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Abstract
Objective Despite growing consensus about the clinical value of preconception care (PCC), gaps and disparities remain in 
its delivery. This study aimed to examine the factors influencing behavior of health care providers around PCC in outpatient 
clinical settings in the United States.
Methods Twenty health care providers who serve people of reproductive age were interviewed using semi-structured inter-
views. Data was coded based on a modified Theoretical Domains Framework and analyzed using deductive content analysis.
Results We interviewed eight family medicine physicians, four obstetricians/gynecologists, seven nurse practitioners, and 
one nurse midwife. Overall, we found a wide variety in practices and attitudes towards PCC. Barriers and challenges to 
delivering PCC were shared across sites. We identified six themes that influenced provider behavior around PCC: (1) lack of 
knowledge of PCC guidelines, (2) perception of lack of preconception patient contact, (3) pessimism around patient “com-
pliance,” (4) opinion about scope of practice, (5) clinical site structure, and (6) reliance on the patient/provider relationship.
Conclusions for Practice Overall, our findings call for improved provider understanding of PCC and creative incorporation 
into current health care culture and practice. Given that PCC-specific visits are perceived by some as outside the norm of 
clinical offerings, providers may need to incorporate PCC into other encounters, as many in this study reported doing. We 
amplify the call for providers to understand how structural inequities may influence patient behavior and the value of stand-
ardized screening, within and beyond PCC, as well as examination of implicit and explicit provider bias.

Keywords Preconception care · Reproductive health · Health care delivery · Provider behavior · Implementation

Significance

What is already known on this subject? Despite consensus 
on its clinical value, preconception care (PCC) is not con-
sistently delivered. In previous studies outside the United 
States (US), providers cited lack of PCC programming, lack 
of knowledge, poor coordination of care, and lack of contact 
in the preconception period as barriers to PCC delivery.

What this study adds? We use an established framework 
to elucidate factors influencing US provider behavior around 
PCC. The intention to provide patient-centered care, percep-
tion of strong patient-provider relationships, and assump-
tions regarding patient “compliance” emerged as barriers 
and must be reconciled with implementation goals. Our 
findings call for improved understanding of PCC, creative 
incorporation into practice, and examination of provider bias 
in care delivery.
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Introduction

The preconception period has been identified as a promising 
target for interventions to improve maternal and child health 
(Dean et al., 2014; Kroelinger et al., 2018). Preconception 
care (also preconception health care, or PCC) involves a 
continuum of care before or between pregnancies that aims 
to address risk factors related to reproductive health and 
pregnancy outcomes (Posner et al., 2006; van der Zee et al., 
2011). PCC statements from leading public health and medi-
cal organizations underscore the potential impact of PCC 
(American College of Obstetricians & Gynecologists, 2019; 
Farahi & Zolotor, 2013; Johnson et al., 2006; World Health 
Organization, 2013). PCC recommendations include medi-
cal interventions such as contraceptive counseling, genetic 
screening, and mental health management as well as screen-
ing for social and environmental risk factors like intimate 
partner violence (IPV) and workplace exposures (Johnson 
et al., 2006; Temel et al., 2014). Recent calls have been made 
to reframe PCC as quality primary and preventive care, 
regardless of future pregnancy intention (Frayne, 2017). 
Despite these guidelines and growing consensus about the 
value of PCC, gaps remain in its delivery (Robbins et al., 
2018).

Implementation of practices in health care, such as PCC, 
requires individual and collective behavior change, which in 
turn requires understanding factors that influence behavior 
(Atkins et al., 2017). Previous studies have investigated pro-
viders’ PCC-related behavior; however, the majority of these 
studies have occurred outside the United States (US). These 
predominantly European studies show a lack of knowledge 
about PCC among both providers and patients and disagree-
ment regarding where responsibility for PCC lies (Heyes, 
2004; M’hamdi et al., 2017; Steel et al., 2016). One survey 

of US obstetrician-gynecologists (OBGYNs) found that 
most were willing to provide PCC but felt challenged by 
limited contact with patients in the preconception period 
(Morgan et al., 2006). Beyond this study, data on US provid-
ers’ approaches to PCC is lacking. Given the unique struc-
ture of the US health care system, further study within the 
US is needed to provide guidance for implementation efforts.

