowered IQ performance in exposed children.  

Normal maternal thyroid function is optimal. Disorders of thyroid 

function in males have been associated with a significant, but 

reversible, effect on sperm motility. 
 

Thyroid hormone levels may change during pregnancy.  Assessment 

of thyroid status periodically may be necessary. 
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Epilepsy or seizures? Females:  Seizure frequency can be variable in pregnancy with a 

risk of maternal and fetal hypoxia during seizures.  Children born to 

mothers with epilepsy taking anti-epilepsy medications have a 4-8% 

risk of congenital anomalies. 
 

During the preconception visit, providers should discuss optimizing 

seizure control, prescribe 4mg of folic acid daily (empiric data) and 

suggest referring women with epilepsy to a genetic counselor.  

Antiepileptic drugs (AEDs) may be discontinued on a trial basis if 

the patient has had no epileptic episodes for more than two years.  If 

medication is to be continued, providers should aim to prescribe one 

single anticonvulsant at the lowest possible dose. Also see 

Neurology 2006: 67: 559-563, Optimizing treatment of epilepsy 

during pregnancy. 
 

All seizure medications carry a teratogenic risk. There is limited 

data with newer anti-epileptic agents. There is a greater risk 

associated with poly-drug therapy.  Some women choose to 

discontinue their AEDs because of the known fetal risk; however, 

there is greater risk for fetal harm with maternal seizures than 

continuing AED drugs.   
 

A resource for information regarding specific anticonvulsants and 

the known fetal risk is available through the Organization of 

Teratology Information Services (OTIS) at www.otispregnancy.org 

or 1-866-626-6847.  Also see:  

• Anti-Epileptic Drug Pregnancy Registry 

www.aedpregnancyregistry.org  

•  “Planning for Pregnancy: Women with Epilepsy” 

http://www.perinatalweb.org/images/stories/PDFs/Materials

%20and%20Publication/women%20with%20epilepsy.pdf. 

• Current Opinion in Neurology 2005: 18: 135-140, 

Teratogenicity of antiepileptic drugs: State of the art. 

(Current opinion on the teratogenicity of anti-epileptic 

agents) 
 

Females and Males:  The etiology for the epilepsy may infer a 

genetic risk for the baby to also develop epilepsy. 

Depression? 

Bipolar illness? 

Possibility of exacerbation in pregnancy and during the postpartum 

period. May indicate need for behavioral health referral, increased 

social support, or assessment by primary care provider. Consider 
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 Risk Factor Significance 
Anxiety, panic, obsessive-

compulsive disorder, or post-

traumatic stress disorder? 

referral to behavioral medicine or a mental health provider.  
 

Evaluate current medications. Change as needed.  
 

Depression is nearly as common during pregnancy as it is during the 

postpartum period. For more information, see the WAPC Position 

Statement, “Screening for Prenatal and Postpartum Depression,” 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and

%20Publication/screening_perinatal_postpartum.pdf and “Planning 

for Pregnancy: Women with Depression” at 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and

%20Publication/women%20with%20depression.pdf. 
 

Depression screening at least twice during pregnancy and at least 

twice during the postpartum period is advised. Simple screening 

tools are available on the WAPC website at 

http://www.perinatalweb.org/index.php?option=content&task=view

&id=86. 

Problems with alcohol or 

other drugs? 

May be at increased risk for alcohol or other drug abuse with 

potential risk to self, unborn baby, and family relationships. 

Associated with family violence. 

Insulin resistance, pre-

diabetes, borderline diabetes, 

or high blood sugar? 

Diabetes requiring insulin or 

other drugs? 

Females:  Maintaining good control over diabetes in women 

preconceptionally is vital; contraceptive use is recommended until 

good glucose control is achieved.  Good glycemic control during 

pregnancy is considered to be HbA1C < 6%.  Women whose 

diabetes is poorly controlled (HbA1c levels > 8.4%) have seven 

times the risk of severe fetal anomalies and a 32% chance of 

spontaneous abortion compared to women whose diabetes is under 

good control..  For more information, see the WAPC consumer 

resource, “Planning for Pregnancy: Women with Diabetes” at 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and

%20Publication/women%20with%20diabetes.pdf 
 

Males:  Ejaculatory dysfunction may affect fertility. 
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 Risk Factor Significance 
Blood clots in your legs or 

lungs? 

Females:  Women with a history of thromboembolic disease are at 

increased risk for recurrent disease during pregnancy.  The 

circumstances surrounding any episode of thromboembolic disease 

should be carefully evaluated.  If no clear etiology is identified, 

consider screening for conditions such as protein S and protein C 

deficiency, factor V Leiden or  prothrombin G20210A mutation, 

antithrombin III deficiency, and the presence of a lupus 

anticoagulant and /or anticardiolipin antibodies.  Coumadin® is a 

recognized teratogen and its use during pregnancy should be 

avoided when possible. 

Bladder or kidney infections 

or problems? 
Recurrent Infections 

A urinary tract infection increases the risk for acute pyelonephritis, 

the most common etiology of septic shock during pregnancy.  

Pyelonephritis also increases the risk of preterm labor and premature 

delivery. Educate that recurrent yeast infections may put the mother 

at risk for preterm deliver. See screening recommendations for 

bacteriuria in WAPC’s Laboratory Testing During Pregnancy 3
rd

 

ed.): 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and

%20Publication/2005_Laboratory_Testing.pdf 
 

If the woman has a history of recurring kidney infections, monitor 

for the duration of the pregnancy. 
 

Chronic Renal Disease 

Chronic renal disease can be associated with extremely poor 

pregnancy outcomes and permanent complications for the mother.  

Even if the woman’s pre-pregnancy renal function is normal, the 

pregnancy may still be at high risk.  Careful and thorough evaluation 

of the nature and extent of the disease is essential. Consider 

involving both a maternal-fetal medicine specialist and a 

nephrologist in the woman’s preconception evaluation.   
 

Kidney Stones 

Known kidney stones should be treated prior to conception as 

lithotripsy is contraindicated during pregnancy and surgery is to be 

avoided. 
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 Risk Factor Significance 
Genital herpes, gonorrhea, 

syphilis, chlamydia, or genital 

warts? 

See screening recommendations in WAPC’s Laboratory Testing 

During Pregnancy 3
rd

 ed.): 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and

%20Publication/2005_Laboratory_Testing.pdf 
 

Herpes 

If a woman acquires primary genital herpes while pregnant, there is 

a risk of fetal and neonatal involvement, especially if the infection 

occurs in the third trimester.  Couples in which the male carries 

herpes and the woman does not should observe special precautions 

to prevent transmission during pregnancy.  Preconception 

counseling should include the importance of avoiding contact 

between any herpetic lesion and the woman’s genitals, including 

oral sex.   
 

Many providers give suppressive therapy beginning at 36 weeks of 

gestation to women who have experienced episodes of genital 

herpes during the pregnancy.  
 

If the woman experiences the herpetic prodrome or a herpetic lesion 

is present at the time of delivery, cesarean delivery is required.  

HSV infection in the newborn is serious and often life-threatening.  

It is important that the newborn also be protected against acquiring 

herpes from non-genital sources. 
 

Syphilis 

The Treponema pallidum spirochetes readily cross the placenta.  

Infection at any time in the pregnancy can result in severe disease in 

the infant.  Screening for syphilis in early pregnancy is standard 

practice. 
 

Chlamydia 

Some investigators have reported that untreated cervical infection 

with Chlamydia increases the risk of preterm delivery and premature 

rupture of membranes.  The infant who acquires Chlamydia at the 

time of birth is at risk for developing pneumonia and going blind.  

Both partners should be counseled on the importance of avoiding 

infection.  Screening for Chlamydia in early pregnancy is standard 

practice. 
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 Gonorrhea 

Women who are infected with Neisseria gonorrhoeae are at 

increased risk for preterm delivery, premature rupture of 

membranes, and chorioamnionitis. Their infants are at risk for 

conjunctivitis and resulting blindness as well as death from systemic 

involvement. Both partners should be counseled on the importance 

of avoiding infection.   

An abnormal Pap smear? In order to decrease the likelihood of delaying treatment for cervical 

cancer, any abnormality should be fully investigated and treated as 

necessary prior to conception.  

Cancer? Females:  Pregnancy may exacerbate estrogen dependent cancers. 
 

Females & Males:  Chemotherapy and radiation may affect 

fertility. 
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Any other medical problems 

(such as lupus, asthma, etc.)? 

A comprehensive discussion of all the medical problems that can 

affect a pregnancy is beyond the scope of this document.   
 

