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LEARNING OBJECTIVES

• To discuss an overview of preconception counseling 

• To identify key aspects of a patient’s history that will lead to catered 
testing prior to conception

• To understand how to assist in optimizing a patient’s pregnancy 



CASE VIGNETTE

• Ms. Dulce Buho is a 36 y.o. G2P0020 presenting to your office stating 
she desires to become pregnant in the next few months.  She would 
like to know what she can do to optimize her pregnancy.



GOALS OF PRECONCEPTION COUNSELING

Reduce the risk of adverse health effects for the women, fetus and 
neonate

• Optimize health

• Address modifiable risk factors 

• Provide education about healthy pregnancy 



FOCUSED HISTORY

What elements of the patient’s history are most important?
• OBHx: 1st trimester VTOP at 18 y.o., 1st trimester sab 2 years ago 
• GYNHx: Regular menses, q month, lasting 4-5 days, denies h/o 

abnormal pap smears, STIs, fibroids, cysts 
• PMHx: DM2, HTN, sickle cell trait 
• PSHx: D&C for VTOP
• Meds: Metformin, Lisinopril, topical retinol cream at night 
• Allergies: NKDA
• SocHx: Denies use of tobacco and illicit drugs, + social ETOH, married 

and lives with husband in apartment, denies IPV, exercises 
regularly

• FamHx: Denies significant genetic history



PERTINENT PHYSICAL EXAM FINDINGS

What elements of the patient’s physical exam are most important?

• Vital signs:  BP 128/72, HR 83

• BMI: 27



HEALTH SCREENING FOR WOMEN OF 
REPRODUCTIVE AGE

Reproductive awareness
• Pregnancy prevention counseling 
• Prepregnancy and nutrition counseling 

Medical diseases 
• DM, HTN, epilepsy, etc

Infectious diseases
• STIs including HIV 
• Hep A
• Hep B, Rubella, Varicella 

Teratogens and genetics
• Hemoglobinopathy



EVALUATION AND MANAGEMENT

Immunizations
• Status assessed annually 
• Ideally, administer before pregnancy 

• No evidence of adverse fetal effects from vaccinating pregnant women with 
inactivated virus, bacterial vaccines, toxoids
• Influenza annually 
• Tdap 
• Hepatitis A and B, Meningococcus, Pneumococcus, HPV 

• Live vaccines 
• MMRV 
• Theoretical risk for fetus 
• MMR: should avoid pregnancy for at least 1 month after vaccination 
• Varicella: two dose vaccine, q month 



EVALUATION AND MANAGEMENT

Infectious diseases
• STIs: HIV, GCCT, RPR 

• TB

• Toxoplasmosis

• Zika virus 



EVALUATION AND MANAGEMENT

• Carrier screening
• All women who present for pre-pregnancy counseling should be offered 

screening for the same genetic conditions as recommended for pregnant 
women

• All women: CF, SMA, FX 

• Those at risk for thalassemia or sickle cell disease: hemoglobin 
electrophoresis 

• Ashkenazi Jewish descent: expanded carrier screening 

• Folic acid supplementation 

• Management of preexisting medical conditions







COUNSELING

• Inter-pregnancy intervals
• Avoid inter-pregnancy intervals shorter than 6 months
• Optimal inter-pregnancy interval is 18 month – 5 years 

• Timing of intercourse 
• Fertile window: Unprotected sexual intercourse starting 3-4 days before ovulation
• Unprotected sexual intercourse every 1-2 days
• Ovulation predictor kits, electronic apps for fertility 

• Timing for referral to fertility specialist
• Ovulatory, ≤ 35 y.o., no identifiable risk factor for infertility: no pregnancy within 12 

months of unprotected intercourse
• ≥ 36 y.o.: 6 months

• Timing of prenatal care 
• Seek medical care as soon as they believe they are pregnant to aid in correct dating



COUNSELING

• BMI 
• Encouraged to try to attain a BMI within normal range before attempting 

pregnancy 

• Encourage regular physical activity 

• Substance abuse cessation 

• Nutrition
• Caffeine use

• Avoidance of consumption of fish with high mercury contents 

• Travel 
• Restrictions to areas with Zika virus 



SOCIAL DETERMINANTS OF HEALTH

Decreased 
participation 
may be 
contributed to:

Limited access to healthcare

Lower health literacy 

Preconception counseling awareness

Unintended pregnancies 

Socioeconomic inequalities in adverse perinatal outcomes are well documented 
however women from lower SES are less likely to participate in preconception 

counseling compared to higher SES groups. 

As women's health care advocates, we should provide risk assessment and 
educational and health promotion counseling to all women of childbearing age to 
reduce reproductive risks and improve pregnancy outcomes whenever feasible.  



