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Abstract

With the increase in obesity prevalence among women of reproductive age globally,
the risks of type 2 diabetes, gestational diabetes, pre-eclampsia, and other conditions
are rising, with detrimental effects on maternal and newborn health. The period before
pregnancy is increasingly recognized as crucial for addressing weight management and
reducing malnutrition (both under- and overnutrition) in both parents to reduce the risk
of noncommunicable diseases (NCDs) in the mother as well as the passage of risk to her
offspring. Healthcare practitioners, including obstetricians, gynecologists, midwives, and
general practitioners, have an important role to play in supporting women in planning a
pregnancy and achieving healthy nutrition and weight before pregnancy. In this position
paper, the FIGO Pregnancy Obesity and Nutrition Initiative provides an overview of the
evidence for preconception clinical guidelines to reduce the risk of NCDs in mothers
and their offspring. Itencourages healthcare practitionerstoinitiate adialogue onwomen’s
health, nutrition, and weight management before conception. While acknowledging
the fundamental importance of the wider social and environmental determinants of
health, this paper focuses on a simple set of recommendations for clinical practice that
can be used even in short consultations. The recommendations can be contextualized
based on local cultural and dietary practices as part of a system-wide public health
approach to influence the wider determinants as well as individual factors influencing

preconception health.
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“intentional” (men and women making a conscious decision to con-

1 | BACKGROUND

ceive); and “public health” (a wider range of individuals and couples

Definitions of the preconception period vary from “3 months before not sexually active). With the growing realization that efforts to opti-

conception”! to “a minimum of 1-2 years before the initiation of any mize health of women and children should begin before conception,

unprotected sexual intercourse that could possibly result in a preg- healthcare practitioners must be aware of these perspectives.

nancy”.? More recently, the Lancet series on preconception health
called for a new definition that considers multiple perspectives:

biological (days to weeks before embryo development); individual 2 | PRECONCEPTION HEALTH:

(weeks to months before pregnancy); and public health (months
to years).!

Preconception care is defined as “a set of interventions that aim
to identify and modify biomedical, behavioral, and social risks to a
woman's health or pregnancy outcome through prevention and man-
agement, emphasizing those factors that must be acted on before con-
ception or early in pregnancy to have maximal impact".3 This includes
care provided regardless of pregnancy status or intention.* A limita-
tion in delivering preconception care has been the focus on women
and couples motivated to conceive. For example, early marriage and
early age at childbirth are common in low- and middle- income coun-
tries (LMICs) such as India.” In addition, even in high-income coun-
tries, a significant proportion of pregnancies are unplanned: 45% of
pregnancies in the UK.® Healthcare professionals often meet women
with different perspectives on pregnancy’: “potential” (sexually active

individuals without effective contraception or contraceptive failure);

AN OPPORTUNITY TO PREVENT
NONCOMMUNICABLE DISEASES (NCDS)

Globally, there has been a rapid rise in obesity among women of
reproductive age, with almost 21% of women in the world predicted
to be obese by 2025.8 In high-income countries such as the USA,
the prevalence of obesity in women aged 20-39 years was 31.8% in
2011-2012.7 With the nutritional transition in LMICs, overweight and
obesity prevalence is increasing, for example in South Africa, China,
and Brazil.1>*! Thus, more women now enter pregnancy with excess
weight and are subsequently at a higher risk of complications such as
pre-eclampsia, gestational diabetes (GDM), and macrosomia, and their
children have an increased risk of obesity.12 Similarly, undernutrition
before pregnancy (being underweight or micronutrient deficient) can
lead to adverse outcomes such as low birth weight and intrauter-
ine growth restriction, neural tube defects, and preterm delivery.*®
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Box 1. Intermediary risk factors in the time around conception and effects on future noncommunicable diseases (NCDs)
in mother and offspring.