Investigate each medical problem thoroughly in order to determine 

whether it poses any risks to the future pregnancy.  Adjust 

medications to those that will meet the therapeutic goals and 

minimize risks to the future fetus 
 

Consider consultation with specialists in the treatment of these 

conditions. 
 

Obesity  (BMI > 30) 

Pregnancy and obesity are associated with distinct physiologic 

alterations that accentuate each other, often making assessment, 

diagnosis and providing care for obese women a challenge.  Obese 

women are more likely to have medical problems, such as 

hypertension and diabetes, prior to pregnancy. This visit should 

begin the evaluation and optimization of the management of these 

problems.  This is also an ideal time to address weight management 

issues.  Dieting, exercise programs, pharmacotherapeutic regimes, 

and surgical procedures are more safely accomplished prior to 

conception.  Because of the dangers that undiagnosed diabetes poses 

to the pregnancy, consider screening for diabetes prior to pregnancy. 

A multidisciplinary team approach including a registered dietician is 

more likely to help the woman lose weight. For more information 

and to calculate BMIs, please see the Clinical Guidelines on the 

Identification, Evaluation and treatment of Overweight and Obesity 

in Adults at www.nhlbi.nih.gov/guidelines/obesity/ob_home.htm. 

Also see Nutrition and Your Health: Dietary Guidelines for all 

Americans at www.health.gov/dietaryguidelines, the American 

Dietetic Association at www.eatright.org, and the Surgeon General 

on Obesity at www.surgeongeneral.gov/topics/obesity. 
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 Achieving pregnancy may be more difficult for obese women.  

Many experience infertility secondary to anovulation.  The risk for 

spontaneous abortion may be increased.  Once pregnant, obese 

women are at increased risk for many complications, including 

preeclampsia, gestational diabetes, macrosomia, cesarean delivery, 

post-cesarean infections, a fetus with a neural tube defect, and 

difficult epidural placement.  
 

It is also important for the patient to realize that the children of 

women and men who are obese are more likely to become obese 
 

Asthma 

Proper control of asthma before and during pregnancy will give a 

woman the best chance to have a healthy pregnancy and fetus.  

Asthma may worsen, improve, or remain at the same severity when 

a woman becomes pregnant. In general, in the absence of severe 

disease, asthma has relatively minor effects on the pregnancy.   

Asthma, however, is associated with an increased risk for growth 

restriction, preterm delivery and pregnancy associated hypertension.  

See the comprehensive information included at the National Heart 

and Lung and Blood Institute’s web page: 

http://www.nhlbi.nih.gov/health/prof/lung/index.htm#asthma  
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Do you have HIV 

infection/AIDS? 

Female:  Risk of transmission to the neonate. 
 

Male:  Risk of transmission to woman. 
 

HIV may be passed from an HIV infected woman to her baby during 

pregnancy or delivery.  HIV may also be passed to from the mother 

to her infant through breast milk.  Medications taken during 

pregnancy may reduce the risk of transmission.  However, some 

medications used in the treatment of HIV are not recommended 

during pregnancy because they may increase the risk for birth 

defects.  Although the risk of mother-to-child transmission may be 

higher in vaginal deliveries, a vaginal delivery may be considered if 

the woman has a low viral load, an appropriate medication regimen 

and early prenatal care. 
 

See screening recommendations for HIV in WAPC’s Laboratory 

Testing During Pregnancy 3
rd

 ed.): 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and

%20Publication/2005_Laboratory_Testing.pdf 
 

For more information on treatment of women with HIV, see 

www.cdc.gov/mmwr/PDF/rr/rr5118.pdf or http://aidsinfo.nih.gov. 

Has it been more than 6 

months since you had a dental 

check up? 

-Checklist Page 3- 

Do you have any mouth or 

dental problems? 

Recent studies demonstrate a link between poor dental hygiene and 

preterm delivery. 
 

Encourage dental care to be arranged prior to pregnancy. 

Dental X-rays are not associated with an increased risk for fetal 

harm.  
 

See X-Ray Tests and Pregnancy: 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and

%20Publication/Xraytestsandpregnancy.pdf and The Safety of 

Diagnostic Imaging During Pregnancy: 

http://www.perinatalweb.org/images/stories/PDFs/WAPC_Committ

ee/x-ray%20tests%20and%20pregnancy_providers.pdf. 
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Have you been exposed to 

tuberculosis? 

Primary tuberculosis infection during pregnancy is associated with 

an increase in prematurity, low birth weight, and perinatal death.  

There does not appear to be an increased risk for birth defects. 

Tuberculosis may lead to maternal infertility and does impact 

treatment choices. 
 

Screening for tuberculosis should be done for all in women in high 

risk categories. See screening recommendations for tuberculosis and 

description of high risk groups in WAPC’s Laboratory Testing 

During Pregnancy 3
rd

 ed.): 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and

%20Publication/2005_Laboratory_Testing.pdf 

Are you frequently around 

young children? 

Possible exposure to infections from children, such as parvovirus 

and cytomegalovirus, during pregnancy may increase the risk for 

birth defects or stillbirth. Testing for prior exposure can be 

considered. See www.otispregnancy.org for more information about 

exposure of pregnant women to infections.  

Have you experienced 

physical, sexual, or emotional 

abuse; incest; or rape? 

• Violence can affect attitudes toward pregnancy, birth, and 

parenthood.  

• Worldwide, one in three women has been beaten, coerced 

into sex, or otherwise abused in her lifetime. The risk of 

being battered increases with pregnancy. 

• Aspects of pregnancy and birth may cause feelings 

associated with prior sexual abuse to be re-experienced. 

• Discuss violence and document it. Give information about 

community resources. Address safety of all family members. 

• Consider testing for sexually transmitted infections.  

• A pregnancy resulting from incest has a significantly 

increased risk for birth defects.  Refer to a genetic counselor. 

Have you ever been 

hospitalized for mental health 

reasons? 

Possibility of exacerbation in pregnancy and during the postpartum 

period. May indicate need for behavioral health referral, increased 

social support, or assessment by primary care provider.  
 

Evaluate current medications. Change as needed. Depression is 

nearly as common during pregnancy as it is during the postpartum 

period. For more information, see the WAPC Position Statement, 
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 Risk Factor Significance 
Have you ever attempted 

suicide? 

 

 

 

 

 

 

“Screening for Prenatal and Postpartum Depression,” 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and

%20Publication/screening_perinatal_postpartum.pdf and “Planning 

for Pregnancy: Women with Depression” at 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and

%20Publication/women%20with%20depression.pdf. 
 

Depression screening at least twice during pregnancy and at least 

twice during the postpartum period is advised. Simple screening 

tools are available on the WAPC website at 

http://www.perinatalweb.org/index.php?option=content&task=view

&id=86 

Do you take a multi-vitamin 

with 400 micrograms of folic 

acid every day? 

Folic acid consumption beginning at least three months before 

pregnancy and continuing through the first few weeks of pregnancy 

may reduce the incidence of children born with neural tube defects 

by 30-70%.  All women of child-bearing age should take a 

multivitamin that contains 400 mcg (0.4 milligrams) of folic acid per 

day.  It is recommended that women who have diabetes take at least 

1 mg of folic acid/day and women who have given birth to a child 

with a neural tube defect should take 4 mg/day. Please see the 

WAPC Position Statement on Folic Acid at 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and

%20Publication/folic%20acid%20statement.pdf 

or the March of Dimes Web site at 

www.marchofdimes.com/pnhec/173_769.asp for more information. 

Are you taking any 

prescription drugs? 

Females:  Risk of placental transfer of the drug may put the fetus at 

risk for congenital anomalies or other developmental problems.  

Detailed review of all medications must be completed.  Risks and 

benefits of continuing medication should be reviewed on a case by 

case basis. Drug therapy for chronic diseases should be optimized 

prior to pregnancy. 
 

See the Office of Women’s Health listing of pregnancy exposure 

registries for medication use in pregnancy: 

http://www.fda.gov/womens/registries/default.htm. See also 

www.otispregnancy.org for more information about exposure of 

pregnant women to medications. 
 

Males and Females:  May give an indication of the relative health 

and well-being of the couple.  Can be a trigger to determine if other 

health issues may need to be addressed at this time. 
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Do you use over-the-counter 

(non-prescription) drugs? 

Females:  OTC medications can cross the placenta and may put the 

fetus at risk for congenital anomalies or other developmental 

problems.  Encourage minimal use of OTC medications during 

pregnancy. 
 

Males and Females:  May give an indication of the relative health 

and well-being of the couple.  Can be a trigger to determine if other 

health issues may need to be addressed at this time. 

Do you take any vitamins, 

minerals, or herbal or food 

supplements? 