This analysis aimed to characterize factors influencing 
providers’ PCC-related behavior in outpatient clinical set-
tings. We focus on the concept of PCC as well as the specific 
elements of contraception counseling, IPV screening, and 
depression screening. These three components of PCC are 
supported by strong recommendations from professional 
organizations and are achievable by most providers offer-
ing pregnancy or well-woman care (American College of 
Obstetricians & Gynecologists, 2019; Farahi & Zolotor, 
2013; Johnson et al., 2006; World Health Organization, 
2013). To achieve this aim, we use the Theoretical Domains 
Framework (TDF), a framework that explains determinants 
of evidence-based practice behavior (Atkins et al., 2017; 
Michie, 2005). The TDF consists of 12 domains that impact 
behavior change and has been employed in similar studies 
of PCC in Europe (M’hamdi et al., 2017).

Methods

For this qualitative study, two authors (MT and EN) con-
ducted semi-structured interviews with health care providers 
serving people of reproductive age about their PCC beliefs 
and practices from June through August 2017. A sample of 
providers was selected purposively to represent diversity in 
geography (urban and rural) and clinical setting (Table 1) 
across Wisconsin. Participants were approached via email.

Table 1  Characteristics of the 
sample of providers interviewed 
regarding preconception care by 
county, clinic type, and provider 
type

FQHC Federally Qualified Health Center, OBGYN obstetrician gynecologist

County Clinic type n Provider type n

Urban county (medium metro) FQHC 1 Family medicine 1
Private practice 4 OBGYN 3

family medicine 4
Family planning clinic 1 Nurse midwife 1

Urban county (large metro) Private practice 2 Family Medicine 1
Nurse practitioner 2
OBGYN 1

Family planning clinic 2 Nurse practitioner 3
FQHC 1 Family medicine 1
Public health center 1 Nurse practitioner 1

Rural counties Rural health center 1 Family medicine 1
Family planning clinic 1 Nurse practitioner 1

Total 14 20
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Interviews were conducted in person at the health care 
site or via telephone and lasted from 12 to 52 min, with an 
average length of 24 min. The structured interview guide 
was developed using national recommendations regarding 
PCC (Siu et al., 2016; US Preventive Services Task Force 
et al., 2018) and focused on knowledge of and perceived bar-
riers to implementing PCC (Online Resource 1). Additional 
questions focused on contraceptive counseling, depression 
screening, and IPV screening (Farahi & Zolotor, 2013; Lassi 
et al., 2014). All participants were asked the same ques-
tions with further probing by interviewers. Participants were 
asked their age, gender, and time in current position. Inter-
views were audio-recorded and transcribed verbatim.

Transcriptions were coded using deductive content analy-
sis guided by the TDF (Michie, 2005). The domains were 
applied as codes to transcripts through line-by-line coding. 
Three authors (MG, EN, MT) coded the first three tran-
scripts to refine code definitions and to establish consist-
ency. Subsequently, two coders independently coded each 
transcript and discussed coding decisions until reaching 
100% agreement.

Code reports were generated based on each TDF domain 
(code). Each code report and its interview responses were 
read in their entirety by each author. To generate themes, 
authors first identified reoccurring or strongly expressed 
ideas related to provider behavior within each code report. 
Those ideas were then compared across code reports for sim-
ilarity and grouped into themes. Table 2 displays the themes 
and the TDF domains, or codes, which contributed data to 
those themes. The entire analysis was completed with con-
sensus by all study team members (Braun & Clarke, 2012) 
and was facilitated by NVIVO 12.0 software. The study was 
deemed exempt by the University of Wisconsin-Madison 
Institutional Review Board.