Perinatal
complications

Long-term impact on

Periconceptional risk factors for future NCDs Risk to offspring mother and offspring

e Overweight and obesity e Before pregnancy: o Altered birthweight (e.g. low e Cardiometabolic

e Pre-existing diabetes mellitus reduced fertility, birthweight, small for gesta- disorders

e Smoking pregnancy loss tional age, macrosomia) o Neuro-developmental

e Polycystic ovarian syndrome o Gestational e Congenital anomalies (e.g. issues

e High blood pressure diabetes neural tube and cardiac e Childhood obesity and

e Paternal factors such as suboptimal nutrition e Pre-eclampsia, defects) increased risk of type 2

e Micronutrient deficiencies (e.g. iron, folate, gestational e Increased adiposity in diabetes/prediabetes
vitamin D) hypertension infancy and childhood e Increased risk of type 2

e Underweight/undernutrition e Preterm birth diabetes in mother

Impaired maternal and paternal nutrition in the preconception period 3 | AIM

can affect embryonic development with long-term consequences for
the next generation.'* Box 1 summarizes key risk factors in the pre-
conception period and maternal and fetal outcomes.'241>

Adverse conditions in critical periods before, during, and after preg-
nancy can have lasting effects on the child’s physical and neurological
growth and development. This, in turn, can affect future outcomes
such as education and economic product'ivity.16 Higher preconception
body mass index (BMI, calculated as weight in kilograms divided by the
square of height in meters) carries a significant risk for excess gesta-
tional weight gain in early pregnancy'” and childhood obesity,*® per-
petuating the intergenerational cycle of NCDs. Growing evidence
shows that dietary and lifestyle interventions to reduce excess gesta-
tional weight gain and improve birth outcomes may be inadequate.19
As the challenge to manage maternal obesity intensifies, greater
emphasis on prevention is needed and support should be available for
weight loss before pregnancy. This can have added benefits for women
with subfertility who are trying to conceive, and those with comorbid-
ities such as polycystic ovarian syndrome (PCOS) or pre-existing
diabetes.

Preconception interventions and counselling during clinical
visits have shown very clear benefit in the prevention of neural
tube defects and reducing the risk of fetal alcohol syndrome.?%2?
Increasing evidence suggests that preconception care can help mod-
ify dietary and physical activity behaviors and optimize medical con-
ditions, such as diabetes, and reduce sequelae such as congenital
anomalies.?>% Despite this, dedicated preconception clinics are rare
in most countries. In addition, as a significant proportion of pregnan-
cies are unplanned, experts and healthcare organizations have called
for maximizing routine contact between healthcare practitioners and
young women.?? This means that in many cases, the onus for pre-
conception care is on healthcare practitioners who see women in
their routine practice, for reasons other than pregnancy planning.
Elements of preconception care can occur whenever a healthcare
practitioner meets a woman of childbearing age and this would
include offering support for pregnancy planning or contraception

counselling, and addressing nutrition and weight management.?2242°

This FIGO position paper summarizes key evidence and international
guidelines from predominant areas of preconception health related
to NCDs, nutrition, and obesity. The target audience of the paper
includes all healthcare practitioners, healthcare delivery organizations,
and public health policymakers. The authors provide a clear set of sim-
ple recommendations to increase awareness about the importance of
preconception counselling among healthcare practitioners who meet
women in the reproductive age group (including obstetricians and
gynecologists, general practitioners, midwives, community health work-
ers, pediatricians, nutritionists, etc), irrespective of the reason for the
consultation. While this paper focuses on providing recommendations
for good clinical practice, FIGO acknowledges that obesity and malnu-
trition are chronic conditions influenced by lifestyle, health behaviors,
public health policies, and other factors outside the clinical domain (i.e.
the social and environmental determinants of health).2 This is not a
systematic review of all clinical guidelines for preconception care glob-
ally. Supporting information S1 provides a list of the available guidelines
based on key international documents from maternal health organiza-
tions to aid the development of country-specific strategies. We recom-
mend that healthcare practitioners refer to the guidelines presented
in Box 2 and contextualize them to their settings for routine practice.

