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INTRODUCTION

Preconception Health and Health Care Initiative

Background
Too many babies in the United States are born preterm, of low birth weight, or with birth defects. In 2008,

the U.S. infant mortality rate was 6.61 per 1,000 live births (1). In the 2005 international rankings, the
United States ranked 30" in infant mortality, behind other developed countries including Canada,
Australia, New Zealand, Hong Kong, Singapore, Japan, and most European countries (2). Improving the
health of women of childbearing age, before they conceive, is essential to changing these trends, yet
millions of women do not receive evidence—based prevention services, primary care, and treatment due to
a lack of health coverage or limited access to quality care (3,4). Many women do not currently benefit
from clinical and community preventive services that could improve their health for a lifetime and help
them have healthy babies when, and if, they choose to do so. Unfortunately, many women also continue
to face multiple barriers such as violence and poverty and might live in neighborhoods that impede their
ability to reach their full potential for health and well-being.

The objectives of this action plan are to advance the knowledge of women and their partners, increase the
availability of evidence—based services, and improve the health of communities in our nation.

Growing Evidence and Action to Support a Changing Paradigm

Starting in the late —1980s, experts in maternal and infant health identified opportunities to improve
women’s health and pregnancy outcomes through preconception health promotion and health care (5).
Recommendations by the Institute of Medicine (IOM) (6), the U.S. Public Health Service (USPHS)
Expert Panel on the Content of Prenatal Care (7), and a national Committee on Perinatal Health convened
by American Academy of Pediatrics, American College of Obstetrics and Gynecology, and March of
Dimes (8) made successively stronger calls for improving preconception health. Early studies, including
randomized trials, pointed to promising practices, as well as challenges in implementing preconception
care in primary care practice (9-15). In 2002, the fifth edition of Guidelines for Perinatal Care (16)
included an expanded section on preconception care advising that ““all health encounters during a
woman’s reproductive years, particularly those that are part of preconception care, should include
counseling on appropriate medical care and behavior to optimize pregnancy outcomes”. Based on expert
opinion, these professional organizations recommended four categories of interventions: 1) physical
assessments, 2) risk screening, 3) vaccinations, and 4) counseling for positive behavior change including
exercising, preventing human immunodeficiency virus (HIV) infection, and consuming folic acid. Also
in 2002, a systematic review of 21 research trials was published that strengthened the evidence base for
several elements of preconception care. The review concluded that to improve pregnancy outcomes,
maternal and child health (MCH) professionals needed to promote the concept of readiness for pregnancy
and ensure that women are as healthy as possible before conception (17).

In 2003, an internal Workgroup at the Centers for Disease Control and Prevention (CDC) began a review
of published studies related to preconception health. This internal Workgroup then met with
representatives of 16 external organizations and engaged in strategic planning to determine goals and
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strategies for improving preconception health and health care. In 2005, the first National Summit on
Preconception Care was convened to gather information about promising practices in the field.
Concurrently, CDC convened the Select Panel on Preconception Care that resulted in the 2006 Morbidity
and Mortality Weekly Report (MMWR) publication titled, “Recommendations to Improve Preconception
Health and Health Care —United States: A Report of the CDC/ATSDR Preconception Care Workgroup
and the Select Panel on Preconception Care” (18). Ten core recommendations with key action steps,
based on four broad goals, were issued in that publication. This select panel defined preconception care
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 management.” The concept included
interconception care for women with identified risks and prior adverse pregnancy outcomes, which was
defined as preventive and primary care services for women between pregnancies. The recommendations
included an array of approaches to changing preconception health and health care. The aim was to
change both the paradigm for women’s primary health care in a patient—centered, health care home
(19,20) and women’s health over the lifespan (21,22).

The CDC engaged leaders and practitioners in various fields to ensure implementation of the
recommendations and, in 2006, convened five workgroups in the areas of clinical, public health,
consumer, policy and finance, and surveillance and research (23). A new public—private partnership
known as the Preconception Health and Health Care (PCHHC) Initiative, comprising federal agencies and
key private sector organizations, was formed to guide implementation of the goals, recommendations, and
action steps outlined by the select panel. A public—private strategic plan was developed and has largely
been completed over the past 5 years.

One initial focus of the PCHHC Initiative was on improving the clinical content of preconception care
(24-27). Over two years, the Clinical Workgroup engaged 59 experts in an in-depth review of more than
80 topics to: 1) define the clinical components of preconception care, 2) summarize the existing evidence
for inclusion of each component in clinical activities, and 3) define the health promotion package to be
delivered as part of preconception care. Using a standardized approach, based on the format of the U.S.
Preventive Services Task Force (USPSTF), the review looked at burden of the conditions, accuracy of
screening, effectiveness of treatment, and effects of detection and treatment of the condition prior to
pregnancy. This work led to a report entitled, Preconception Health and Health Care: The Clinical
Content of Preconception Care (28), published as a special supplement in the American Journal of
Obstetrics and Gynecology (AJOG) that documented the evidence base for preconception care and made
recommendations across 14 areas of clinical services. This extensive review helped to lay the
groundwork for inclusion of preconception care as part of the IOM’s recommendations for women’s
clinical preventive services (29).