Results

Twenty providers from 14 clinics were interviewed: eight 
family medicine physicians, four OBGYNs, seven nurse 
practitioners, and one nurse midwife. These providers 
worked in diverse settings including private practices (n = 6), 
Federally Qualified Health Centers or Rural Health Centers 
(henceforth “FQHCs,” n = 3), a public health clinic (n = 1), 
and family planning clinics (n = 4). Twenty-eight clinics 
were originally approached for interviews; 2 sites declined 
to participate (2 urban), and 12 did not respond (6 rural 
and 6 urban). Providers’ average age was 46 years (range 
32–65 years), and average time in current position was 
10 years (range 1–31 years). The sample was 70% women 
and 30% men.

There was general agreement among participants that, if 
implemented, PCC “is extremely valuable,” and could have 

positive impact on health. Providers expressed confidence 
in their skills to implement PCC. However, they described 
barriers preventing successful implementation. Six themes 
emerged that describe factors limiting PCC provision 
(Table 2).

Lack of Knowledge About PCC Guidelines

Emerging from data coded within TDF domains “Knowl-
edge” and “Skills,” there was a lack of awareness of pub-
lished PCC guidelines. Few providers could name an organi-
zation that had published recommendations for such care. 
For example, one provider admitted, “I’m not sure what 
official [PCC] guidelines you’re talking about.” Those who 
were aware of guidelines almost exclusively worked at fam-
ily planning clinics, where care more strongly relied on 
guidelines. These providers cited recommendations from 
the Quality Family Planning Guidelines, American College 
of Obstetricians and Gynecologists, and Centers for Disease 
Control and Prevention.

However, when providers were asked more broadly about 
care they delivered to “all women of reproductive age,” they 
often named individual elements of PCC, including contra-
ceptive counseling, diabetes screening, and others.

I don’t think I’m aware of any specific guidelines, 
but there are certain things like um... if a woman has 
prediabetes or is a diabetic, you’re obviously going to 
counsel her…—Family Medicine physician, FQHC, 
Urban County.

There was awareness that specific elements of PCC 
should be delivered to patients of reproductive age. How-
ever, awareness of guidelines was low, which likely con-
tributes to gaps in implementation of full recommendations.

Limited Preconception Patient Contact

Even when providers had confidence in their personal capa-
bility to provide PCC, they cited that patients often did not 
plan pregnancies or seek PCC per se, and thus felt less able 
to consistently deliver such care. Data contributing to this 
theme emerged from the codes “Beliefs about Capabilities” 
and “Memory, Attention, and Decision-Making.”

The greatest [barrier] probably would be on the patient 
side, the regularity with which they come in.”—Nurse 
practitioner, family planning clinic, Urban County.

However, providers did report providing elements of PCC 
when patients presented for well-woman visits or other pre-
ventive health care.

I would say that most of my patients do not come in 
for a visit specifically for preconception care, so I will 
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catch this part of their care if they’re coming in for an 
annual exam.—Family Medicine physician, Private 
Practice, Rural County.

In other words, when discussing PCC abstractly, provid-
ers felt that patients not seeking care during the preconcep-
tion period created a barrier, but they acknowledged that 
they did deliver PCC at annual or preventive visits.

Providers also perceived unplanned pregnancy as a bar-
rier to PCC, citing that they often see patients after they 
become pregnant. When asked about PCC’s effective-
ness, multiple providers cited that 50% of pregnancies are 
unplanned, implying that they are not able to provide PCC 
to patients who do not plan their pregnancies.

I’ve seen benefits from preconception planning, yes, 
but with some people, the only time you see them 
is already after the fact—then you’re already plan-
ning preconception planning for the next time they’re 
pregnant.—OBGYN, private practice, Urban County.

Some providers tried to elicit patients’ future pregnancy 
plans even when they presented for another type of visit so 
that PCC could be incorporated early.

…if somebody’s thinking about having a baby in the 
future—and this is something ongoing for me, because 
I see gynecology exams who then go ahead and get 
pregnant—so I do mention [PCC] a year or two ahead 
of time, if I can.—OBGYN, private practice, Urban 
County.

Despite feeling that PCC was challenging to implement 
as a discrete set of recommendations, the same providers 
found times to conduct screenings or counseling considered 
part of PCC. In other words, they provided elements of PCC 
without necessarily considering this to be PCC provision. 
This discordance contributed to pessimism around PCC fea-
sibility and was consistent across clinical sites.