4 | BARRIERS AND OPPORTUNITIES
FOR ENGAGING WITH WOMEN IN THE
PRECONCEPTION PERIOD

Despite mounting evidence on the importance of the preconception
period, the translation of guidelines into clinical and public health
practice remains inadequate.m*27 Opportunities for preconcep-
tion care are also underutilized by healthcare practitioners, often
due to time constraints during appointments, the lack of resources
to discuss preconception care, and competing priorities during
a consultation.?® Evaluation of the implementation of guidelines

for obesity prevention in the general population has shown that
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Box 2. Recommendations for clinicians by the FIGO Pregnancy and Non-Communicable Diseases Committee and the
FIGO Committee for Reproductive Medicine, Endocrinology, and Infertility to support the prevention of NCD risk factors
in the preconception period.

1. Preconception consultations should include the measurement of height and weight and the calculation of body mass index (BMI, calcu-
lated as weight in kilograms divided by the square of height in meters). Where appropriate, all women should be encouraged to attain a
BMI as close to the normal range (18.5-24.9) as possible before conceiving.

2. All women who have a BMI greater than 30 should be counselled about the risks of obesity for their health and that of their baby.

3. Women who are underweight before pregnancy (BMlI less than 18.5) should be counselled about the risk of being underweight during
pregnancy along with the benefits of good nutrition as relevant to their socioeconomic status. Where relevant, women who are under-
weight should be screened for suspected eating disorders and treated as needed.

4. Counselling for physical activity should be provided when required. Prepregnancy, during pregnancy, and postpartum, where possible,
women should exercise moderately for at least 30 minutes a day, 5 days a week, or achieve a minimum of 150 minutes of moderate
exercise per week.

5. Clinicians should support women with known pre-existing diabetes to achieve glycemic control (HbA1c <6.5%) before pregnancy along
with optimal weight management and dietary advice. When feasible and indicated (e.g. type 1 diabetes mellitus), screening for thyroid
dysfunction and coeliac disease should be performed.

6. Chronic conditions such as high blood pressure and polycystic ovarian syndrome should be optimally managed with medication appro-
priate for pregnancy as required before conception. Women should be counselled regarding the risk of cardiometabolic comorbidities
during pregnancy.

7. Folic acid: to ensure protection against neural tube defects, all women of reproductive age are advised to consume 0.4 mg (400 ug) of
synthetic folic acid daily, obtained from fortified foods and/or supplements. For all women planning a pregnancy, a dietary supplement
of at least 0.4 mg (400 pg) of folic acid per day is recommended at least 1 month before conception and continuing during the first
trimester of pregnancy.

8. Women at a higher risk of neural tube defects (e.g. on anticonvulsant medication, with prepregnancy diabetes mellitus, a previous child
or family history of neural tube defects, BMI of 30 or greater) wishing to become pregnant should be advised to take at least 4 mg

folic acid as a dietary supplement daily, starting at least 1-3 months before conception and continuing during the first trimester of

pregnancy.

9. Nutritional deficiencies (e.g. iron, iodine, and vitamin D) should be assessed and treated and advice given as appropriate.

10. Where applicable, discussion on nutritional risks should include the diet and health of the partner too.

recommendations for nutrition and weight loss are not regularly
adopted by healthcare pract'it'ioners.29 This is influenced by percep-
tions of the causes of obesity, especially that it results from personal
behavioral choice. A negative outlook regarding the effectiveness
of behavioral interventions along with the healthcare practitioner’s
understanding of the scope of their professional responsibility can
also influence the delivery of preconception care.?”®° Women
have reported feeling stigmatized and offended after consulta-
tions, especially when the risks of obesity were discussed without

1 and this can

offering structured support to address the issue,’
lead to healthcare avoidance.®? Lack of planned nutrition discus-
sions during the consultation, low priority for lifestyle and weight
management, and a perceived lack of training and skills often hin-
der healthcare practitioners from discussing weight management,
diet, and physical activity with pa‘tients.33 However, healthcare
practitioners in maternity services are a group perfectly positioned
to discuss preconception nutrition. Though a large proportion of
women seek information related to nutrition on the internet, they
consider clinicians as reliable sources of information and hence hav-

ing conversations related to diet and lifestyle in the clinic can help

overcome other barriers such as misinformation and poor-quality
nutritional information on the internet.®*

