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A
dverse maternal, pregnancy 
and birth outcomes are closely 
linked to the ill health or poor 
wellbeing of the woman when 
she conceives. On the one hand, 

this includes the social determinants of health, 
e.g., poverty/deprivation, domestic abuse and 
other toxic stresses (Marmot, 2015). On the other 
hand, this refers to prevalence of pre-existing 
conditions, certain teratogenic medications, 
and/or such risk behaviors as smoking and 
drinking – all of which exacerbate the potential 
for complications and adverse consequences 
during pregnancy, delivery, and birth. 

The only way to prevent or mitigate harm 
during pregnancy is for the health system and its 
practitioners to help reduce or eliminate these risks 
before conception (Shawe, Steegers & Verbiest, 
2020). It is in society’s best interest to have healthy 
women. It is also in the community’s and the 
family’s best interest. Most importantly, it is in 
the woman’s best interest. It is what she wants.

Half of all pregnancies are unexpected or 
mistimed (UNFPA State of World Population, 
2022). This positions ineffective contraceptive 
methods and uses as the primary causes of 

‘unintended’ pregnancy. Responsibility for 
effective contraception is almost exclusively 
placed upon the woman. Holding women 
accountable in this way avoids examining 
the structural, systems, or institutional forces 
that shape access to reproductive health. 
It is long past time to share responsibility 
more fairly and sensibly among women, men 
and the systems/professions responsible for 
reproductive health care (Potter et al., 2019).

The term ‘unintended pregnancy’ needs to 
be recognized as a convenient but seriously 
flawed construct for talking about pregnancies 
that are unplanned, mistimed, or unwanted 
(Aiken, Borrero, Callegari & Dehlendorf, 2016). 
Having an intention is not a plan. Even a plan 
does not necessarily translate into preparation. 

It is critical for health care systems and 
professions to strive to overcome the lack 
of preparation for pregnancy, prioritizing 
preconception/interconception information, 
education, counselling and care (Boulet, Parker 
& Atrash, 2006; Fuehrer, Buckler, Bowman, 
Gregory & McDaniel, 2015). The reliance on 
contraception and antenatal care to mitigate 
most pregnancy risks is often misplaced. The 
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result is care that too often is ‘too little, too late’ 
In terms of medical practice, the emphasis 

on antenatal care has led to a system that 
institutionalizes the moment of conception as 
the starting point for concern about reproductive 
health. Most primary care practitioners are 
not offering preventative reproductive health 
services and preconception/interconception 
care. However, there is abundant evidence that 
antenatal care - while a very important element 
that has consistently been helpful - has not lived 
up to its early promises of improved outcomes 
for all women (Creanga & Callaghan, 2017). 

The reality is that certain actions critical 
to a healthy pregnancy and positive birth 
outcomes can best – and sometimes only - be 
done before conception. Examples include 
folic acid (Vitamin B9) supplementation (if 
started early and at a sufficient level to prevent 
most Neural Tube Defects) and transitioning 
off teratogenic medications pre-pregnancy. 
Intentional preconception/interconception 
health care confronts current practice, which 
divides reproductive care from primary care for 
women.  It also confronts prevailing culture, 
which defines the point at which pregnancy is 
established as the starting point for attention 
to the health and wellbeing of prospective 
mothers and their potential infants.

Moving the center of gravity in relation to 
maternal and child health care interventions 
to an earlier point, i.e., from antenatal care to 
preconception care is an emerging strategy 
(Verbiest,  McClain & Woodward, 2016). This shifts 
responsibility in equitable ways to encompass the 
shared responsibilities of all parties concerned.

This is the opposite of shifting blame onto 
women. That’s what exists now. Women have 
always had to bear the brunt of criticism in the 
event of adverse pregnancy and birth outcomes.  
By contrast, there is a very strong case for enhancing 
women’s sense of agency at the same time as health 
systems and practitioners are ensuring better health, 
education and care for all reproductive age women.

According to Occam’s Razor: when facing 
an intractable problem, the simplest solution is 
likely to be the best solution.  With that in mind, 
the answer to how to reduce the proportion of 
pregnancies not prepared for well, is simplicity 
itself: ASK WOMEN WHAT THEY WANT. Inquire 
if they want children now, later, or never - and 
then offer services supporting their choices.

Those who understand that some adverse 
maternal and child health outcomes could 
be prevented or mitigated if addressed 
prior to conception, also recognize the 
fragmented, uncoordinated silos of primary 
care and reproductive health. The solution 
is to offer reproductive health information 
and services in primary care, even if it is not 
the main reason for the appointment.

Inadvertent harm does occur when teratogenic 
medications are prescribed or conditions of 
particular concern during pregnancy are left 

untreated beforehand. The countervailing force 
would be entirely intentional harm reduction 
and prevention efforts. Integrating pregnancy 
desire screening into routine primary care can 
change the balance, deconstruct the silos and 
improve the outcomes.  In light of the benefits 
for women, children, families and society, how 
can preserving silos, segregation and splintered, 
‘after the fact’ interventions be defended? 