Risks for toxicity with “megadoses” such as Vitamin A 

(teratogenic), Vitamin C (neonatal scurvy), and Vitamin D 

(hypocalcemia, growth retardation).  Adequate doses of vitamins 

taken at RDA recommendations, and containing 400 mcg (0.4 

milligrams) folic acid, are available in most multivitamins. 
 

Deficiencies of iron and calcium are common in pregnant women.  

Women need 1200 mg of calcium/day and 30 mg iron/ day. 
 

The effects of herbal/food supplements on pregnancy are largely 

unknown. Herbal compounds are often potent medications. They 

can also interact with other medications. Some herbals are safe 

while others are contraindicated during pregnancy. Some 

preparations can contain harmful levels of other substances (lead, 

arsenic, cyanide, etc).  It is important to ask specifically about herbal 

or other complementary medicines. 
 

Vitamins and other nutritional substances are usually not considered 

substitutes for a balanced diet. Refer to the following references on 

herbal medicines:  
 

Natural Medicines Comprehensive Database, 

www.naturaldatabase.com 
 

Physician’s Desk Reference (PDR) for Herbal Medicines (4
th

 ed.) 

October 2007. 
 

The Complete German Commission E Monographs: Therapeutic 

Guide to Herbal Medicines (1998) American Botanical Council. 

Have you had or been immunized against: 

German measles (rubella)? 

Chicken pox (varicella 

zoster)? 

Immunity to certain viruses should be ascertained and documented.  

At a minimum, immunity to rubella, varicella, and hepatitis B virus 

should be established so that vaccination can be offered prior to 
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Hepatitis B? pregnancy if needed.  Birth defects and maternal disease can be 

prevented with appropriate vaccination. 
 

In most circumstances, vaccination during pregnancy is not 

recommended.  Recommended waiting times after vaccination and 

before conception vary from 1 month to 3 months.  If vaccination 

occurs inadvertently during pregnancy, check the CDC website at 

www.cdc.gov/nip/publications/preg_guide.htm.  Only influenza 

(inact.), tetanus/diptheria and hepatitis B routine vaccines are 

recommended during pregnancy.  Meningococcal and rabies may be 

administered in special circumstances. 
 

See screening recommendations in WAPC’s Laboratory Testing 

During Pregnancy 3
rd

 ed.): 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and

%20Publication/2005_Laboratory_Testing.pdf 

Mumps? Males: Mumps that infect the testicles during puberty may cause 

reduced fertility. 
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Do you know of any 

problems with your 

reproductive organs?  

Review and determine potential impact on fertility and pregnancy. 

Did you ever have 

epididymitis or an infection 

in your reproductive organs? 

May affect fertility.    

Have you ever had surgery 

on your penis or testicles? 

May affect fertility.  Testicular damage may affect sperm count.  Vas 

deferens interruption will prevent sperm transport. 

Have you had any 

miscarriages? 

If either partner has experienced multiple consecutive miscarriages (3 

or more) or a second trimester fetal loss, investigate for an underlying 

cause.  
 

Previous cervical dilation may increase the risk of cervical 

insufficiency. 
 

Discuss possible emotional stress in subsequent pregnancies. Screen 

and manage depression and other mental health issues as appropriate. 

Have any of your children 

been stillborn or died soon 

after birth? 

Investigate for an etiology. If no etiology is found, close surveillance 

may be considered. 
 

Please see the WI Stillbirth Service Program Web site for more 

information, www.wisc.edu/wissp. 
 

Discuss possible emotional stress in subsequent pregnancies. Screen 

and manage depression and other mental health issues as appropriate. 

Have any of your children 

weighed less than 5 ½ 

pounds at birth? 

Investigate for an etiology.  If no clear etiology is discernable, 

consider ultrasound assessment in the next pregnancy. 
 

Have any of your children 

weighed more than 9 pounds 

at birth? 

If patient is overweight or obese, recommend losing weight prior to 

conception. Consider screening for diabetes. Pre-gestational diabetes 

is associated with numerous complications, including an increased 

rate of spontaneous abortion and fetal anomalies.  Excellent glucose 

control prior to conception minimizes these risks. (Also see obesity 

information on pages 12-13 of this reference guide.) 

Did any of your children 

need care in an intensive care 

nursery? 

Inquire and investigate thoroughly in order to plan for the next 

pregnancy. 

Did any of your children 

have to stay in the hospital 

after you or your partner 

Inquire and investigate thoroughly in order to plan for the next 

pregnancy.  Discuss possible emotional stress in subsequent 

pregnancies. Screen and manage depression and other mental health 
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went home? issues as appropriate. 

Do you have any questions 

or concerns about being able 

to become pregnant, or to 

father a child? 

Address concerns and determine potential implications on fertility 

and pregnancy. 

Are you using anything to 

prevent pregnancy? 

Counsel them on contraceptive options if delaying pregnancy is 

advisable.  When appropriate, counsel the couple on how and when to 

discontinue contraception.   

Do you have endometriosis? May affect fertility.  Endometriosis is associated with decreased 

fertility and dyspareunia.   

Have you ever had surgery 

on your ovaries, uterus, 

cervix, fallopian tubes, or 

vagina? 

May affect fertility.    
 

If the woman has undergone pelvic surgery, she faces an increased 

risk of infertility and, if she does conceive, ectopic pregnancy.   
 

If she has ever been treated for an ectopic pregnancy, her risk for 

another ectopic pregnancy is very high.  Consider following any 

future pregnancy very closely to investigate for another ectopic 

pregnancy.  
 

If she has been treated with a cervical cerclage in the past, evaluate 

for the need for this in her next pregnancy. Address any concerns 

related to previous surgical procedures on the cervix. 
 

If she has been delivered by cesarean, evaluate whether she is a 

candidate for an attempt at vaginal delivery.  Labor is contraindicated 

if the uterine incision was classical. 
 

If she has undergone surgery on the uterus, evaluate whether she is a 

candidate for an attempt at vaginal delivery.  

Did you every have Pelvic 

Inflammatory Disease (PID) 

or an infection in your tubes 

or pelvis? 

Increased risk for infertility and, if she does achieve pregnancy, 

ectopic pregnancy. 

In any past pregnancies, did 

you have any problems (such 

as high blood pressure, 

diabetes, vaginal bleeding, 

premature labor, signs that 

the baby was in trouble, or 

difficult deliveries)? 

Inquire and investigate thoroughly in order to plan for her next 

pregnancy.   
 

Discuss possible emotional stress in subsequent pregnancies. Screen 

and manage depression and other mental health issues as appropriate. 

 

Do you have a menstrual Abnormal menstrual cycles require further evaluation.  Possible 
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period every month? etiologies include anovulation, oligo-ovulation and infection.  It is 

also important to exclude cancer as the etiology for the abnormal 

periods. Also difficulty with early pregnancy diagnosis and dating. 

An ultrasound may be necessary to determine a due date if the woman 

has irregular cycles. 

Have you ever had 

abdominal surgery (for 

example, removal of the 

appendix)? 

If the woman has undergone pelvic surgery she faces an increased 

risk of infertility and, if she does conceive, ectopic pregnancy.   

 

Have you had a child in the 

last year? 

An interpregnancy interval (from the birth of one child until the 

conception of the next) of less than 18 months has been associated 

with an increased risk of preterm birth, low birth weight, and growth 

restriction. There are some situations, however, such as maternal age 

over 35, where delaying the attempt to conceive may not be desirable.  
 

Parenting may be more challenging if children are close in age. 

Have you been pregnant 5 or 

more times? 

Increased risk for uterine atony, postpartum hemorrhage, placenta 

previa, abruption placenta, and/or precipitous delivery.   
 

Possible advanced maternal age.  
 

Parenting may be more challenging. 
 

May require increased financial resources. 

Have you had any abortions? Previous cervical dilation, especially for a second trimester abortion, 

may increase risk of cervical insufficiency. 
 

Discuss possible emotional stress in subsequent pregnancies. Screen 

and manage depression and other mental health issues as appropriate. 

Have you delivered a baby 

early? 

Inquire and investigate thoroughly in order to plan for her next 

pregnancy.  Having a baby early is the biggest risk factor for 

subsequent preterm deliveries. 
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Are you happy with your 

weight? 

Answer reflects respondent’s body image.  Dietary counseling to 

discuss nutritional needs during pregnancy may be needed. 
 

Refer to the “Obesity” section on pages 12-13 of this reference 

guide. 

Do you have or have you 

ever had an eating disorder 

(for example, anorexia or 

bulimia)? 

Eating disorders such as anorexia and bulimia interfere with 

adequate nutrition during pregnancy. It may be beneficial to refer 

to a mental health provider and a nutritionist for counseling and 

food management strategies. 