Overall, community awareness of the benefit of preconception
health and nutrition can be low,*® with most women, especially in
LMICs, seeking medical care once they are already pregnant.>'®
“Generally healthy” women in the population often do not engage
with sexual and reproductive health care or primary care for precon-
ception advice or to discuss pregnancy intentions, thus missing out
on important information, increasing unplanned pregnancy and the
risk of adverse maternal and fetal outcomes.3> Conversely, it has been
reported that women who planned pregnancy were more likely to take
folic acid supplementation, access information, and get appropriate
immunizations compared to those not planning pregnancy and who
had limited healthcare engagement.36

Poor understanding of health issues and a reduced capacity to
use health information effectively are additional barriers to effective
translation of health messages and adoption of healthy behaviors.
To help overcome this issue, studies have suggested that healthcare
practitioners utilize clear communication and plain language tech-

niques with all women and their partners who approach them for

95UB017 SUOWIWIOD BA 11810 3|qeol [dde ayy Aq peusenob e Sajoiie YO ‘8sN JO Sa|nJ 10} ARq1T8UIUO /8|1 UO (SUOTHPUOD-PUR-SLLIBYW0D A8 |1 ARe.q 1 Bu [Uo//SdY) SUOTIPUOD pue swie 1 8y} 88s *[£202/TT/6Z] Uo Ariqiaulluo 8|1 [1Zeid - ojmed 0es Jo AN Aq TEEET 0B/1/200T 0T/I0p/wod A8 | AReiq i puljuo uABgoy//:sdny wouy pepeojumod ‘TS ‘0202 ‘6.7€6.8T



JACOB ET AL.

nutrition counselling.®” However, to support behavior change, passive
provision of information in the hospital setting may not be enough,
as seen from multiple weight loss trials.?? Active strategies such as
discussion and counselling are suggested, along with techniques such
as motivational interviewing and healthy conversation skills, which
show promise among healthcare practitioners for inducing lifestyle
behavior change.38%

While several public health models of preconception care delivery
have been described, most agree that a patient-centered approach
is needed as part of a continuum of care, taking into consideration
the woman’s socioeconomic circumstances and encouraging the
involvement of her partner when suitable.>?° Though dedicated pre-
conception care clinics have great value in improving maternal and
fetal outcomes, people attending such services often consist of highly
motivated individuals who are planning a pregnancy. Such services
also require investment in staff education, time, and resources.*
Discussions in antenatal visits are often limited to fetal health and
immediate pregnancy outcomes. Including preconception care in rou-
tine visits thus provides an opportunity to improve women'’s overall
health and nutrition across the life course using a woman-centered
approach.41 For example, the Before, Between, and Beyond Pregnancy
program is the largest preconception health programme in the USA,
which aims to make preconception care a standard practice using
every encounter with women to address risk factors prior to preg-
nancy that could influence birth outcomes.*? It provides information
for patients and includes resources for clinicians on preconception
counselling including nutrition, alcohol consumption, screening for
obesity, and assessing patient readiness for weight loss.

In summary, FIGO recommends that healthcare practitioners
make the most of every contact with women in this period to initi-
ate the conversation about nutrition and weight management using
opportunities such as postnatal care, endocrinology and diabetes
clinics, and contraception services. Previous reviews have shown
that women who received preconception or interconception care had
improved outcomes such as increased intake of folic acid and other
supplements, lesser gestational weight gain, increased weight loss in
the postpartum period, and GDM risk reduction along with reduced
risk of small-for-gestational age babies.???® Summarized below are key
NCD, weight, and nutrition-related issues in the perinatal period that
could be addressed during preconception visits and clinical guidelines
for the same.