Adoption of pregnancy desire screening and 
offering pre/interconception care as standard 
practices will require important shifts in 
medical practice.  This will also require shifts 
in the cultural norms that define pregnancy 
as the appropriate starting point for attention 
to the health and wellbeing of people of 
reproductive age and their potential children.

We describe the development, implementation, 
evaluation, and international adaptation 
of the One Key Question® (OKQ®), a 
pregnancy desire screening question that 
can be integrated in routine primary care.

DEVELOPMENT OF THE ONE KEY QUESTION®
Novel in its approach, women shaped the 
creation of a tool/programme in the USA called 
One Key Question® (OKQ®). It identifies the 
reproductive health information and services 
they need to be healthy, as well as to avoid 
pregnancy (short or long-term), increase the 
chances of a successful one, and/or to improve 
the timing of both delaying and preparing. A 
pregnancy desire question is an entry point to 
offer compassionate, non-judgmental, patient-
centered, evidence-based, contraceptive 
care for those who do not want to become 
pregnant, plus comprehensive preconception/
interconception care for those who do. 

THE BEGINNING 
When the work began two decades ago, 
the Oregon Foundation for Reproductive 
Health’s (OFRH, 2022) approach was like 
that of many family planning organizations: 
Reproductive health was seen as being 
about contraception, sexually transmitted 
infections (STIs) and pregnancy terminations, 
based upon the following assumptions: 

1.     Women generally understood how their 
reproductive system works; how to prevent 
pregnancy; and, how to manage a healthy 
pregnancy. After all, with the advent of the 
Internet, this information was readily available. 

2.    Reproductive health discussions 
routinely occurred during annual 
health exams and women raised issues 
with either their general practitioners/
primary care providers or specialists. 

3.   Maternal/child health specialists and Ob-gyns 
were responsible for addressing pregnancy 
and birth related mortality and morbidity. 
It was not part of OFRH’s mission. 

4.    Many primary care clinicians had out of 
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date information about contraceptives 
and may not feel comfortable offering 
counselling and care on this topic.

THE PROCESS
In 2009, OFRH decided to further assess what 
reproductive health services were being offered 
in primary care visits. This was accomplished 
by interviewing and surveying primary care 
providers, as well as surveying and interviewing 
reproductive age women. The work had begun.

After conducting in-person interviews, 
OFRH distributed surveys about reproductive 
health services to primary care practitioners.  
These include nurses, nurse practitioners, 
physician assistants, midwives, and primary 
care physicians and affiliated Ob-gyns. 

We learned that 92% of the 107 Oregon 
primary care practitioners interviewed regarded 
reproductive health assessments/care as the 
purview of specialists; family planning/sexual 
reproductive health clinics or Ob-gyns. When 
asked if they offered reproductive health care, the 
usual responses were: “Women go somewhere 
else for that”; or “I will, if she brings it up”. The 
prevailing view was that it would be too personal 
and intrusive to initiate such a conversation.

OFRH solicited input from women about 
their reproductive health care through an 
online survey. Three thousand reproductive-
aged women were asked about their reaction 
to the possibility of receiving reproductive care 
from their primary care provider, in addition to 
being asked about their pregnancy intentions. 

600 women responded to the survey, a response 
rate of 20%.  Most confirmed they had never 
been asked about or received reproductive 
health information or care from their primary 
care provider.  At the same time, these women 
overwhelmingly asserted that this is precisely 
from whom they wanted reproductive health 
information and advice. Regarding pregnancy, 
they generally said: “Don’t assume you know our 
desires/intentions/plans. Ask us what we want!” 

Following the survey, OFRH staff and associates 
conducted a multi-year, iterative process that 
included Listening Sessions (essentially focus 
groups) among demographically diverse, 
reproductive age people and practitioners. 
They created One Key Question. 

WHAT WOMEN TOLD US
Women want more information about reproductive 
health. Reproductive health is about more than 
contraception. More information empowers 
women to make reproductive decisions. 
Regardless of the health care setting, women 
were occasionally asked about their use of 
contraception. Yet, they were never asked 
about their desire to become pregnant or had 
a conversation about how they can prepare 
for the healthiest pregnancy possible.
•  Women want to know more about how to 

prepare for a healthy pregnancy, and most 

do not know there is anything to be done 
besides conceive. Almost all women wanted 
to know more about their reproductive system 
and what women, in general and she, in 
particular, could do to prepare for a healthy 
pregnancy. Their preferred messenger and 
trusted expert was a primary care provider. 

•  Women often don’t understand risky behavior 
as it relates to pregnancy.   There are major 
gaps in knowledge about the value of being in 
the best possible health and not engaging in 
behavior considered high risk before conception.

 •  Women typically don’t know what behavior 
changes are important to make prior to 
becoming pregnant.  Most women have 
not given sustained thought to changing 
any behavior; seeking preconception 
assessments; checking the safety of their 
medications should they become pregnant; 
eliminating environmental toxins at home 
or work; or, what to stop and what to 
start doing prior to pregnancy to increase 
their chances of a positive outcome.