Do you ever eat laundry 

starch, clay, dirt, ice, or other 

things that are not food?  

Pica, or substitution with non-foods, could indicate iron 

deficiency. Potential risk of toxicities (e.g., lead in plaster). Pica 

can lead to inadequate nutritional intake and lead to constipation 

and anemia. 

Are you on a special diet 

(e.g., weight loss or gain, 

vegetarian, etc.)? 

Diet must be modified to meet increased nutritional needs of 

pregnancy, especially protein.  
 

May affect the dietary intake of other family members. 
 

Women on vegetarian diets should ensure adequate cobalamine 

(B12), Vitamin D, and protein intake. Refer to registered dietician 

for nutrition counseling. Recommend vitamin supplement. 
 

Poor food choices and habits may require modification. Some 

high protein diets may result in ketosis. In pregnancy, ketosis 

must be avoided due to an increased risk for neural tube defects. 
 

Women may resist gaining recommended weight. 

Do you skip meals? Females: Pregnancy requires regular nourishment. Small 

frequent meals may be better tolerated. Skipping meals can lead 

to ketosis. In general, dieting during pregnancy is not 

recommended as it may compromise nutrition. 
 

Males: Good health requires regular nourishment. Skipping 

meals may influence the health habits of the family. 

Do you ever eat raw or very 

rare meats or fish? 

Increases risk of food-born illness, for example, E. coli infection 

and salmonella. 
 

Intestinal parasites, toxoplasmosis or trichinosis may be 

acquired. 
 

Fetal affects of toxoplasmosis infection during pregnancy include 

growth and mental retardation, hydrocephalus, microcephaly, 
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convulsions, and deafness. Eye disease may also occur. 

Do you eat fish more than 

once a week? 

Certain fish, including swordfish, shark, king mackerel and 

tilefish should be avoided during pregnancy due to high levels of 

methylmercury. The FDA reports that you can eat up to 12 

ounces of most fish per week during pregnancy. Please see 

http://www.otispregnancy.org/pdf/methylmercury.pdf for more 

information. 

Do you eat unpasteurized 

dairy products? 

Do you eat soft cheeses such 

as feta, blue, brie, or 

Mexican-style cheeses (does 

not include cream cheese and 

processed cheese spreads)? 

These types of foods, as well as deli meats, can be contaminated 

with listeria. Listeria causes a flu-like illness with symptoms of 

fever, chills, muscle aches, and back pain. Listeriosis can cause 

serious problems for the fetus including miscarriage or stillbirth. 

It is best to avoid deli meats, prepared salads, unpasteurized 

cheeses, and soft cheeses (unless heated until steaming) during 

pregnancy. 

Are there foods that don’t 

agree with you or that you 

are allergic to? 

Supplementation may be required (e.g., Women with milk 

allergy will require calcium supplementation.). 

Do you eat a variety of foods 

(e.g., breads and cereals, 

fruits and vegetables, dairy 

products and meats)? 

A well-balanced diet is necessary for good health.  
 

A daily diet should include adequate servings of carbohydrates, 

vegetables and fruits, dairy products, and protein sources.  
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Do you work with metals or 

chemicals at work or at 

home (paint strippers, oven 

cleaners, pesticides, 

ceramics or solder, 

pesticides, etc.)? 

Exposure to certain metals, pesticides and chemicals (e.g. lead 

and glycol ethers) can lead to premature labor, low birth weight 

infants, miscarriage, impaired male (decrease in sperm count) 

and female fertility and may be harmful to the developing fetus 

or young children.  Contact the National Pesticide Information 

Center (1-800-858-7378), Poison Control Center (1-800-222-

1222), OTIS pregnancy (866-626-6847), or the Pregnancy Risk 

Line (Teratogenicity) at 801-328-2229 for more information. 
 

Minimize exposure.  Wear personal protective equipment at all 

times of exposure and ensure good ventilation systems are in 

place.  Avoid working with leaded glass. 

Are you exposed to high 

levels of heat at work or 

home or frequently use hot 

tubs, whirlpool baths, or 

saunas? 

Females: High levels of heat exposure during pregnancy have 

been associated with an increased risk of miscarriage, low birth 

weight, and neural tube defects.  Advise pregnant women to 

abstain from using hot tubs, saunas, or whirlpool baths.   
 

Males: Heat may temporarily impair male fertility.  Contact the 

National Institute for Occupational Safety and Health (NIOSH) at 

www.cdc.gov/niosh or call 1-800-35-NIOSH for more 

information.   

Do you have a job that is 

physically hard work (heavy 

lifting, prolonged standing)? 

Females: Physically demanding work may increase the chance of 

injury later in pregnancy as body mechanics change (e.g., back 

strain with heavy lifting, difficulty bending).  Contact the 

National Institute for Occupational Safety and Health (NIOSH) at 

www.cdc.gov/niosh or call 1-800-35-NIOSH for more 

information.   
 

Females and Males: Physically strenuous work may lead to 

increased stress levels. 

Do you work with radiation 

or will you be exposed to X-

rays? 

Females: High levels of ionizing radiation may cause 

miscarriage, birth defects, low birth weight, developmental 

disorders, and childhood cancers. Contact the National Institute 

for Occupational Safety and Health (NIOSH) at 

www.cdc.gov/niosh or call 1-800-35-NIOSH for more 

information.   
 

Females and Males: High levels of ionizing radiation can also 

cause both male and female infertility.  
 

When necessary, radiation due to imaging during pregnancy 
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(e.g., dental X-rays) is generally safe.  
 

See X-Ray Tests and Pregnancy: 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20

and%20Publication/Xraytestsandpregnancy.pdf and The Safety of 

Diagnostic Imaging During Pregnancy: 

http://www.perinatalweb.org/images/stories/PDFs/WAPC_Com

mittee/x-ray%20tests%20and%20pregnancy_providers.pdf. 

Are you exposed to lead at 

home or work (through paint 

removal, remodeling, battery 

making, soldering, welding, 

radiator repair, or working at 

a firing range)? 

Females:  Discuss risks for high level lead exposure and methods 

to reducing exposure.  High lead levels during pregnancy are 

associated with decreased IQ, concerns about infant 

neurobehavorial development, miscarriage and low birth weight.  

Contact the National Institute for Occupational Safety and Health 

(NIOSH) at www.cdc.gov/niosh or call 1-800-35-NIOSH for 

more information.  Lead poisoning resulting in miscarriage or 

stillbirth is rare. 
 

Fetal blood lead levels are 80% to 90% of maternal levels.  

Contact your local public health department for assistance in 

assessing for  potential lead exposure in home, hobby, workplace, 

food and non-food sources.  If results of this assessment indicate 

a significant exposure, consider analyzing blood lead levels. 
 

If maternal blood lead levels are greater than 10 micrograms per 

deciliter, initiate nutrition counseling and intervention to reduce 

environmental exposure. 
 

Female and Male: Exposure to lead may lead to infertility in 

both males and females. 
 

For more information, see the Consumer Product Safety 

Commission Report “Protect your family from lead in your 

home” at http://www.cpsc.gov/cpscpub/pubs/426.pdf. 

Paint chips and dust from lead paint in old buildings are the 

primary routes of children's exposure to lead, but EPA estimates 

that up to 20 percent of a person's background exposure may be 

due to lead in drinking water - and the percentage is higher for 

infants drinking formula mixed with contaminated drinking 

water.  High exposures to lead in utero have been linked to lower 

IQ, miscarriage and low birth weight. In infants and young 

children, continuous exposure to high levels of lead may result in 

delays in physical or mental development, deficits in attention 
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span, and learning disabilities. For adults, such exposure may 

result in kidney problems or high blood pressure. 

Do you have contact with a 

cat litter box? 

Toxoplasmosis can be transmitted via cat feces and lead to 

miscarriage, birth defects, and developmental disorders in the 

infant.  Contact the National Institute for Occupational Safety 

and Health (NIOSH) at www.cdc.gov/niosh or call 1-800-35-

NIOSH for more information.  A woman can wear rubber gloves 

and mask if she herself must change the litter box daily or she 

can have another person do it.  Good hand washing is essential. If 

she must change the litter box, testing for evidence of previous 

exposure to toxoplasmosis may also be considered. This 

exposure signifies that the woman is not at risk for giving birth to 

a child with congenital toxoplasmosis. 
 

See screening recommendations for toxoplasmosis in WAPC’s 

Laboratory Testing During Pregnancy 3
rd

 ed.): 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20

and%20Publication/2005_Laboratory_Testing.pdf 

Has your drinking water 

been tested for lead, nitrates, 

or other contaminants? 

If your drinking water was 

tested, were any 

contaminants found? 