5 | ACHIEVING A HEALTHY WEIGHT
BEFORE PREGNANCY AND PREVENTING
EXCESS GESTATIONAL WEIGHT GAIN

It is estimated that over 50% of women who become pregnant are
overweight or obese.*> While antenatal interventions and counsel-
ling for appropriate gestational weight gain are crucial, efforts must
be made to support women in achieving a healthy weight before
and after pregnancy. However, it must be noted that weight loss
during pregnancy is not currently recommended. Several national

guidelines have recommended that consultations with women in
the preconception period should include a discussion on achieving
a normal BMI (18.5-24.9), thus giving them an early opportunity to
discuss potential risks and management of weight with a healthcare
practitioner.**"4¢ Furthermore, healthcare practitioners are advised
to convey the obstetric risks of being under- or overweight during
pregnancy. Though improved outcomes are seen after a weight loss
of about 5%-10% of original body weight in women with overweight
or obesity, goals for weight loss need to be personalized consider-
ing the woman'’s circumstances and any weight loss before pregnancy

1.¥ Healthcare practitioners also need to consider

may be beneficia
the guidelines in their regions while discussing the risks of NCDs. For
example, guidelines in some Asian countries have used lower BMI cut-
off points than in other populations.*® Strategies for improving BMI
before pregnancy include behavioral strategies combined with dietary
modification and physical activity. An important point for considera-
tion is that improvement in nutrition and physical activity will improve
women’s overall health and well-being and future pregnancy, even if
clinically significant weight loss is not achieved. Overall, evidence is
stronger for dietary interventions and diet supplemented with exer-
cise compared to physical activity alone, though the latter has addi-
tional cardiovascular benefits.*®

Bariatric surgery is a recommended treatment for women with
marked obesity; however, the BMI cut-offs vary depending on the exis-
tence of comorbidities and between countries.*>*’ Although recom-
mendations for the safe minimal period after metabolic surgery differ,
with most guidelines recommending pregnancy at least 12-18 months
after the surgery, conception after surgery is best delayed until weight
has stabilized.>® Being underweight also has adverse obstetric and
neonatal outcomes, such as low birth weight, placing the offspring at
a higher risk of NCDs in the future.'® Screening for low BMI must be
done where the local prevalence of undernutrition due to infections,
food insecurity, and poverty is high. However, women who are under-
weight should also be screened for eating disorders if suspected and
treated as necessary.*>°!

It is crucial that risks and strategies for weight loss or gain are
communicated in a supportive and nonstigmatizing manner, setting
realistic goals for weight management with appropriate referrals to a
dietician/nutritionist when indicated.

Healthcare practitioners should use resources such as the FIGO
Nutrition Checklist (supporting information S2) as a tool to address
weight in practice,’>°3 the “Think Nutrition First” guidelines,'® and
the “Management of Prepregnancy, Pregnancy, and Postpartum
Obesity from the FIGO Pregnancy and Non-Communicable Diseases
Committee: A FIGO (International Federation of Gynecology and
Obstetrics) Guideline” for further information.’

6 | NUTRITION AND MICRONUTRIENT
SUPPLEMENTATION

A healthy diet before conception may reduce pregnancy complica-
tions such as GDM and hypertension.’*>® The nutritional guidelines
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for women contemplating pregnancy show great diversity between
countries and we recommend that local dietary practices based
on personal or religious beliefs are taken into consideration when
providing nutrition advice. While dietary advice to consume more
fruit and vegetables and wholegrains is common across most coun-
tries, certain countries have guidelines for particular food items,
such as restricting coffee (ltaly) and avoiding specific types of fish
(Sweden, ItaIy).56

Most countries have guidelines for folic acid supplementation for
women planning a pregnancy, and some countries include women not
using contraception. Folic acid (at least 0.4 mg daily) should be taken
for a minimum of 1 month before conception and the first 3 months
of pregnancy. Where there is an increased risk of neural tube defects
(anticonvulsant medication, pre-existing diabetes mellitus, previous
child or family history of neural tube defects, BMI >30), consideration
should be given to using a higher dose (at least 4 mg daily).>” However,
the guidelines for folic acid may vary in some countries, for example in
the UK 5 mg folic acid is recommended for women with a BMI above
30 who are planning pregnancy.>?