•    Being asked about their desire to become 
pregnant is empowering, not intrusive. 
Asked a multiple-response option question 
about how they would feel if a primary 
care provider asked about their pregnancy 
intention, 85% chose “Empowered.”

•     Women want their primary care providers 
to be proactive about offering reproductive 
health and preconception care. They want 
primary care to routinely provide reproductive 
health information, plus services individualized 
for their specific health needs/risks. As was 
repeatedly said: “Why do I have to go to two 
different places for my health care? Isn’t my 
reproductive health part of my overall health?”

 •  Women want to be asked about their desire 
to become pregnant within a specific time 
frame.  Asking about pregnancy intention 
without specifying a time period makes the 
question too speculative to answer easily. 
“Just because I answer one way, does not 
mean the next time you ask me I won’t have 
a different answer.” “It’s a moving target.” 
“Don’t assume the answer last year hasn’t 
changed.” Asking about their desire to become 
pregnant within the next year seemed to be a 
sensible, feasible timeframe for most women.

•    Flexibility in the answer options important.  
Participants in the Listening Sessions were clear 
that flexibility in possible answers helped create 
a non-judgmental environment. Answer options 
limited to “Yes” and “No” were not viewed as 
sufficient. There needs to be recognition that 
both ambivalence (“unsure”) and a degree of 
passive acceptance (“what happens, happens” 
or ‘okay either way’) are valid responses. 

•   Support the patient, regardless of the answer.  
Practitioners need to offer contraception 
services when a woman wants to delay or 
avoid pregnancy - and preconception care 
when she wants to become pregnant. Both 
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contraception and preconception information 
and services should be available if she 
expresses ambivalence, lack of control over the 
decision, or difficulty in managing timing issues.

•   Women are looking for a respectful 
partnership with their primary care provider. 
Most women expressed their desire to feel 
respected, and to participate in shared 
decision making. There was little support 
for the ‘doctor knows best’ model.  

LESSONS LEARNED
OFRH concluded that to reduce mistimed and 
unwanted pregnancies, and improve birth 
outcomes, a two-sided approach was needed 
and wanted. That means increasing effective 
access to: a) preconception/interconception 
information/assessments; and, b) contraceptive 
options, education, and counseling. 

It was not until 2014 that transgender 
discriminatory practices in health service 
delivery came more into focus in the USA.  
Language began to change to be more inclusive, 
recognizing the particular reproductive health 
care needs of transgender people. By 2016, the 
language of the OKQ initiative refers to people 
who are capable of pregnancy, sometimes 
referred to as having pregnancy capacity 
or anyone who can become pregnant.

We were told that language can either 
encourage trust and reflect empathy - or imply 
disapproval and reflect a blaming/shaming/
stigmatising judgement. In the Listening Sessions, 
many women reported they felt not heard, not 
respected, and looked down upon by their 
health professionals. As a result, primary care 
providers involved in the initial implementation 
of the OKQ were asked to use “tested” language 
for the conversations.  Perhaps not surprisingly, 
most providers had never received training 
in shared decision making or motivational 
interviewing. It was clear that providers 
needed explicit training in order to respond 
helpfully and compassionately in following 
up on the patient’s expressed preferences.

The resulting OKQ implementation and 
related training stressed the link between 
healthy mothers and healthy babies.  It asserted 
that if women can prepare for pregnancy, and 
become healthy before conception, they are 
better able to maintain good health and well-
being during pregnancy. This, in turn, gives their 
babies greater chances of a healthy birth weight; 
being born after 39 weeks of gestation; and 
reduces the risk of preventable birth defects.

IMPLEMENTATION AND EVALUATION 
OF OKQ®  IN PRIMARY CARE
In OKQ’s early years, 2010-2012, we simply 
offered the question and basic responses in an 
implementation manual. We heard practitioners 
ask for more guidance and training to increase 
competence and confidence. To support 
practitioners, OKQ designed a two-hour training 

module using role play to cover the rationale and 
practice with asking and responding to OKQ.

In 2018, OKQ® transitioned away from 
OFRH and was adopted by a national, not-for-
profit organization in the USA. The new OKQ 
leadership is in the hands of Power to Decide, 
which is committed to reproductive autonomy 
and well-being (Power to Decide, 2022). Power 
to Decide holds the OKQ trademark, intellectual 
property rights and certifies practitioners to 
use the tool once they have completed the 
training. Power to Decide significantly improved 
practitioner preparation into an accredited 6-hour, 
comprehensive in-person training course in 2018. 

As of 2020, the organization added a digital 
training option as an accredited on-line 
curriculum. Training includes how the question 
is asked; verbal/written alternatives; the timing/
frequency; understanding context; shared decision 
making; awareness and avoidance of expressing 
unconscious bias; and follow-up options. 