Epic .phrase
BBonPreconceptionCounseling

Description: Assessment and plan for preconception counseling

• Recommend daily prenatal vitamin with 400mcg of folic acid to decrease risk of NTDs. 

• Advised abstaining from tobacco and drugs at this time and alcohol with positive pregnancy test. 

• Optimal timing and frequency of intercourse reviewed.  We discussed that patient should seek an infertility 
consultation if she has not conceived within 1 year of regular unprotected intercourse if ≤ 35 years or within 6 
months if ≥ 36 years.  

• Patient was offered STI screening, which she declines/accepts***. 

• No documentation of measles, mumps, rubella or varicella status.  Patient agrees/declines*** obtaining titers 
today.  

• Discussed genetic carrier testing (fragile X, SMN1, CF, hemoglobinopathy) and that such tests can be done after 
conception but that this may limit reproductive options.  Fetal testing can be performed for diagnosis if patient and 
her partner are both found to be carriers for a recessive disease, but pregnancy termination will be the only option 
at that point to prevent a child with the disease. If patient and her partner are found to be carriers prior to 
conception, IVF with PGD may be an option and patient and her partner may also elect to forego reproduction. 
Patient agrees/declines*** this testing at this time.



CODING AND BILLING

• Diagnostic Codes (ICD-10) 
• Z31.69 Other general counseling and advice on procreative management

• Z11.3 Encounter for screening examination for sexually transmitted 
disease

• I10 Essential hypertension

• E11.9 Type 2 diabetes mellitus without complications

• E66.3 Overweight

• D57.3 Sickle-cell trait



HISTORY EXAM MEDICAL DIAGNOSIS MAKING CODE APPLICABLE GUIDELINES

Problem focused:
- Chief complaint
- HPI (1-3)

Problem focused:
- 1 body system

Straight forward:
- Diagnosis: minimal
- Data: minimal 
- Risk: minimal

99201

- Personally provided
- Primary care exception
- Physicians at teaching hospitals

Expanded problem focused:
- Chief complaint
- HPI (1-3)
- ROS (1-3)

Expanded problem focused:
- Affected areas and others

Straight forward:
- Diagnosis: minimal
- Data: minimal 
- Risk: minimal

99202

- Personally provided
- Primary care exception
- Physicians at teaching hospitals

Comprehensive
- Chief complaint
- HPI (4)
- ROS (2-9)
- Past, family, social history (1)

Detailed:
- 7 systems

Low:
- Diagnosis: limited
- Data: limited
- Risk: low

99203

- Personally provided
- Primary care exception
- Physicians at teaching hospitals

Comprehensive
- Chief complaint
- HPI (4+)
- ROS (10+)
- Past, family, social history (3)

Comprehensive:
- 8 or more systems

Moderate:
- Diagnosis: multiple
- Data: moderate
- Risk: moderate

99204

- Personally provided
- Physicians at teaching hospitals

Comprehensive
- Chief complaint
- HPI (4+)
- ROS (10+)
- Past, family, social history (3)

Comprehensive:
- 8 or more systems

High:
- Diagnosis: extended
- Data: extended
- Risk: high

99205

- Personally provided
- Physicians at teaching 

hospitals

CODING AND BILLING – NEW PATIENT



HISTORY EXAM MEDICAL DIAGNOSIS MAKING CODE APPLICABLE GUIDELINES

Expanded problem focused:
- Chief complaint
- HPI (1-3)

Problem focused:
- 1 body system

Straight forward:
- Diagnosis: minimal
- Data: minimal 
- Risk: minimal

99212

- Personally provided
- Primary care exception
- Physicians at teaching hospitals

Expanded problem focused:
- Chief complaint
- HPI (1-3)
- ROS (1)

Expanded problem 
focused:
- Affected area and others

Low:
- Diagnosis: limited
- Data: limited
- Risk: low

99213

- Personally provided
- Primary care exception
- Physicians at teaching hospitals

Detailed
- Chief complaint
- HPI (4+)
- ROS (10+)
- Past, family, social history (3)

Detailed:
- 7 systems

Moderate:
- Diagnosis: multiple
- Data: moderate
- Risk: moderate

99214

- Personally provided
- Physicians at teaching hospitals

Comprehensive
- Chief complaint
- HPI (4+)
- ROS (10+)
- Past, family, social history (2)

Comprehensive:
- 8 or more systems

High:
- Diagnosis: extended
- Data: extended
- Risk: high

99215

- Personally provided
- Physicians at teaching 

hospitals

CODING AND BILLING – ESTABLISHED PATIENT
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