Pesticides or industrial wastes can be present in concentrations 

which could be toxic to the fetus or newborn.  Water 

contaminated with chlorination by-products has been associated 

with cardiac, respiratory, and urinary tract birth defects. 

Additionally, human epidemiological studies report an 

association between chlorinated drinking water and reproductive 

and developmental outcomes such as spontaneous abortion, 

neural tube defects, pre-term delivery, intrauterine growth 

retardation, and low birth weight. More specifically, evidence 

suggests that drinking water containing trihalomethanes (THMs) 

may be associated with stillbirth, infants born small-for-

gestational-age, neural tube defects, and spontaneous abortions.  

Trichloroethylene (TCE) contaminated water may be associated 

with neural tube defects, oral clefts, cardiac defects and choanal 

atresia, although fewer studies examining the effects of TCEs 

have been conducted.      
 

Maternal exposure to arsenic through drinking water has been 

significantly associated with spontaneous abortion, stillbirth, 

reduced birthweight, and preterm birth. 
 

Infants who are exposed to nitrates through contaminated well 

water used in infant formula preparation are at a significant risk 

for methemoglobinemia.  Infants exposed to nitrates in utero 
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through the maternal ingestion of contaminated drinking water 

are at an elevated risk for intrauterine growth restriction, 

prematurity and malformations of the musculoskeletal and 

central nervous systems, including anencephaly. 
 

For more on exposure to drinking water contaminated with lead, 

see the “Lead Exposure” section on pages 25-26 of the reference 

guide. 
 

Check the Department of Natural Resources Web site for a list of 

state-certified private labs where water can be tested: 

www.dnr.state.wi.us/org/es/science/lc/INFO/LabLists/com_labs.

pdf.  The State Lab of Hygiene can test water for nitrate, bacteria, 

fluoride and arsenic.  The WI Groundwater Center at UW-

Stevens Point can also perform tests. To locate other state 

certified laboratories in your area contact the Safe Water Hotline 

at 1-800-426-4791 or www.epa.gov/safewater/labs. Your local 

public health department may have kits for water testing as well.   
 

You may go to this Web site 

http://www.epa.gov/safewater/contaminants/index.html for a 

listing of other water contaminants and their associated health 

risks. 

Are family, friends, or work 

problems complicating 

things? 

Females: Increased stress during pregnancy has been shown to 

increase the risk for miscarriage, preterm birth, and low birth 

weight.  The lack of a supportive social network may cause the 

woman to delay access to prenatal care or she may have only 

limited care due to restrictions placed on her by her partner or her 

employer.   
 

Females and Males:  Increased stress may lead to increased use 

of tobacco, alcohol and other drugs.  Incidents of domestic 

violence often are associated with alcohol and drug use, 

especially if the pregnancy was unplanned.   

  

Evaluate /screen for her personal safety.  Offer community 

resources for victims of domestic violence.  Offer or seek out 

community resources for parenting support groups or other 

groups that would expand her support network.  Consider 

offering counseling or discuss other options to reduce stress. 

-Checklist Page 8- 

Do you smoke cigarettes? Females: Pregnant women who smoke are at increased risk of 
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If yes:  How many per day? 

 

ectopic pregnancy, miscarriage, and stillbirth.  Infants born to 

mothers who smoke are at increased risk of prematurity, low 

birth weight, asthma and other respiratory illnesses, and infant 

death including Sudden Infant Death Syndrome (SIDS).   
 

Females and Males: Smoking increases health risks for both 

men and women, including risks for various cancers and 

cardiovascular disease. 
 

For more information, see the following web sites:  

• American Lung Association at www.lungusa.org,  

• March of Dimes Web site at www.marchofdimes.com 

(search for “smoking)  

• Wisconsin Department of Health and Family Services at 

http://dhfs.wisconsin.gov/tobacco. 

Hotline resources include the following: 

• Wisconsin Tobacco Quitline – 877-270-STOP 

• Wisconsin Women’s Health Hotline – 800-218-8408 

• Maternal and Child Health Hotline – 800-722-2295.  

Do you breathe second-hand 

smoke? 

Breathing second-hand smoke is a health hazard for all who are 

exposed, including the fetus, infants, and children. 

Environmental tobacco smoke is a risk factor for Sudden Infant 

Death Syndrome (SIDS) and respiratory disease in infants.  

Do you drink beer, wine, or 

hard liquor? 

 

Females:   Use in women who are pregnant can cause Fetal 

Alcohol Spectrum Disorders (FASD), including Fetal Alcohol 

Syndrome (FAS) in the infant.  The brain damage that occurs 

with prenatal alcohol exposure can result in life-long problems 

with learning, memory, attention and problem-solving.  FASD is 

totally preventable.  There is no safe time, no safe type and no 

safe amount of alcohol to consume during pregnancy. 
 

Alcohol use should be avoided while trying to get pregnant (i.e., 

2
nd

 half of cycle) as early exposure can cause problems. 
 

Females and Males:  Alcohol consumption can lead to 

behavioral changes that are linked to accidents and domestic 

violence, including spousal and child abuse. 

How many drinks does it take 

to make you feel high? 

(tolerance) 
 

Have people annoyed you by 

These 4 questions are referred to as the TACE questions 

(T=tolerance, A= annoyed, C=cut down, E=eye opener).  Used 

together they can help differentiate risk drinkers from non-risk 

drinkers.  The questions are scored by giving 2 points for T if it 

takes >2 drinks to get high, and 1 point each for A, C, E if the 



HEALTH CARE PROVIDER REFERENCE 

TO 

BECOMING A PARENT: PRECONCEPTION CHECKLIST 
 

 

Page 29 of 39 
Revised October 2007 

HOME, WORK, OR SOCIAL HAZARDS 

 

Risk Factor Significance 
criticizing your drinking? 

 

Have you felt you ought to 

cut down on your drinking? 

 

Have you ever had a drink 

first thing in the morning to 

steady your nerves or get rid 

of a hangover? (eye opener) 

response is “yes.”  A total score of 2 or more is considered 

positive for identifying risk drinkers. 
 

Alcohol abuse and addiction affects fertility and the ability to 

effectively parent a child.  It is also a warning sign for family 

dysfunction and violence. Drinking increases a woman’s risk of 

becoming a victim of violence and sexual assault, and makes 

women more vulnerable to unsafe and unplanned sex.  Women 

are more likely than men to suffer serious health effects of 

alcohol abuse and alcoholism including alcohol hepatitis, 

alcohol-induced brain damage, cancers of the digestive tract, 

head and neck, and cardiovascular disease.  These risks can have 

serious and profound effects on the entire family. 
 

Additional information is available at the following websites:   

• Alcoholics Anonymous, www.alcoholics-anonymous.org 

• National Institute on Alcohol Abuse and Alcoholism, 

www.niaaa.nih.gov 

• Substance Abuse & Mental Health Services 

Administration, www.samhsa.gov 

• Substance Abuse Treatment Facility Locator, 

www.findtreatment.samhsa.gov/ 

• Wisconsin Women’s Education Network on Addiction, 

Recovery & Prevention, www.dcs.wisc.edu/pda/wwen 

Do you use any recreational 

or street drugs (e.g. 

marijuana, cocaine, crack, 

etc.)? 

Females: Recreational drug use can be hazardous for both the 

mother and the fetus. The fetus is at risk for addiction and 

neonatal withdrawal syndrome. Adverse outcomes may include 

fetal and infant death, low birth weight, premature birth, and 

behavior changes in newborns such as more crying than normal 

and trouble eating and sleeping. . 
 

Females and Males:  May affect the ability to effectively parent 

a child.  May affect fertility. 
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Risk Factor Significance 
-Checklist Page 10- 
Do you have thoughts about: 

• What is a “perfect” 

child? 

• What is a “perfect” 

parent? 

Individuals’ expectations and intentions about parenting are best 

addressed before pregnancy. Reflect with them on their 

expectations. Provide anticipatory guidance about life with 

children. 

Is pregnancy likely to cause 

problems in the following: 

• Family finances? 

• Living space? 

• Your career plans? 

• Child care? 

• Your social life? 

• Your independence 

and privacy? 

Considering these changes in preparation for parenting invites 

problem solving and developing competencies. By considering 

these changes in advance, individuals can be more certain of 

their readiness to parent. 

Is there anything that makes 

you wonder if you are 

capable of being a parent? 

Parents may have fears/anxieties that are not addressed in the 

checklist. Consider referral to preconception classes. 

 

 

 

 

 

 

 

 

 



HEALTH CARE PROVIDER REFERENCE 

TO 

BECOMING A PARENT: PRECONCEPTION CHECKLIST 
 

 

Page 31 of 39 
Revised October 2007 

 

BIBLIOGRAPHY 

ACOG Committee Opinion No. 282 (Jan. 2003) “Immunization during pregnancy” 101(1): 207-212. 