The greatest impediment to OKQ 
implementation in primary care/general practice 
is that practitioners’ time and energy are often 
constrained – or simply strained. This has 
redoubled as a concern during the COVID-19 
pandemic. The training involves learning 
about such supports as scripts, protocols, 
and electronic health record templates to 
reduce the time it takes to ask and respond 
to this critical open-ended question.

Based on many clinic evaluations, research 
studies and randomized controlled trials, 
OKQ identified the elements of the process 
that facilitate practitioners integrating a 
pregnancy desire screening conversation into 
their routine practices (Ferketa, Schueler, 
Song, Carlock, Stulberg & White VanGompel, 
2022; Song et al., 2021; Stulberg, Dahlquist, 
Disterhoft, Bello & Hunter, 2019; Stulberg, 
Datta, VanGompel, Schueler  & Rocca, 2020).  

Most recently, research on the impact on 
practice of the training and implementation process 
was done with staff and clinicians from one family 
medicine and one Ob-gyn practice affiliated 
with the University of Chicago’s Family Medicine 
Department. Participants responded to a survey 
and a subsample participated in semi-structured 
interviews about their attitudes toward OKQ; its 
benefits and drawbacks as a pregnancy intention 
screening tool; issues with time or integration 
into clinic workflow; and, their thoughts on the 
OKQ training sessions (Ferketa, Schueler, Song, 
Carlock, Stulberg & White VanGompel, 2022). 
The combined findings from the survey and 
interview components identified the following 
facilitators to the OKQ implementation process:

Important Clinical Need Overall, 95% of 
respondents from both clinics agreed that OKQ 
addressed an important clinical need and 88% 
said patients appreciated being asked about 
their reproductive needs through OKQ.
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Does Not Slow Down Workflow Most respondents 
disagreed that asking the question excessively 
slows down appointment turnover time (93%) 
or lengthens the check-in process (90%).

Simplicity of the Tool One important 
implementation facilitator was the simplicity 
of the tool itself. Several participants 
described OKQ as an easy-to-use tool. 

Engagement of Practice Leadership The 
engagement of practice leadership was another 
facilitator. Practice leadership promoted 
consistent use of the tool in multiple ways. For 
instance, leadership displayed their support 
for the intervention by involving staff and 
clinicians in implementation planning. In this 
way, leadership attempted to get staff and 
clinicians involved and invested in its successful 
implementation, as well as motivate them to 
use the tool in their everyday practice.

Practice Champions In addition, there were 
practice change champions; individuals who 
support an intervention and work to overcome 
organizational indifference or resistance to an 
intervention. During initial implementation, 
champions countered frustration about OKQ by 
reminding individuals of the reasons behind the 
practice’s decision to participate in the study. 

Benefits of tool align with goals and values 
of providers Another major facilitator of 
implementation was the perceived benefits of 
OKQ and how well it aligned with the goals 
and values of key stakeholders. Such perceived 
benefits included an increase in pregnancy 
desire screening, and an increase, as well as a 
reframing, in their preconception counseling 
after implementation of OKQ. One explanation 
for this increase in preconception counseling 
is that the pregnancy desire question reframed 
the way in which clinicians were asking patients 
about their reproductive health needs. 

This study adds clinician perspective to similar 
findings among people of reproductive age. They 
expressed that more inclusive conversations 
around reproductive goals are more acceptable 
than those focused solely on contraception.

A CONVERSATION STARTER
OKQ, or another pregnancy desire screening 
tool, is not a magic bullet. Rather, it is an entry 
point to offer patient-centered, evidence-based 
contraception and/or preconception care directly 
and to follow-up effectively. Even when the 
question itself is straightforward, the answers 
may sometimes pose a variety of dilemmas. For 
example, the woman may definitely want to 
become pregnant during the next year but may 
face significant barriers to doing so – ranging 
from fertility concerns to the safety of becoming 
pregnant given her chronic health condition. In 
such situations, the main role of the practitioner 

is to make wise and practical referrals to other 
individuals, services or agencies better equipped 
to help her take the best next steps for her.

Screening for the desire to become pregnant 
advances the intent of ‘reproductive life planning’, 
but focuses on asking women what they want, 
rather than what they plan. By deliberately 
offering more than the usual binary yes/no 
answer options, women are offered a space to 
express and normalize ambivalent or neutral 
attitudes toward becoming pregnant. Identifying 
and acknowledging where each woman is on 
the continuum of pregnancy intentions/desires 
is a mark of respect for her choices and a way 
of encouraging each woman’s sense of agency.

Research on OKQ confirmed the acceptability 
and feasibility of pregnancy desire screening and 
showed an increase in contraceptive counselling 
(Stulberg et al., 2019). Additional research showed 
this screening is welcomed by women and those 
who can become pregnant and thus, significantly 
improves patient satisfaction (Song et al., 2021).  