Pessimism About Patient “Compliance”

Despite expressing confidence in their ability to provide ele-
ments of PCC, providers perceived the effectiveness of PCC 
as dependent on patient follow-through; this often mani-
fested as pessimism. Providers were concerned about (1) 
patient knowledge, (2) patient willingness to change behav-
ior, and (3) patient ability to make changes amidst broader 
structural factors. TDF domains that generated this theme 
included “Beliefs about Consequences” and “Memory, 
Attention, and Decision-Making.”

Patient knowledge around reproductive health was seen as 
a challenge to providing PCC. Some perceived that PCC was 
a “foreign concept” to patients. Some believed that patients 

lacked an even broader understanding of pregnancy and 
reproduction.

…people [are] resistant to the idea cause they’re kind 
of in denial that they could get pregnant OBGYN physi-
cian, private practice, Dane County.

Additionally, some providers (though a minority of our 
sample) expressed paternalistic and damaging views about 
some patients.

Interviewer: What problems have you encountered 
when delivering preconception care in general?
Interviewee: Some of the tragedies of life, you know: 
uneducated, uninformed, poor individuals, lack of 
resources, lack of family support… the preconceptual 
planning is just so out of touch… the lives they’re liv-
ing are so simplistic and basic and somewhat—for 
some people—almost animalistic, and the concept of 
preconception care, talking about birth control in gen-
eral to them, is just very foreign. OBGYN physician, 
private practice, Urban County.

The OBGYN above is an extreme example, in which the 
provider frames some patients’ lifestyles as “animalistic.” 
Most providers in the sample did not use such language but 
many did imply that poor education or lack of knowledge 
affected their patients’ “compliance” with PCC recom-
mendations. These assumptions—that some women will be 
noncompliant or are unable to manage their own health—
perpetuates negative stereotypes about women of color, poor 
women, and others.

In addition, providers felt that some patients were simply 
unwilling to change their behavior. A lack of “motivation” 
to make lifestyle changes or “apathy” were cited as barriers 
to the success of PCC, or, as one provider said, “they just 
ignore you.” This was connected to examples of tobacco, 
alcohol, and weight loss.

We definitely can give patients information and advise 
them on what they should and shouldn’t be doing. 
However, once they leave the office, I’m not sure if 
they do all those things.—Nurse Practitioner, family 
planning clinic, Urban County.
I think probably the biggest problem would be an 
unwillingness to change a behavior.—Nurse Practi-
tioner, family planning clinic, Urban County.

One provider related this to the concept of physician 
burnout, and thus to further pessimism about the impact 
of PCC:

[Providers] give recommendations but they may not be 
followed… I think the thing that most providers suffer 
the most from is, ‘if I really reach out and help, how 
do I know that that information or that help is going 
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to actually be applied?’ Family medicine physician, 
private practice, Urban County

Many providers also acknowledged structural factors 
related to patients’ ability to change behavior, rather than 
their willingness alone. Providers felt that PCC effectiveness 
depended on patients’ socioeconomic situation and psycho-
social stressors they faced, such as poverty and immigra-
tion status. For example, one provider acknowledged that the 
“time constraints pulled [patients] in many different direc-
tions with jobs and family” all constituted “roadblocks” for 
PCC. Lack of insurance coverage for PCC was mentioned by 
multiple providers. Together, these three related perceptions 
of patients and their knowledge, willingness, and structural 
context made providers feel pessimistic about PCC’s impact 
on health even when implemented in a clinical setting.

Scope and Style of Practice

Providers generally saw PCC as within their professional 
scope of practice; data related to this theme were coded with 
the TDF domain “Social Professional Role.” However, there 
was variability in how providers prioritized PCC and ele-
ments therein.

Within PCC, most providers expressed motivation to talk 
to all women of reproductive age about contraception. How-
ever, depression and IPV screening were generally spoken 
about as lower priorities, without the same motivation to 
implement them universally.

