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Indicator:   Preconception HIV Testing (J1) 
 
 
Domain: Infections  
 
Sub-domain: HIV 
 
Demographic group: Women aged 18-44 having a live birth. 
 
Data resource: Pregnancy Risk Assessment Monitoring System (PRAMS). 
 http://cdc.gov/prams/ 
 
Data availability:  Core item – available in all PRAMS states annually. 
 
Numerator:  PRAMS respondents aged 18-44 years who reported that they had 

been tested for HIV within 1 year of the most recent pregnancy 
resulting in a live birth.  This time frame includes less than 6 
months and 6 months to 1 year. 

 
Denominator: Respondents aged 18-44 years who reported that they had been 

tested for HIV before the most recent pregnancy resulting in a live 
birth and stated that the testing occurred less than 6 months, 6 
months to 1 year, or more than 1 year before the start of the 
pregnancy (excluding unknowns and refusals). 

 
Measures of frequency: Crude annual prevalence and 95% confidence interval, weighted 

using the PRAMS methodology (to compensate for unequal 
probabilities of selection, and adjust for non-response and 
telephone non-coverage). 

 
Period of case definitions: During the 12 months before the pregnancy resulting in the most 

recent live birth. 
 
Significance:  Virtually all pediatric cases of acquired immunodeficiency 

syndrome (AIDS) result from perinatal HIV transmission.1  And, 
40% of infants with AIDS are born to mothers who were unaware 
of their HIV status.1  While routine prenatal  HIV testing provides 
an opportunity to diagnose HIV infection and initiate treatment 
that may prevent mother-to-child transmission, the Select Panel on 
Preconception Care workgroup emphasizes the importance of 
women knowing their HIV status prior to pregnancy.2  
Preconception knowledge regarding HIV status allows women to 
reconsider becoming pregnant should they test positive.  And, for 
those women who test positive and choose to pursue a pregnancy, 
there is an opportunity to inform them about the risks of vertical 
transmission to the infant and for the initiation of preconception 

http://cdc.gov/prams/


treatment to minimize the likelihood of vertical transmission.  
Studies reveal that the rate of perinatal HIV transmission is less 
than 2% with antiretroviral treatment compared with 25% to 30% 
without treatment.3-5 

 
Limitations of indicator: The indicator relies on self-reports and was not verified by medical 

records.  Concerns over stigmatization may have led some 
respondents to deny prior testing thus introducing social 
desirability bias.  Furthermore, misclassification bias is possible 
since studies have found that some women assume that HIV testing 
is conducted routinely.6 

 
Related Healthy People 
2010 Objective(s): 13-7. Reduce new cases of perinatally acquired HIV infection. 
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Indicator:    Sexually Transmitted Infections (J2) 
 
 
Domain:     Infections 
 
Sub-domain:     Sexually Transmitted Infections 
 
Demographic group: Women aged 18-44 years. 
 
Data resource: National Sexually Transmitted Disease Database.  
 http://www.cdc.gov/std/stats 
 
Data availability:  Real-time active surveillance data are available in all states. 
 
Numerators:  # of cases of chlamydia in the population of 18-44 year old 

women. 
 
 # of cases of gonorrhea in the population of 18-44 year old women

 .  
 
 # of cases of syphilis in the population of 18-44 year old women. 
 
Denominator: # of 18-44 year old women in the population. 
 
Measures of frequency: Annual rate expressed as cases per 100,000 women. 
 
Period of case definition: Calendar year. 
  
Significance:  Although chlamydia and gonorrhea often go undiagnosed, they 

remain the first and second most commonly reported infectious 
diseases in the US, respectively.1 Unrecognized or undiagnosed 
chlamydia and gonorrhea are associated with infertility and ectopic 
pregnancy.  In recent years, syphilis cases in the U.S. have 
declined.1 However, untreated and advanced syphilis can have 
serious adverse and debilitating effects on the neurologic, auditory, 
and visual systems, and congential syphilis can have devastating 
pregnancy-related consequences such as spontaneous abortion, 
stillbirth, and premature birth, and cause impairments during fetal 
and infant development.  Syphilis, like gonorrhea and other 
sexually transmitted infections (STIs), can also facilitate perinatal 
HIV transmission.2 

 
Limitations of indicator: Data collection policies and resources for active surveillance of 

STI cases may differ by state.3  Therefore, underreporting of some 
infections may occur. 

 

http://www.cdc.gov/std/stats


Related Healthy People 
2010 Objective(s):  25-1. Reduce the proportion of adolescents and young adults with 

Chlamydia trachomatis infections. Target: 3%.         25-2. Reduce 
gonorrhea.  Target: 19 new cases per 100,000 population.                                        
25-3. Eliminate sustained domestic transition of primary and 
secondary syphilis. Target: 0.2 cases per 100,000. 
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Indicator:   Influenza Vaccination (J3) 
 
 
Domain:    Infections 
 
Sub-domain:     Immunizations 
 
Demographic group: Women aged 18-44 years. 
 
Data resource: Behavioral Risk Factor Surveillance System (BRFSS). 
 http://www.cdc.gov/BRFSS 
 
Data availability:  Core item – available in all states annually. 
 
Numerator:  Female respondents aged 18-44 years who reported receiving an 

influenza vaccination in the last 12 months (either a vaccine 
injected into their arm or a vaccine sprayed into their nose). 

 
Denominator: Female respondents aged 18-44 years who reported that they did or 

did not receive an influenza vaccination in the last 12 months 
(either a vaccine injected into their arm or a vaccine sprayed into 
their nose) (excluding unknowns and refusals). 

 
Measures of frequency: Crude annual prevalence and 95% confidence interval, weighted 

using the BRFSS methodology (to compensate for unequal 
probabilities of selection, and adjust for non-response and 
telephone non-coverage). 

 
Period of case definition: During the last 12 months. 
  
Significance:  Influenza during pregnancy can increase the risk of maternal 

morbidity resulting in serious complications and hospitalizations, 
particularly among women in the second and third trimesters.1, 2  
And, women at any stage of pregnancy  with certain chronic 
medical conditions, such as asthma, diabetes mellitus, and heart 
disease, are particularly vulnerable to influenza-related 
complications.1, 3  Current recommendations include influenza 
vaccination for all pregnant women during influenza season, 
regardless of gestational age, for women who will be pregnant 
during influenza season, and for any woman with an increased risk 
for influenza-related complications.4,5  

 
Limitations of indicator: Little research has been conducted to explore the reliability or 

validity of the BRFSS item assessing receipt of influenza 
vaccination.  However, a few studies among the elderly suggest 

http://www.cdc.gov/BRFSS


that the validity of BRFSS data on receipt of influenza vaccination 
is high.6 

 
Related Healthy People 
2010 Objective(s): 14-29. Increase the proportion of adults who are vaccinated   

annually against influenza. Target: 60%. 
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