When a person conceives while facing 
unresolved and unmanaged health and 
psychosocial challenges, maternity care usually 
cannot undo the adverse impacts already well 
underway in a developing fetus. To improve 
maternal and birth outcomes, our society, our 
practitioners and the systems in which they 
work, must promote optimal preconception/
interconception health for every woman. This 
recognizes the continuing reality that a significant 
proportion of all women will become pregnant 
not by choice but by chance (Moos et al., 2008). 

Implemented properly, pregnancy desire 
screening can change the conversation and 
the practice of mainstream healthcare for those 
of reproductive age for whom pregnancy is a 
possibility.  It neither tries to make crucial choices 
for them, nor influences them toward (or away 
from) avoiding, accepting or seeking pregnancy. It 
does not ask them to plan a pregnancy, but rather 
prepare for a pregnancy they want to continue.

The dialogue and decisions after asking a 
pregnancy desire screening question - and 
responding to the answer with appropriate 
information and services - can profoundly 
and positively shape reproductive health 
outcomes. It can also improve the wellbeing 
and life chances of both parents and the 
children they choose to have, whenever the 
time and circumstances are right for them.

As of 2022, OKQ has been accepted and 
replicated as ‘best practice’ in 30 American states. 
This quote from a general practitioner illustrates 
the reasons for integrating a pregnancy desire 
screening question into clinical practice: 

‘As a family physician, addressing the 
reproductive health needs of my patients is 
essential for their overall health, but unfortunately 
it is a health need that can be overlooked when 
there are competing priorities, such as managing 
chronic conditions or addressing acute illnesses. 
For many other important health issues – like 
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tobacco use, and possible depression – we use 
routine screening so that these essential health 
issues don’t get overlooked during a visit. Even if 
a patient isn’t coming in to address those issues, 
we at least let them know that we can address 
them with the patient when they’re ready. I believe 
reproductive health is as important as these other 
topics, and if we don’t get proactive, as primary 
care providers, then we’re likely to miss it. A tool 
like One Key Question can help me and my clinic 
team implement this routine screening in a patient-
centered way, so that patients know I’m here to 
help! This might mean addressing preconception 
health needs, talking about contraceptive options, 
both or neither! It’s up to the patient. I just want 
them to know that their reproductive health is 
important to me, and understanding their wishes 
and goals helps open that conversation.’

INTERNATIONAL ADAPTATION OF OKQ
OKQ was designed for the United States by its 
reproductive age women and their practitioners. 
It was not designed - or ever intended to be - an 
international franchise. The process of screening 
with a neutral, open-ended, pregnancy desire 
question is generic. The ‘right’ question must 
reflect the culture in which reproductive age 
patients and their practitioners live and work. 

‘HEALTHIER PREGNANCIES, 
BETTER LIVES’ IN SCOTLAND
Unlike the USA, Scotland has its own National 
Health Service (NHS). It is funded by taxpayers 
and independently administered within Scotland, 
which means it does not operate as part of 
the NHS for the rest of the United Kingdom. 
Generally, healthcare services and prescriptions 
are universally available and free of charge at 
the point of delivery/need. This means that 
issues of access and cost are not significant 
barriers to receiving healthcare or medicines.

While it provides an extraordinary range 
of high-quality services, Scotland’s NHS has 
a few gaps and blind spots. One of them is 
preconception (and interconception) health, 
education and care. There are more than 1,000 
general practices spread across every rural corner 
and urban neighborhood in Scotland. There are 
also numerous sexual health clinics and sexual 
health practitioners throughout the nation.

However, neither of these provider groups 
has the remit or resources to offer prospective 
birth parents - systematically, proactively 
and comprehensively - the information and 
assistance they want and need to prepare 
for pregnancy. Thus, practitioners do not 
routinely offer or initiate conversations about 
preconception and interconception health, 
education and care. The degree to which they 
can effectively respond to the pre-pregnancy 
questions and concerns is patchy and limited.

There is no equivalent of the One Key 
Question® initiative and no appetite (even 
were it possible) to simply adopt an American 

programme in the Scottish context.
Nonetheless, the fundamental realities 

that sparked the creation and successful 
implementation of OKQ in dozens of 
American states are also widespread in 
Scotland. Roughly half of all pregnancies are 
unexpected/mistimed/’accidental’ – although 
not necessarily ‘unwanted’ once underway. 
Virtually every birth parent desires the same 
three outcomes: a safe pregnancy, a healthy 
baby and a thriving family. Yet, much too 
often, these outcomes are not achieved. 

One explanation can be found in the lack of 
emphasis on both primary prevention (keeping 
harm or adversity from happening in the first 
place) and active, intentional preparation for 
pregnancy. The cultural context is one of 
thinking and behaving as if there are only two 
states: avoiding pregnancy or being pregnant. 
Much attention is devoted to both. Little 
attention is accorded to the middle period 
between contraception and conception.

Progress is just beginning to be made. For 
example, some prospective parents with chronic 
health conditions that can make pregnancy riskier 
(e.g. diabetes or epilepsy) – or those with genetic 
concerns (such as cystic fibrosis) – are likely, but 
not guaranteed, to receive counselling about their 
pregnancy-related choices. This help is provided 
either in primary care or through the specialist 
nurses and doctors who are treating them.