Micronutrient deficiencies (folate, iron, and vitamin B12) can
result in issues such as anemia, with severe consequences in preg-
nancy such as spontaneous abortion, low birth weight, and con-
tributing to perinatal and maternal mortality globally.13 Routine
supplementation of nutrients varies between countries, likely due
to differences in diet based on access, availability, and cultural or
societal factors. The specific nutritional deficiencies to be evaluated
in routine care must therefore be considered in the context of the
nutritional status of the relevant population and reviewed based on
the healthcare practitioner’s practice. In India, for example, approxi-
mately one-third of women are vegetarian or have low consumption
of meat, poultry, eggs, and fish, placing them at risk of iron and vita-
min B12 deficiency.™ It is therefore recommended that all women in
the preconception period be screened for anemia. In addition, Indian
guidelines recommend weekly supplementation with iron (100 mg)
and folic acid (500 pg) with deworming medication (400 mg alben-
dazole) for all women in the preconception period.** Dietary iodine
supplementation (150 pg) before a planned pregnancy is recom-
mended in Australia and New Zealand.*’ In countries where there is
low habitual intake of vitamin D or where the potential for endoge-
nous production is limited due to location or skin covering, women of
reproductive age may have vitamin D deficiency.® This is especially
important for women with obesity who are at high risk of vitamin D
deficiency due to sequestration of the vitamin in adipose tissue.*
Though the evidence as to whether routine vitamin D supplementa-
tion improves maternal and offspring outcomes remains inconclusive,
we recommend that, when deficiency is suspected, healthcare prac-
titioners advise supplementation as appropriate. Women who have
undergone bariatric surgery will require additional supplementation
(e.g. vitamin B12, other vitamins, trace elements) and hence screen-
ing and treatment must be provided appropriately.®® Detailed guid-
ance on micronutrient supplementation in the perinatal period has
been published by FIGO's Working Group on Good Clinical Practice
in Maternal-Fetal Medicine.’

7 | MANAGEMENT OF DIABETES AND
PRECONCEPTION PREVENTION OF GDM

FIGO recommends that preconception care should include risk
assessment for GDM for all women along with assessment for risk
factors such as obesity.”? This aims to establish pre-existing or undi-
agnosed diabetes and initiate timely treatment for optimal glycemic
control, as evidence suggests that women seeking preconception
medical care and achieving good glycemic control before pregnancy
and in early pregnancy have fewer complications such as congenital
malformations and perinatal mortality.59 Women of childbearing age
visiting diabetes clinics, irrespective of pregnancy intention, should be
given routine preconception counselling and information on the effec-
tive use of contraception and optimal timing of pregnancy.60 Dietary
advice and weight reduction are also recommended for women with
obesity.®>%2 Women also need to be informed of the risks and com-
plications of GDM, and how these can be reduced. Postpartum fol-
low-up and glycemic evaluation of women with GDM are also of
utmost importance.

8 | CHRONIC MEDICAL CONDITIONS
BEFORE PREGNANCY

Often women visit healthcare practitioners such as gynecologists and
endocrinologists for issues related to subfertility and existing con-
ditions such as thyroid disorders or PCOS. Screening, assessment,
and management of such conditions should include evaluation of
preconceptional endocrine issues. Women should be screened for
hypertension before conception and those with hypertension should
be informed about the risks of pre-eclampsia and offered effective
contraception if they so choose.®®*¢* Women with PCOS should be
screened for hypertension and diabetes and counselled for weight
loss before conception (although there are limited data on the benefit
of weight loss).® Similarly, blood pressure should be optimally man-
aged with medications adjusted to those appropriate for pregnancy
prior to conception.

In many parts of the world, especially in low-resource settings,
repeated exposure to pollutants and toxic chemicals, such as endo-
crine disruptors, is common.®® These can accumulate in the maternal
body to affect fetal growth and development. Some chemicals can also
affect sperm quality. In these conditions, preconception counselling
to limit exposure from potential airborne, food, and water sources is

important, linked to wider political initiatives to reduce it.®®

9 | INCORPORATING PRECONCEPTION
CARE INTO ROUTINE MATERNAL AND
CHILD HEALTH SERVICES

National preconception care guidelines often provide recommen-
dations without focusing on women with unplanned pregnancies
and identifying those at high risk of NCDs.?* While evaluation of
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screening for risk factors routinely is still needed, preconception care
for planning pregnancy and achieving optimum nutrition has been rec-
ommended universally for all women and couples to prevent compli-
cations and NCD risks.®”

Ideally, preconception care would comprise risk identification,
education, and intervention provided by a range of healthcare prac-
titioners, supplemented by specialist referrals where necessary.*® The
four approaches for preconception healthcare delivery proposed by
de Weerd*® include: universal primary care (opportunistic delivery
within the primary care context via GPs, pharmacies, and nurses); hos-
pital-based opportunistic care (including interconception care after
delivery); specialized preconception care clinics with targeted inter-
ventions; and high-risk outreach preconception care.