I do try to do [contraceptive counseling at] all of my 
visits where a woman is of childbearing age…. I try 
really, really hard at that.—Family medicine physician, 
FQHC, Urban County.
I think in theory [depression screening] sounds good, I 
think in practicality…I don’t know in a practical sense 
how well it’d work.—Family medicine physician, pri-
vate practice, Urban County.

These examples demonstrate the tone many providers 
used when discussing these elements of PCC; providers were 
motivated to work toward universal contraceptive counseling 
but time constraints and other clinical priorities were cited as 
barriers to universal depression and IPV screenings.

Providers also framed PCC provision as antithetical to 
providing patient-centered care. Focusing on the patient’s 
goals was often raised as a reason that providers did not 
discuss aspects of PCC, given limited time and the desire to 
address the patient’s concerns. Providers were more likely 
to discuss aspects of PCC if patients presented for annual 
exams or other preventive care.

Sometimes you’re limited, you know, somebody comes 
in just for a cough, they don’t really want to have eve-

rything addressed Family medicine physician, FQHC, 
Urban County.

In these cases, the decision of whether to provide PCC 
was considered up to provider discretion and style. For these 
providers, focusing on patient goals was considered more 
important than provision of consistent PCC.

Clinical Site Policies

Some providers reported not delivering PCC due to clinic 
policies or structure, a theme that emerged from the TDF 
domain “Environmental Context.” At these sites, either 
(1) PCC services were not offered at all or (2) the services 
were offered to only a subset of patients. For example, one 
provider at a private practice said, “we just don’t really do 
[contraceptive counseling] here,” and another at a pub-
lic health clinic said, “we don’t do screening for depres-
sion here.” Both were providers at clinical locations where 
patients of reproductive age seek primary or reproductive 
care, but elements of PCC were considered outside their 
scope of services.

In addition, providers who offered prenatal care tended 
to emphasize depression and IPV screening more with preg-
nant patients than non-pregnant patients, if not entirely limit-
ing these screenings to pregnant patients. This practice was 
sometimes attributed to time constraints and the characteri-
zation of pregnant patients as more “high-risk.”

New OB visits are screened for depression as well, 
postpartum visits are screened, but somebody who 
comes in because they’re having burning with urina-
tion? No. OBGYN physician, private practice, Urban 
County.
I think—not quite sure—but I think it’s part of the 
questions that my nursing staff go through with my 
pregnant patients. And then, really I don’t screen any-
body else routinely [for IPV]. Family medicine physi-
cian, private practice, Urban County.

In these cases, the barriers to PCC delivery were attrib-
uted to the policies of the clinic or established norms of 
practice and not the individual provider’s scope.

Patient‑Provider Relationships

Within the TDF domain “Social Influences,” providers’ 
relationships with patients were often cited as reasons that 
depression and IPV screening were not necessary. Some 
providers felt that they knew their patients so well that they 
would be able to perceive if a patient was experiencing 
depression or violence.

A lot of it is more of an art. I don’t have—don’t know 
of a questionnaire specifically for [IPV screening], 
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necessarily. But a lot of times with just talking to the 
patient you can kind of gauge. Family medicine physi-
cian, FQHC, Urban County.

Other providers explained that they look for physical or 
verbal signs of depression, violence, or trauma. For example, 
one provider said they listened for “hesitancy” in patients’ 
answers. Others noted a certain way they expected a patient 
experiencing IPV would respond to a physical exam.

I cannot tell you how many times I’ve found sexual 
abuse… watching them go off the table, just jump-
ing off the table... in terror. So, I definitely don’t do a 
formalized [screening for IPV] but I think I do some-
thing even better... OBGYN physician, private practice, 
Urban County.

Like this provider, others supported their claims that they 
detected IPV through skills developed over many years of 
experience. In general, these “signs” were considered stand-
ins for screenings and were relied on in the place of stand-
ardized protocols.

Some providers felt that they knew their patients well 
enough that they did not need to ask whether they were expe-
riencing depression or violence:

Clearly after 30 years and having all the same patients, 
I know who are the at risk people [for depression]. 
Family medicine physician, private practice, Dane 
County.
I am not talking to my patient of 30 years about how 
often she’s being beaten by her husband. OBGYN phy-
sician, private practice, Urban County.