In 2016, the Director of Public Health (Dr Linda 
de Caestecker) in Scotland’s largest NHS Health 
Board (Greater Glasgow and Clyde) commissioned 
two reports intended to apply the international 
evidence base for a life course (public health) 
approach to preconception health, education and 
care in the context of Scotland (Sher, 2016a, Sher, 
2016b). In 2018, an article published in the Journal 
of Public Health focused on Scotland and the 
rest of the UK in relation to three key examples 
of preconception health policy failures, namely: 
inaction on fortifying flour with Vitamin B9 (folic 
acid); preventing Fetal Alcohol Spectrum Disorders 
(FASD); and, reducing risks by better regulating 
a highly teratogenic medication (valproate) 
(Sher, Frank, Doi & de Caestecker, 2019).

In 2019, the Scottish Government created a 
national advisory group tasked with creating 
Scotland’s Framework and Action Plan on 
Preconception Health. That group met several 
times and developed a detailed logic model. 
Its work was paused at the outset of the 
COVID-19 pandemic. Although intended to 
complete its work once the pandemic eased, it 
has not been restored as of September 2022.

In 2021, the Queen’s Nursing Institute Scotland 
(QNIS) launched a national programme on 
preconception/interconception health, education 
and care named Healthier Pregnancies, Better 
Lives (@HPBL_Scot)(QNIS, 2022). It has a strong 
an active Scotland Steering Group, as well as a 
stellar cadre of UK and International Advisors.
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This work is supported by Cattanach and The 
National Lottery Community Fund. Although 
starting small, HPBL’s aspirations are large. 
Over time, the intent is to transition from an 
idea to a programme, and then to a national 
coalition of community, organizational, academic, 
individual and funding partners. Although still 
in the developmental stage, Scotland’s Coalition 
for Healthier Pregnancies, Better Lives has (as 
of September 2022) already attracted more 
than 65 Partners (Organisational, Community, 
Academic, Individual and Funding|). 

Ultimately, the goal is to become a movement 
that weaves preconception/interconception 
health – and preparing well for pregnancy – into 
the fabric of Scottish society, policy and practice. 
The exemplar is the shift in recent decades from 
‘smoke-filled’ rooms being the norm to being a 
largely tobacco-free nation. That was accomplished 
not by draconian legislation and heavy police 
enforcement, but rather a very successful campaign 
to change understanding, hearts, minds, and 
ultimately, behaviour throughout Scottish society.

QNIS is a venerable and respected 133-year-
old charity that was created 60 years before the 
NHS to meet the health needs of the ‘sick poor’ 
in their homes and communities throughout 
Scotland. The original Queen’s Nurses were 
trained, deployed, and supported by QNIS. They 
typically performed the triple roles of district nurse, 
health (home) visitor and midwife. Although no 
longer an employer and primary trainer, QNIS has 
evolved into being an influential champion and 
supporter of community nursing and midwifery.

The large and diverse workforce of community 
nurses and midwives are well-placed – perhaps 
uniquely placed - to provide preconception 
education and care across the life course. 
They are usually trusted, respected healthcare 
professionals who have long-term positive 
relationships with people of reproductive 
age (and often with their families). 

However, this preconception potential has 
too rarely been recognized, developed and 
rewarded. A 2022 illustrative survey of Scotland’s 
community nurses and midwives revealed both a 
lack of prior education, training and experience 
on helping people prepare for pregnancy and a 
strong willingness to learn and add this work to 
their existing practice (Stranger Hunter 2022)

The author of the blog reporting the findings 
from the survey and the person leading a series of 
HPBL Listening Sessions (alongside contemporary 
Queen’s Nurses) is Michele Stranger Hunter. These 
are conducted with both people of reproductive 
age and their community nurses (Hunter, 2022). 

As the founder and longtime national director 
of OKQ, she has been a consultant to the HPBL 
programme within QNIS Queen’s Nursing Institute 
Scotland since 2021. Her efforts are part of a 
larger exploration of whether the basic principles 
of OKQ could (and should) be adapted to, 
tailored for, and implemented in the context of 
Scotland’s health systems, policies and practices.

Although still in the early stages, Healthier 
Pregnancies, Better Lives has already been making 
an impact within and beyond Scotland. One 
example is that the January 2022 issue of the 
International Journal of Birth and Parent Education 
was devoted to preconception health and co-
sponsored/co-edited by QNIS/HPBL (IJBPE, 2022). 
Raising awareness; recruiting partners/allies; 
and increasingly having a positive influence on 
both policy and practice augurs well for HPBL.