Providing preconception care is the responsibility of all healthcare
practitioners, especially in primary care, and is not limited to clinicians
in maternity care. Family physicians and practitioners in primary care
can also contribute to good quality preconception care, which is essen-
tially good quality women'’s health care and is an integral part of primary
health care.’® Unplanned pregnancies can have adverse health and
social consequences for mother and baby and addressing unmet contra-
ceptive needs in routine primary care visits can help women at high risk.
To help address reproductive needs of women in every clinical encoun-

h®’ developed the

ter, the Oregon Foundation for Reproductive Healt!
One Key Question strategy encouraging all healthcare practitioners to
ask "Would you like to become pregnant in the next year?" to women in
the reproductive age group. Based on the woman'’s response (Yes/No/
Unsure/OK either way) clinicians are encouraged to initiate a discus-
sion on reproductive needs (preconception care or contraception) and
provide appropriate preventive services.”® Preconception checklists,
handouts, and tools for women explaining preconception care, avail-
able for example in the clinic waiting room, can improve preconception
consultations.?” The FIGO Nutrition Checklist*”*° can be modified for
the local context and used to initiate a conversation related to nutrition
before pregnancy and for risk assessment. Incorporating preconception
care training in the educational curriculum for medical and allied health
professions is also imperative.

Furthermore, efforts to tackle malnutrition must not be shoul-
dered by healthcare practitioners alone but must be supported by
public health policies for good nutrition, such as food fortification,
and community engagement to increase physical activity and improve
dietary habits.?® Public health policies such as food fortification with
folic acid have led to around a 50% reduction in neural tube defects
in many countries.”? Investment in national level community-based
interventions for preconception care show promise, such as China’s
National Free Preconception Health Examination Project, which was
expanded to all rural areas nationwide in 2013.2The project included
pregnancy planning and healthy lifestyle advice by trained staff and
achieved more than 85% coverage of the population. Similarly, specific
preconception care clinics have been established in several countries
(e.g. Netherlands, Hungary) and their development requires prioritiza-
tion by public health agencies and governments in other countries.?!
Such preconception care programs for planning pregnancy and lifestyle
modification before conception could be helpful in countries such as

Colombia where there is increasing prevalence of adult and adolescent
obesity.”® The Latin American region also has a high adolescent fertil-
ity rate (66.5 births per 1000 in those aged 15-19 years, compared to
the global average of 46 births per 1000)”* and structured preconcep-
tional education is crucial for such unplanned pregnancies.

10 | POSTNATAL AND
INTERCONCEPTION CARE

The postpartum period provides a platform for preparing for a pos-
sible next pregnancy and identifying women with, or at higher risk of,
NCDs such as type 2 diabetes mellitus or GDM, addressing contracep-
tive needs, reversal of excess gestational weight gain, and address-
ing nutritional requirements.Zl'75 For example, a study from the USA
detected low rates of follow-up glucose testing in women with GDM,
especially in the postpartum period (5.8%), although this improved
slightly after a year (21.8%) and at 3 years (51%).”¢ Contact with pri-
mary care after delivery was also very low. Several experts have called
for recognizing the importance of, and providing, continuity of care in
the “fourth trimester”’” taking into account the mother’s physical and
mental health in the postpartum period.