 

ACOG Patient Education Pamphlet AP001: Nutrition During Pregnancy. (July 2007) 

 

ACOG Technical Bulletin: Preconceptional care. (1995) International Journal of Gynaecology and 

Obstetrics 50 (2): 201-7. 

 

ACOG Technical Bulletin 179: Nutrition During Pregnancy. (April 1993) 

 

Agency for Toxic Substances and Disease Registry (1998) “Reproductive and developmental hazards.” 

46(2): 57-65. 

 

Ahmad, S.A.; Sayed, M.H.; Barua, S.; Khan, M.H.; Faruquee, M.H.; Jalil, A.; Hadi, S.A.; and Talukder, 

H.K. (June 2001) “Arsenic in drinking water and pregnancy outcomes.” Environ. Health 

Perspect. 190(6): 629-31. 

 

Aikey-Keller, B. (1990)  Preconception-A Woman’s Guide to Preparing for Pregnancy and Parenthood.  

Minneapolis, MN: ICEA. 

 

Alexander, G.& Lorenbrot, C.  (1995) “The role of prenatal care in preventing low birth weight.”  Future 

 Child 5 (1): 103-20. 

 

Allston, A. (2002) “Improving women’s health and perinatal outcomes: Snapshot of the impact of oral  

disease.” Women’s and Children’s Health Policy Center, Johns Hopkins  

Bloomberg School of Public Health, Baltimore, MD www.jhsph.edu/wchpc/pub/oralfacts.pdf.  

 

American Academy of Pediatrics (Oct. 1997) “Noise: A hazard for the fetus and newborn.” 100(4): 724- 

727. 

 

American Academy of Pediatrics and American College of Obstetricians and Gynecologists (1992)  

“Guidelines for perinatal care.”  

 

American Botanical Council (1998) The Complete German Commission E Monographs: Therapeutic 

Guide to Herbal Medicine. 

 

American College of Medical Genetics (2001-2004) “Multiple marker  

screening in women 35 and older.” http://www.acmg.net/resources/policies/pol-022.asp. 

 

American College of Medical Genetics (2001-2004) “Guidance for genetic counseling in  

advanced paternal age.” http://www.acmg.net/resources/policies/pol-016.asp. 

 

American College of Obstetricians and Gynecologists (1989) “Standards for obstetric-gynecologic  

services, 7th edition.” 

 

ANMC (2004) “Guidelines for management of hypertensive disorders in pregnancy.”  

www.his.gov/NonMedicalPrograms/nc4/Documents/HYPERT12004.doc. 



HEALTH CARE PROVIDER REFERENCE 

TO 

BECOMING A PARENT: PRECONCEPTION CHECKLIST 
 

 

Page 32 of 39 
Revised October 2007 

 

BIBLIOGRAPHY 

 

Bauer, W.& Ludka, D. (March/April 1995) “Getting pregnancy off to a good start--before it starts.”  

Contemporary Nurse Practitioner (Published as a special edition of Contemporary OB/GYN) 16-

26. 

 

Bhatt, R.V. (July 2000) “Environmental influence on reproductive health.” International Journal of 

Gynaecology & Obstetrics 70(1): 69-75. 

 

Botto, Lorenzo D.; Moore, Cynthia A.; Khoury, Muin J.; and Erickson, David J. (May 2003) “Neural-

tube defects.” New England Journal of Medicine 341(20): 1509-1519. 

 

Bove, Frank; Shim, Youn; and Zeitz, Perri (Feb. 2002) “Drinking water contaminant and adverse 

pregnancy outcomes: A review.” Environmental Health Perspectives 110(1): 61 – 74. 

 

Brundage, S.C. (June 2002) “Preconception Health Care.” Am Fam Physician. 65(12): 2507-2514 

 

Brundage, S.C. & Strossner, M. (Oct. 2002) “Genetics issues in preconception health care.” J.S.C. Med. 

Assoc. 98(6): 255-9.  

 

Brundage, Stephanie C. (2002) “Preconception health care.” American Family Physician 65: 2507-14,  

2521-2. 

 

Bukowski, J.; Somers, G.; and Bryanton, J. (April 2001) “Agricultural contamination of groundwater as a  

possible risk factor for growth restriction or Prematurity.” J. Occup. Environ. Med. 43(4): 377-83. 

 

Carmichael, S.L.; Shaw, G.M.; Schaffer, D.M.; Laurent, C. & Selvin, S. (Dec. 2003) “Dieting behaviors 

and risks of neural tube defects.” Am. Journal of Epidemiology 158(12): 1127-31. 

 

Cefalo, R. & Moos, M.(1995) Preconceptional Health Care: 2
nd

 Edition, Mosby. 

 

Center for Disease Control & Prevention (Feb. 2002) “Barriers to dietary control among pregnant women 

with phenylketanuria.” United States 51(6). 

 

Center for Disease Control & Prevention (2004) “Guidelines for vaccinating pregnant women.” 

http://www.cdc.gov/nip/publications/ACIP-list.htm. 

 

Center for Disease Control & Prevention (March 2003) “Key clinical activities for quality asthma  

care.” 52(RR-6). 

 

Center for Disease Control & Prevention (Jan. 2003) “Neurologic impairment in children associated with 

maternal dietary deficiency of cobalamin.” MMWR, 52(4). 

 

Center for Disease Control & Prevention (April 2006) “Recommendations to Improve Preconception 

Health and Health Care—United States.” MMWR, 55(RR06);1-23 

 

 

 



HEALTH CARE PROVIDER REFERENCE 

TO 

BECOMING A PARENT: PRECONCEPTION CHECKLIST 
 

 

Page 33 of 39 
Revised October 2007 

BIBLIOGRAPHY 
 

Center for Disease Control & Prevention (May 2003) “Women with smallpox vaccine exposure during  

pregnancy reported to the National Smallpox Vaccine in Pregnancy Register.” MMWR, 52(17):  

386-388. 

 

Cesario, Sandra K. (April/May 2003) “Obesity in pregnancy: What every nurse needs to know.” 

AWHONN Lifelines 7(2): 118-125. 

 

Confavreux, C. et al (1998) "Rate of pregnancy-related relapse in multiple sclerosis. " New England 

Journal of Medicine 339: 285-91. 

 

Conover, Elizabeth Ann (March 2002) “Over-the-counter products: Nonprescription medcations, 

nutraceuticals, and herbal agents.” Clinical Obstetrics & Gynecology 45(1): 89-98. 

 

Conway, T.; Mason, E.; and Hu, T. (1994) “Attitudes, knowledge, and skills of internal medicine  

residents regarding pre-conception care.”  Academic Medicine 69(5): 389-91. 

 

Council on Scientific Affairs, Advisory Panel on Reproductive Hazards in the Work Place (1985)  

“Effects of toxic chemicals on the reproductive system.” Journal of the American Medical  

Association 253(23): 3431-7. 

 

Croen, L.A.; Todoroff, K.; and Shaw, G.M. (Feb. 2001) “Maternal exposure to nitrate from drinking  

water and diet and risk for neural tube defects.” Am. J. Epidemiology 153(4): 325-31. 

Curry MA, Perin N, Wall E. Effects of abuse on maternal complications and birth weight in adult and 

adolescent women. Obstet Gynecol 1998;92:530-534 

Czeizel, A. & Susanszky, R. (1994) “Diet intake and vitamin supplement use of Hungarian women during 

the preconceptional period.”  International Journal for Vitamin and Nutrition Research 64(4):  

300-5. 

 

De-Kun, L.
 
, Janevic, T., Odouli, R., & Liu,L. (2003) “Hot tub use during pregnancy and the risk of 

miscarriage” Am J Epidemiol 158: 931-937. 

 

Dodds, L; King, W.; Allen, A.C., Armson, B.A.; Fell, D.B.; and Nimrod, C. (March 2004) 

“Trihalomethanes in public water supplies and risk of stillbirth.” Epidemiology 15(2): 179-86. 

 

Douglas, David (2003) “Untreated asthma curbs fetal growth.” Obstetrics & Gynecology 102: 1-14. 

 

Ebert, A. (December 1995) “Preconception care: A role for the pharmacist.”  Wisconsin Pharmacist 10:  

12. 

 

Emory University School of Medicine, Dept. of Human Genetics, Division of Medical Genetics (2001)  

“Maternal age risks.” www.genetics.emory.edu. 

 

Faroon, O.M.; Keith S.; Jones D.; and de Rosa, C. (April 2001) “Effects of polychlorinated biphenyls on  

development and reproduction.” Toxicol. Ind. Health 17(3): 63-93. 