‘PLANTING THE SEED’ IN AUSTRALIA
In Australia, Medicare is a taxpayer-funded 
scheme that offers residents a wide range of 
health and hospital services at no or low cost. 
Medicare primary care items provide rebates 
for services provided by general practitioners, 
nurse practitioners, midwives, practice nurses 
and allied health providers. As part of their 
practice, these primary care providers can offer 
preconception care and be reimbursed by 
Medicare. This is encouraged in the 9th edition 
of the Royal Australian College of General 
Practitioners’ ‘Guidelines for preventive activities 
in general practice’ where it is stated that:

Every woman of reproductive age should be 
considered for preconception care. This consists 
of interventions that aim to identify and modify 
biomedical, behavioural and social risks to a 
woman’s health or pregnancy outcome through 
prevention and management. Preconception 
care should include reproductive planning and 
the effective use of contraception to prevent 
unplanned pregnancy…’ (RACGP, 2016, pg. 18)

However, surveys of primary care practitioners 
in Australia show that most do not routinely 
discuss pregnancy planning, encourage 
reproductive life planning, or provide inter or 
preconception health advice in their practice 
(Hammarberg, Collison, Nguyen & Fisher, 2016; 

Hammarberg & Taylor, 2019; Hogg, Rizio, 
Manocha, McLachlan & Hammarberg, 2019).  
Although most respondents in these studies 
believed it is part of their role to promote 
pregnancy planning, they identified several barriers 
for doing so, including worry about bringing 
up the subject as it may be sensitive and/or the 
feeling that they do not know enough about it. 

Concerns that asking people whether they what 
pregnancy might be a sensitive topic may be ill-
founded. In a survey of more than 700 women 
and men of reproductive age in Australia, three 
quarters stated that they would not mind or that 
they would appreciate if their healthcare providers 
asked them about their pregnancy intentions 
(Hammarberg, Hassard, De Silva & Johnson, 2020). 

Responding clinicians also identified that 
education on the topic and evidence-based 
resources to make meaningful referrals would help 
them raise the question about pregnancy intention 
with patients. These findings prompted the team 
responsible for the Your Fertility program to 
develop educational resources to help primary care 
providers proactively and routinely ask people of 
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reproductive age about their pregnancy intentions. 
It also created resources for people of reproductive 
age to improve their awareness of what they can 
do to improve their chances of having a healthy 
baby, if and when they want to have children.

Your Fertility is a government-funded fertility 
and preconception health promotion program that 
was initiated in 2011 (Your Fertility, 2022a). It is 
delivered by the Victorian Assisted Reproductive 
Treatment Authority (VARTA, 2022) in partnership 
with the government-funded women’s and men’s 
health originations, Jean Hailes for Women’s 
Health (JHfWH, 2022) and Healthy Male (Healthy 
Male, 2022), the Robinson Research Institute 
at the University of Adelaide (RRI, 2022), and 
Monash University (2022). Members of these 
organizations have significant expertise in 
public health, reproductive health, and health 
promotion which they contribute to the program. 

Your Fertility’s target audiences are women 
and men of reproductive age, plus relevant 
health and education professionals. The 
inclusion of men as a target was to promote 
active involvement of prospective fathers in 
pregnancy planning. That was because research 
shows that most men consider childbearing and 
pregnancy preparation a woman’s domain and 
feel they do not have a voice on the topic – since 
discussions mostly focus on women (Grace, 
Shawe, Johnson & Stephenson, 2019; Pearson, 
Holton, McLachlan & Hammarberg, 2021). 

Contrary to the common stereotype that 
having children is more important for women 
than for men, research indicates most men 
want and expect to have children (Holton et 
al., 2016). An additional reason for providing 
male-specific content was to reduce the burden 
of responsibility for reproductive outcomes 
on women, as well as signal that men need 
to do their part to ensure they also are in the 
best possible health before conception.  

Our work to respond to the education and 
information needs relating to asking about 
pregnancy desire was multi-pronged and 
inspired by OKQ. It involved developing an 
interactive tool for women and men to assess their 
preconception health (Your Fertility, 2022b), an 
online learning module for health professionals 
about preconception health, and clinical practice 
tips for how to start a conversation about 
pregnancy planning (Your Fertility, 2022c).

HEALTHY CONCEPTION TOOL
The Healthy Conception Tool is an interactive 
online tool with one section for women and 
another for men, into which they input their 
personal information, i.e., age, height, weight, 
alcohol consumption, smoking etc. and get 
personalized advice about each factor and how 
it might affect their chance of conceiving and 
having a healthy baby. At the end, users can print 
out a detailed summary of their information, The 
tool’s ‘call to action’ is to take the results to a 
preconception health check with a GP or other 

primary health provider (Your Fertility, 2022b). 
One of the biggest private health insurers in 
Australia, Medibank, now uses a mirror copy of 
this tool and encourage their members to use 
it if they plan a pregnancy (Medibank, 2022). 

ONLINE LEARNING MODULE
‘Preconception Health Promotion in Primary 
Care’ is an online learning module developed in 
collaboration with the Australian Primary Health 
Care Nurses Association, the peak professional 
body for nurses working in primary health care 
(APNA, 2022). The module aims to improve the 
capacity of primary care nurses, maternal and child 
health nurses and midwives working in primary 
care settings to ask about pregnancy desire. 
It provides concise and practical information 
about how to promote preconception health 
within their practice. The module is free of 
charge for members and non-members, of 1.5 
h duration, and was developed in accordance 
with best practice guidelines for online 
continuing professional development (CPD). 