Another element of this reasoning was a feeling that 
patients would disclose this information without prompting.

I’m under the assumption, I suppose—and this is per-
haps wrong—that my patients would tell me. Because 
I do have a very close relationship with most of my 
patients, and I feel like they tell me a lot of things… 
Family medicine physician, private practice, Rural 
County.

Generally, these providers used their perceived relation-
ships with patients as reason to not conduct universal screen-
ing for depression or IPV, either because they expected to 
discern signs on their own, or because they expected patients 
to disclose without prompting.

Discussion

In this study of health care providers in diverse settings 
across Wisconsin, we found that despite perceived value and 
confidence in skills surrounding PCC, providers experienced 

numerous barriers to PCC implementation and its impact. 
Many of these barriers were common across outpatient clini-
cal settings.

Our results echo previous findings within and outside 
the US, in which providers cite a lack of comprehensive 
programming, knowledge, and contact in the preconception 
period as barriers to PCC delivery (Heyes, 2004; M’hamdi 
et al., 2017), in addition to persistent ambiguity regarding 
which health care providers are responsible for PCC (Steel 
et al., 2016). Our findings shed light on this debate, with 
most in our sample considering PCC within their scope but 
varying in how much they prioritized actually delivering 
PCC services. Further, many included elements of PCC in 
their practice without considering this to be PCC provision, 
a discordance that may have contributed to the pessimism 
we observed around PCC feasibility.

In addition to themes that echo previous research, our 
findings elucidate additional factors. The intention to pro-
vide patient-centered care and perception of strong patient-
provider relationships—both typically viewed positively—
were characterized as reasons why PCC was not consistently 
provided. This was especially salient with regard to screen-
ings for depression and IPV. Contrary to our participants’ 
perceptions, though, patients often do not disclose traumatic 
experiences without being prompted, and clinician reluc-
tance to inquire about violence may in fact decrease likeli-
ness of disclosure (Rodriguez et al., 1996; Halpern-Meekin 
et al., 2019).

Finally, this study demonstrated that many providers hold 
problematic assumptions regarding the patients they serve, 
their motivations, and “compliance”—a concept that in itself 
implies a paternalistic relationship between provider and 
patient and ignores the role of social and structural determi-
nants of health and health-related behavior. These assump-
tions, likely rooted in biases, were often cited as challenges 
to PCC implementation. This finding is consistent with 
research that demonstrates that implicit bias shapes provider 
behavior and affects delivery of care (Chapman et al., 2013).

Limitations

This study has several limitations that should be noted. 
While our sample did include a variety of provider types 
in diverse clinical settings, the size does not allow us to 
draw thorough comparisons between these groups. We also 
had a high nonresponse rate. The relatively small number of 
rural participants likely resulted in findings biased towards 
perspectives of urban providers. Additionally, the scope and 
aim of this study represents only provider perspectives on 
PCC implementation; we did not evaluate patient perspec-
tives, which are crucial to providing effective and patient-
centered PCC.



1574 Maternal and Child Health Journal (2022) 26:1567–1575

1 3

Conclusions for Practice

There have been calls to improve practical guidance for 
PCC implementation, to which this study can contribute. 
In particular, our findings underscore the need for clarity 
about which health professionals should deliver PCC (Steel 
et al., 2016). Providers may benefit from expanding their 
understanding of what constitutes PCC and when PCC can 
and should be introduced. Given that PCC-specific visits are 
perceived by some as outside the norm of clinical offerings, 
providers may need to incorporate PCC into other encoun-
ters, as many in this study reported doing. We also identify 
a need for providers to examine their clinical skills around 
depression and violence screening. Further, we amplify the 
call for providers to understand how structural inequities 
may influence patient behavior, and to examine their own 
implicit and explicit biases and take action to address them 
within and outside of direct care provision. Providers should 
also reconsider the value of standardized screening, both 
within and beyond PCC. Given this constellation of chal-
lenges and barriers, expanding the care team and establish-
ing or strengthening relationships with community organiza-
tions could be critical actions to improve PCC and support.
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