Key service providers for infant health such as pediatricians,
general practitioners, and health visitors have an important role in
discussing interconception health, not only for the next pregnancy
but also for the long-term health of the mother. Not addressing
these issues before the next pregnancy, especially for mothers with
a history of outcomes such as low birthweight or medical comor-
bidities, is a missed opportunity for improving the woman'’s health
and outcomes of subsequent pregnancies.75 FIGO recommends
the extension of preconception care into the postpartum stage
to increase the window of opportunity and access women with
nutritional needs, thus providing an integrated continuum of care
for women.>””

Box 3 summarizes the key recommendations for preconception
care in routine care that healthcare practitioners should consider, to
support women in improving nutrition, weight management, and life-

style before pregnancy.

11 | CONCLUSION

The FIGO Pregnancy and Non-Communicable Diseases Committee
and the FIGO Committee for Reproductive Medicine, Endocrinology,
and Infertility recommend that all healthcare practitioners engage with
the provision of systematic advice and support for women'’s nutrition
and weight management in the preconception period in a supportive
and nonstigmatizing manner. Addressing the barriers to communica-
tion and using tools such as the FIGO Nutrition Checklist to hold effec-
tive discussions in short clinical visits can have long-lasting effects for
women'’s health, pregnancy outcomes, and the long-term health of the
offspring. Healthcare practitioners should prioritize attention to com-
mon comorbidities and nutritional issues in their settings, underpinned
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Box 3. Key messages for healthcare practitioners.

1. Preconception care can and should be delivered in any clinical or hospital setting, regardless of the initial reason for a hospital visit, and at
either an inpatient or outpatient level. Hospital-based and community/home-based opportunistic preconception care is recommended.
This includes visits for contraception, immunization, and child health services.

2. A universal approach of discussing good nutritional habits, risks of obesity, and possible benefits of weight loss before pregnancy at
every visit to a healthcare practitioner is recommended.

3. Failure to offer systematic advice and support regarding women's nutrition, weight, and related lifestyle behaviors in their childbearing
years is a missed opportunity for preventing the intergenerational cycles of obesity and noncommunicable diseases.

4. As there is poor public understanding of the need for pregnancy planning and preparation in many countries, each contact with a healthcare
practitioner is an opportunity to engage women in the reproductive age group in thinking about their health and understanding how their
current diet, weight, and lifestyle will influence fertility, pregnancy outcomes, and the long-term health and well-being of their children.

5. Education and training of healthcare practitioners must be addressed urgently, to ensure development of skills and confidence in rais-
ing nutrition and weight management issues with women, including training for motivational interviewing and “healthy conversation”
skills. Healthcare organizations should give attention to the dissemination of clinical guidelines for preconception weight and nutrition
management, and developing, using, and adapting simple tools for clinical practice.

6. Interconception care: healthcare practitioners such as general practitioners, pediatricians, and those involved in postnatal care such as
home visitors have an important role to play in interconception care (e.g. a follow-up test for HBA1C, weight management, physical
exercise, and nutrition advice).

7. Healthcare practitioners should be cognizant of the common nutritional deficiencies of different age groups. When approached by
women in the preconception period they should discuss any dietary restrictions and screen and treat nutritional deficiencies following
local dietary guidelines. Where applicable, healthcare practitioners in a variety of settings are encouraged to adapt and use the FIGO
Nutrition Checklist to initiate conversations on nutrition and weight management during appointments, and to identify women requiring

further intervention or referral to a nutritionist or dietitian.

by the FIGO preconception recommendations in this paper, to ensure
all women think about nutrition, weight management, and lifestyle
after each consultation and feel empowered to make any necessary
changes. Other stakeholders such as public health organizations and
professional organizations have a key role to play in addressing train-
ing needs and ensuring that the recommendations of these guidelines

become embedded throughout their organizations.
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SUPPORTING INFORMATION

Additional supporting information may be found online in the
Supporting Information section at the end of the article.

Supporting information S1. Guidelines relevant to nutrition and pre-
vention of obesity and noncommunicable diseases in the preconcep-
tion period reviewed by the FIGO Pregnancy and Non-Communicable
Diseases Committee and the FIGO Committee for Reproductive
Medicine, Endocrinology, and Infertility.

Supporting information S2. FIGO nutrition checklist for pre-pregnant/

early pregnant women. Reproduced with permission from FIGO.
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