To evaluate its efficacy and acceptability, online 
surveys were administered before and after 
completion of the module. Among the 121 nurses/
midwives who took part in the study, significant 
improvements in knowledge scores and in the 
proportion who reported feeling confident in 
their knowledge about preconception health 
were observed after completing the module. 
In addition, almost all respondents expressed 
satisfaction with the duration and content of the 
learning module (Hammarberg & Stocker, 2021). 

PLANTING THE SEED
A suite of resources to help general practitioners 
ask about pregnancy desire were developed in 
2021 in collaboration with members of the Royal 
Australian College of General Practitioners. They 
are based on the OKQ concept and called Planting 
the seed (Your Fertility, 2022c). The title refers to 
a proactive approach to preparing for pregnancy 
and preventing poor pregnancy outcomes. 

This suite of resources includes a downloadable 
guide about how to ask about pregnancy desire 
and how to advise patients, depending upon 
their answer. The guide also has a checklist with 
the topics to be covered in a preconception/
interconception health consultation. To 
complement the guide, the website has links to 
four short videos from clinical practice which 
demonstrate how to incorporate the question 
about pregnancy desire in consultations and 
shows how little extra time is involved.

WHERE TO FROM HERE?
We have developed a dissemination strategy 
for the Planting the seed resources. The hope 
is to reach as many primary care practitioners 
as possible around Australia. It involves actively 
approaching Primary Health Networks (PHNs) 
which are government-funded organization 
managing primary care, making them aware 
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of the resources. The goal is that they will 
encourage a wide variety of practitioners to 
use them. We work with members of primary 
health professional organizations and contribute 
content relating to preconception health to 
their communications with their members. We 
also use our partner organizations’ networks 
to broaden our reach throughout Australia.

CONCLUSION
The center of gravity is shifting (albeit slowly and 
patchily) toward embedding pregnancy desire 
questions and preconception/interconception 
health, education and care into policy and 
practice. OKQ has been credited with moving 
the reproductive health field away from the 
traditional emphases on contraception and 
avoiding pregnancy as its alpha and omega. 

Equally important, progress is being made 
toward strengthening primary care by according 
more attention and a higher priority to the 
wants, needs and opportunities to positively 
inform and influence people of reproductive 
age. The intention is to either enhance their 
contraceptive choices or help them explicitly 
prepare well for any pregnancy they choose 
to continue.  Practitioners and policy makers 
alike are recognizing the need to not simply ‘do 
better’ but to approach the situation differently.

At the beginning of this journey, common 
clinical/institutional wisdom predicted that 
practice change would take decades for a 
new, evidence-based idea to become routine. 
And yet, perhaps surprisingly, OKQ moved to 
widespread implementation at lightning speed (in 
relative terms) across the US. In 2010, pregnancy 
screening was not on anyone’s radar. By 2014, 
we were already working with other countries 
experiencing concerns about a similar pattern and 
frequency of ‘unexpected/mistimed’ pregnancies. 
By 2016, pregnancy desire screening - followed 
by improved contraception or preconception/
interconception care - had been added to the 
practice recommendations of the most prestigious, 
national clinical organizations in the US.

Meanwhile, the lead person for Scotland’s 
Healthier Pregnancies, Better Lives programme 
within the Queen’s Nursing Institute Scotland 
had, years earlier, co-developed OKQ’s enhanced 
preconception care guidance for the USA. He 
and his colleagues are currently exploring how a 
‘kilted’ version of this pregnancy desire screening 
can be adapted to fit Scotland’s cultural, clinical 
and policy contexts. This includes surveys and 
HPBL Listening Sessions to determine what women 
want in the reproductive and preconception/
interconception health arenas, as well as what 
community health providers need in order to make 
this new ‘direction of travel’ desirable and feasible. 

Australia was an early leader interested in 
adapting OKQ to fit its distinctive contexts. 
Significant progress has been made in finding 
ways to integrate it into curricula, training, and 
services. Australia appears to be midway in the 

‘changing-practice’ journey. Looking ahead, 
the lights are green and the drive for effective 
implementation is proceeding at pace. 

In all three nations, the common ground can 
be found in a shared determination to solicit, hear 
and heed the desires of people of reproductive 
age, as well as the community clinicians who 
directly serve them. The ‘lived experience’ of both 
patients and practitioners profoundly matter. 

The starting point is explicitly asking them 
about what they already know, what they have 
experienced and what they want, as they look 
ahead. The challenge and the opportunity 
is to make the system, policy and practice 
improvements necessary to follow-up in respectful, 
meaningful and supportive ways. There is still 
a long way to go in each nation. However, the 
chances of ‘doing the right thing’ and ‘doing 
the thing right’ have never been better.   
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