 



HEALTH CARE PROVIDER REFERENCE 

TO 

BECOMING A PARENT: PRECONCEPTION CHECKLIST 
 

 

Page 34 of 39 
Revised October 2007 

BIBLIOGRAPHY 
 

 

Franko, D.L. & Spurrel, E.B. (June 2000) “Detection and management of eating disorders during  

pregnancy.” Obstet. Gynecol. 95(6 pt1): 942-6. 

 

Frey, Keith A. (2002) “Preconception care by the non-obstetrical provider.” Mayo Foundation for  

Medical Education and Research 77: 469-473. 

 

Gibb, D.; Hockey, S.; Brown, L.; and Lunt, H. (1994) “Attitudes and knowledge regarding contraception 

 and pre-pregnancy counseling in insulin dependent diabetes.”  New Zealand Medical Journal 107 

 (990): 484-6. 

 

Goldenberg, R. (1996) “Prepregnancy weight and pregnancy outcome.”  Journal of the American Medical 

 Association 275(14): 1127-8. 

 

Grody, Wayne W.; Cutting, Gary R.; Klinger, Katherine W.; Richards, Carolyn Sue; Watson, Michael S.;  

and Desnick, Robert J. (2001) “Laboratory standards and guidelines for population-based cystic  

fibrosis carrier screening.” Genetics in Medicine 3(2): 149-154. 

 

Grubs, S. & Brundage, S.C. (Oct. 2002) “Preconception management of chronic diseases.” J. S. C. Med.  

Association 98(6): 270-6. 

 

Gutierrez, Y, & King, J.C. (Feb. 1993) “Nutrition During Teen Pregnancy.” Pediatric Ann 22(2): 99-108. 

 
H.A. Chapman Institute of Medical Genetics, “Polycystic kidney disease: Linkage analysis.” 

4502 E. 41
st
 St., Tulsa, OK 74135-2553; 1-918-660-3838 (main) or 1-800-299-7919 

http://genetics.hillcrest.com/polycycsitic%20kidney%201.htm. 

 

Hally, S.S. (Mar - Apr 1999) “Nutrition in reproductive health.” J. Nurse Midwifery 44(2): 157-8. 

 

Heath, C.& Sulik, S. (1997) “Contraception and preconception counseling.” Primary Care 24(1): 123-33. 

 

Henneman, L.; Bramsen I.; Van Der Ploeg, H.M.; and Ten, Kate (2002) “Preconception cystic fibrosis  

carrier couple screening: Impact, understanding, and satisfaction.” Genetic Testing 6(3): 195-202. 

 

Hogge, J. & Hogge, W. (1996) “Preconception genetic counseling.” Clinical Obstetrics and Gynecology 

 39(4): 751-62. 

  

Hruska, K.S.; Furth, P.A.; Sharara, F.I.; and Flawa, J.A. (2000) “Environmental factors in infertility.”  

Clinical Obstetrics & Gynecology 43(4): 821-9. 

 

Hwang, B.F.; Magnus, P.; and Jaakkola, J.J. (Aug. 2002) “Risk of specific birth defects in relation to  

chlorination and the amount of natural organic matter in the water supply.” Am. J. Epidemiology 

156(4): 374-82. 

 

Ickovics, Jeanette. R.; Kershaw, Trace S.; Westdahl, Claire; Schindler Rising, Sharon; Klima, Carrie; 

Reynolds, Heather; and Magriples, Urania (November 2003) “Group prenatal care and preterm birth 

weight: Results from a matched cohort study at public clinics.” The American College of Obstetrics 

& Gynecologists 102(5): 1051-1057. 



HEALTH CARE PROVIDER REFERENCE 

TO 

BECOMING A PARENT: PRECONCEPTION CHECKLIST 
 

 

Page 35 of 39 
Revised October 2007 

 

BIBLIOGRAPHY 
 

Institute of Medicine (1995) “The best intentions: Unintended pregnancy and the well-being of children and 

families.”  National Academy Press, Washington, D.C.   

 

Jack, B.; Campanile, C.; McQuade, W.; and Kogan, M. (1995) “The negative pregnancy test: An opportunity 

for preconception care.” Archives of Family Medicine 4(4): 340-5. 

 

Janz, N.; Herman, W.; Becker, M.; Charron-Prochownik, D.; Shayna, V.; Lesnick, T.; Jacober, S.; Fachnie, 

F.; Kruger, D.; and Sanfield, J. (1995) “Diabetes and pregnancy: Factors associated with seeking 

preconception care.”  Diabetes Care 18(2): 157-65. 

 

Jensen, Dorte M.; Damm, Peter; Sorensen, Bente; Molsted-Pedersen, Lars; Westergaard, Jes G.; Ovesen, Per; 

and Beck-Nielsen, Henning (July 2003) “Pregnancy outcome and prepregnancy body mass index in 

2,459 glucose-tolerant Danish women.” American Jrn. of Obstetrics & Gynecology 239-44.  

 

Kalviainen, R., & Tomson, T. (2006) “Optimizing treatment of epilepsy during pregnancy.” Neurology 67: 

S59-S63. 

 

Kawada, T. (Feb. 2004) “The effect of noise on the health of children.” J. Nippon Med. School 71(1): 5-10. 

 

Kendrick, J.M. (Jan - Mar 2004) “Preconception care of women with diabetes.” Journal of Perinatal and 

Neonatal Nurses 18(1): 14-25. 

 

Klerman, L. &  Reynolds, D. (1994) “Interconception care: A new role for the pediatrician.”  Pediatrics 

93(2): 327-9. 

 

Kolassa, K.M. & Weismiller, D.C. (Jul 1997) “Nutrition during pregnancy.” American Family Physician 

56(1): 205-12,  216-8. 

 

Kuller, J. & Laifer, S. (1994) “Preconceptional counseling and intervention.” Archives of Internal Medicine 

154(20): 2273-80. 

 

Leuzzi, R. & Scoles, K. (1996) “Preconception counseling for the primary care physician.”  Medical Clinics 

of North America 80(2): 337-74. 

 

Lewis, J.A. (March-April 2002) “Genetics in perinatal nursing: Clinical applications and policy  

considerations.” J. Obstet. Gynecol. Neonatal Nursing 31(2): 188-92. 

 

Li, D.K.; Janevic, T.; Odouli, R.; and Liu, L. (Nov. 2003) “Hot tub use during pregnancy and the risk of  

miscarriage.” American Journal of Epidemiology 158(10) :931-7. 

 

Marcus, M.; McChesney, R.; Golden, A.; and Landrigan, P. (2000) “Video display terminals and  

miscarriage.” J. Am. Med. Women’s Assoc. 55(2): 84-8, 105. 

 

Marsack, C.; Alsop, C.; Kurinczuk, J.; and Bower, C. (1995) “Pre-pregnancy counseling for the primary 

prevention of birth defects: rubella vaccination and folate intake.” Medical Journal of Australia  

162(8): 403-6. 

 



HEALTH CARE PROVIDER REFERENCE 

TO 

BECOMING A PARENT: PRECONCEPTION CHECKLIST 
 

 

Page 36 of 39 
Revised October 2007 

BIBLIOGRAPHY 
 

Milunsky, A.; Ulcickas, M.; Rothman, K.J.; Willett, W.; Jick, S.S.; and Jick, H. (Aug. 1992) “Maternal  

heat exposure and neural tube defects.” JAMA 268(7): 882-5. 

 

National Institute for Occupational Safety and Health (Feb. 1999) “The effects of workplace hazards on  

female reproductive health.” Publication No. 99-104, U.S. Department of Health and Human 

Services, Center for Disease Control, www.cdc.gov/niosh. 

 

National Institute for Occupational Safety and Health (1996) “The effects of workplace hazards on male  

reproductive health.” Publication No. 96-132, U.S. Department of Health and Human Services, 

Center for Disease Control, www.cdc.gov/niosh. 

 

National Pesticide Information Center, www.npic.orst.edu, 1-800-858-7378. 

 

Physician’s Desk Reference (PDR) for Herbal Medicines (4
th
 ed.) October 2007. 

 

Pirhonen, J.P.; Vaha-Eskell, K.K.; Seppanen, A.; Vuorinen, J.; and Erkkola, R.U. (Sept. 1994) “Does  

thermal stress decrease uterine blood flow in hypertensive pregnancies?”  American Journal of  

Perinatology 11(5): 313-316. 

 

Pschirrer, E.R. & Monga, M. (Sept. 2001) “Seizure disorders in pregnancy.” Obstet. Gyne. Clin. North  

Am. 28(3): 601-11 viii. 

 

Rados, Carol (Jan.- Feb. 2004) “Preventing listeria contamination in foods.” FDA Consumer Magazine 

www.fda.gov/fdac/features/2004/104_bac.html. 

 

Rainville, A.J. (March 2001) “Pica practices of pregnant women are associated with lower maternal 

hemoglobin at delivery.” J. Am. Diet. Assoc. 101(3): 318. 

 

Rayburn, W. (1997) “Chronic medical disorders during pregnancy: Guidelines for prescribing drugs.”  

Journal of Reproductive Medicine 42(1): 1-24. 

 

Rodgers, B. & Rodgers, D. (1996) “Efficacy of preconception care of diabetic women in a community 

setting.” Journal of Reproductive Medicine 41(6): 422-6. 

 

Ronneberg, A.G.; Wood, R.J.; Wang, X. et al. (Oct. 2004) “Preconception hemoglobin and ferritin 

 concentrations are associated with pregnancy outcome in a prospective cohort of Chinese  

women.”  134(10): 2586-91. 

 

Ross, M.P. & Brundage, S. (Oct 2002) “Preconception counseling about nutrition and exercise.”  J. S. C.  

Med. Assoc. 98(6): 260-3. 

 

Schroeder, Barrett M. (2002) “Diagnosing and managing preeclampsia and eclampsia: ACOG Practice 

Bulletin.” American Family Physician www.aafp.org/afp/20020715/practice.html. 

 

Shaw, G.; Lammer, E.; Wasserman, C.; O’Malley, C.; and Tolarova, M. (1995) “Risks of oral-facial 

clefts in children born to women using multivitamins containing folic acid periconceptionally.”  

Lancet 346(8972): 393-6. 

 



HEALTH CARE PROVIDER REFERENCE 

TO 

BECOMING A PARENT: PRECONCEPTION CHECKLIST 
 

 

Page 37 of 39 
Revised October 2007 

BIBLIOGRAPHY 
 

Shaw, G.; Schaffer, D.; Velie, E.; Morland, K.; & Harris, J. (1995) “Periconceptional vitamin use, dietary 

folate, and the occurrence of neural tube defects.” Epidemiology 6(3): 219-26. 

 

Shaw, G.M., Velie, E.M. & Schaffer, D. (Apr. 1996) “Risk of neural tube defect- affected pregnancies 

outcome amoung obese women.” JAMA 275(14): 1127-8. 

 

Shi, L. & Chia, S.E. (June 2001) “A review of studies on maternal occupational exposures and birth 

defects, and the limitations associated with those studies.” Occupational Medicine 51(4): 230-44. 

 

Somers (Sept. 2002) “Working conditions and adverse pregnancy outcomes.” AWHONN Journal 48(9):  

414-17. 

 

Stansfeld, S.; Haines, M.; and Brown B. (Jan.-Jun. 2000) “Noise and health in the urban environment.”  

Rev. Environ. Health 15(1-2): 43-82. 

 

Sussman, J. & Levitt, B. (1989) Before you conceive - The complete pre-pregnancy guide. ICEA,  

Minneapolis, MN. 

 

Swan, L. &  Apgar, B. (1995) “Preconceptional obstetric risk assessment and health promotion.” 

American Family Physician 51(8): 1875-85. 

 

Texas Birth Defects Monitoring Division, Texas Department of Health (2002) “Birth defect risk factor 

series: Trisomy 13 (Patau Syndrom).” Austin, Texas (512)458-7232. 

 

Tolstrup, J.S., Kjaer, S.K. et al. (Dec 2003) “Does caffeine and alcohol intake before pregnancy predict  

the occurrence of spontaneous abortion?” Human Reproduction 18(12): 2704-10. 

 

Tomson, T., & Battino, D. (2005) “Teratogenicity of antiepileptic drugs: State of the art.” Curr Opin 

Neurol 18: 135-140. 

 

Tomson, T., Perucca, E., & Battino, D. (2004) “Navigating toward fetal and maternal health: The 

challenge of treating epilepsy in pregnancy.” Epilepsia 34(10): 1171-1175. 

 

United States Congress, Office of Technology Assessment (1985) “Reproductive health hazards in the  

workplace.” (#OTA-BA-266), Washington, D.C.:  Government Printing Office. 

 

United States Department of Labor, OSHA (1997) “Working safely with video display terminals.” 

(OSHA Publication #3092) Washington, D.C.: Government Printing Office. 

 

United States Environmental Protection Agency, Consumer Product Safety Commission (May 1995)  

“Protect your family from lead in your home.” www.cpsc.gov/CPSCPUB/PUBS/426.html. 

 

University of Alberta, Medical Laboratory Science (1996 – 2004) “Kidney disease and hypertension in  

Pregnancy.” 4(10): 7-9. 

 http://cnserver0.nkf.med.ualberta.ca/cn/Schrier/Volume4/chapter10/ADK4-10_7-9.pdf 

 

Wells, J.C. & Cole, T.J. (Nov. 2002) “Birth weight and the environmental heat load: A between-

population analysis.” Amer. Jnl. of Phys. Anthropology 119(3): 276-82. 



HEALTH CARE PROVIDER REFERENCE 

TO 

BECOMING A PARENT: PRECONCEPTION CHECKLIST 
 

 

Page 38 of 39 
Revised October 2007 

 

BIBLIOGRAPHY 
 

WI Association for Perinatal Care. (2006) Laboratory Testing During Pregnancy (3
rd

 ed.). 

 

WI Association for Perinatal Care (March 1999) “Planning for pregnancy: Women with asthma.” 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and%20Publication/women%20

with%20asthama.pdf 

 

WI Association for Perinatal Care (March 1999) “Planning for pregnancy: Women with depression.” 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and%20Publication/women%20

with%20depression.pdf 

 

WI Association for Perinatal Care (March 1999) “Planning for pregnancy: Women with diabetes.” 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and%20Publication/women%20

with%20diabetes.pdf 

 

WI Association for Perinatal Care (March 1999) “Planning for pregnancy: Women with epilepsy.” 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and%20Publication/women%20

with%20epilepsy.pdf 

 

WI Association for Perinatal Care (Oct. 2006) “The safety of diagnostic imaging during pregnancy.” 

http://www.perinatalweb.org/images/stories/PDFs/WAPC_Committee/x-

ray%20tests%20and%20pregnancy_providers.pdf 

 

WI Association for Perinatal Care (Jan. 2003) “Screening for prenatal and postpartum depression.”  

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and%20Publication/screening_p

erinatal_postpartum.pdf 

 

WI Association for Perinatal Care (July 2005) “X-ray tests and pregnancy.” 

http://www.perinatalweb.org/images/stories/PDFs/Materials%20and%20Publication/Xraytestsan

dpregnancy.pdf 

 

WI Birth Defects Center, Department of Health and Family Services (2002) “WI birth defects  

prevention and surveillance system.” (608)267-9510. 

 

WI Department of Health and Family Services (2000) “Healthiest Wisconsin 2010: A partnership plan to  

improve the health of the public.”  

 

Wisconsin Department of Health and Social Services (1990) “Healthier people in Wisconsin: A public  

health agenda for the year 2000.” 24-150. 

 

Wisconsin Department of Health and Social Services, Division of Health, Family and Community Health  

Section, Healthy Birth Program (1989) “Guidelines for perinatal care: Preconceptional services.” 

Madison, WI 

 

Wisconsin Division of Health (1992) “Workplace hazards to reproductive health.” (POH 4544).   

 Madison, WI: Department of Health and Social Services. 

 
 



HEALTH CARE PROVIDER REFERENCE 

TO 

BECOMING A PARENT: PRECONCEPTION CHECKLIST 
 

 

Page 39 of 39 
Revised October 2007 

BIBLIOGRAPHY 
 

Williams, Letitia M.; Morrow, Brian; Lansky, Amy; Beck, Laurie F.; Barfield, Wanda; Helms,  

Kristen; Lipscomb, Leslie; and Whitehead, Nedra (Nov 2003) “Surveillance for selected  

maternal behaviors and experiences before, during, and after pregnancy.” Center for Disease 

Control & Prevention, PRAMS Working Group 52(SS11): 1-14. 

 

Wright, J.M.; Schwartz, J.; and Dockery, D.W. (March 2003) “Effect of trihalomethane exposure on fetal  

development.” Occup. Environ. Med. 60(3), 173-80. 

 

Yang, C.Y.; Chang, C.C.; Tsai, S.S.; Chuang, H.Y.; Ho, C.K; and Wu, T.N. (Jan. 2003) “Arsenic in  

drinking water and adverse pregnancy outcome in an arseniasis-endemic area I northeastern  

Taiwan.” Environ. Res. 91(1), 29-34. 

 

 

 

 