The Policy and Finance Workgroup sought out means currently available to increase opportunities for
more women to receive preconception care including implementation of Medicaid waivers and providing
technical assistance to state and local entities in integrating preconception care components into existing
programs. This group agreed on three major reforms in the design of health coverage to create a
comprehensive women’s health benefit for women of reproductive age. These reforms are: 1) an
improved package for “well-woman” health visits, 2) an array of covered benefits categories providing
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comprehensive treatment for conditions diagnosed that are known to adversely affect maternal health and
birth outcomes among women of childbearing age that are, and 3) coverage of intensive interconception
treatment for any woman for whom a prior pregnancy ended in an adverse outcome (e.g., fetal death, very
low birth weight, preterm birth, or infant mortality) (30). Implementation of the Patient Protection and
Affordable Care Act (ACA) can make affordable coverage available, with most insurance plans being
required to cover preventive services and treatments (29,31), including components of preconception care
as part of well-woman visits.

The Consumer Workgroup conducted formative research among women and couples in order to
understand their knowledge of, attitudes and behaviors towards, and barriers to engaging in preconception
health activities. These efforts laid the groundwork for the development of a consumer—focused
preconception health brand and national social marketing campaign. In addition, other information from
a literature review by the Consumer Workgroup has helped build an understanding of the barriers faced
by women of color and other special populations who are at high risk for adverse pregnancy outcomes
and other special populations. This workgroup also has compiled studies and papers from experts across
the country for a special supplemental issue of the American Journal of Health Promotion focusing on
preconception health, which will be released in early 2013.

The Public Health Workgroup in collaboration with state and local health departments across the country
developed a core set of 45 preconception health indicators across several domains to maximize data from
national and state surveillance systems (32—34). More than a dozen states have preconception health
initiatives under way, most sustained by a public-private partnership or coalition. The Surveillance and
Research Workgroup partnered with the National Institute of Child Health and Human Development
(NICHD) in the development of a research agenda for preconception care. Resources for the research
agenda were not forthcoming and the workgroup was halted temporarily; it then was reconstituted at a
strategic planning meeting in December 2011.

Cutting across PCHHC Initiative workgroups, the Division of Healthy Start and Perinatal Services in the
Health Resources and Services Administration’s (HRSA) Maternal and Child Health Bureau (MCHB) of
the U.S. Department of Health and Human Services (HHS), supported a 3—year Healthy Start
Interconception Care Learning Community that engaged 104 grantee teams constituting more than 750
individuals in 15 quality improvement learning collaboratives. The collaboratives were developed to
improve the quality of interconception care and health for women with low incomes who are at risk for
adverse pregnancy outcomes in communities with high infant mortality (35). Additional accomplishments
of the workgroups can be found in Appendix A.

Why Are Preconception Health and Health Care Important?

Women of childbearing age can experience various health conditions and risk factors that can affect their
well-being and should they become pregnant, the well-being of their infant. Millions of women do not
receive needed prevention and intervention services, often due to the lack of health coverage (4,36,37).
Yet even among women with health coverage and other resources, chronic conditions, risky health
behaviors, toxic exposures, and social and economic factors, such as poverty and racism, can affect a
woman’s long-term health and the outcome of any pregnancy she might have (6,38,39).
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Table 1: Prevalence of Selected Risk Indicators, Medicaid and All Women, PRAMS, U.S., 26
reporting areas*, 2004 (40)

Percent of women Percent of Percent of all
with Medicaid women with women

coverage private reporting in
insurance PRAMS

Preconception Tobacco use

(Prepregnancy) Risk Alcohol use 37.7 37.1 50.1
and Protective Factors Multi-vitamin use 21.4 45.9 35.1
Stress 33.8 111 18.5
Overweight 14.4 12.9 13.1
Obesity 32.7 23.3 21.9
Diabetes 2.9 1.4 1.8
Non-use of 54.9 52.2 53.1
contraceptives
History of Adverse Prior LBW 15.6 8.8 11.6
Outcome Prior preterm 13.7 11.1 11.9
Interconception/ Use of contraceptives  85.1 85.5 85.1
Postpartum (PP) Risk Tobacco use 26.8 10.9 17.9
and Protective Factors PP Depression** 22.5 10.2 15.7

*Reporting areas: Alaska, Arkansas, Colorado, Florida, Georgia, Hawaii, Illinois, Louisiana, Maine, Maryland,
Michigan, Mississippi, Nebraska, New Jersey, New Mexico, New York City, North Carolina, Oklahoma, Oregon,
Rhode Island, South Carolina, Utah, Vermont, Washington, and West Virginia.

** Only 16 areas reported on postpartum depression.

As shown in Table 1, data from the Pregnancy Risk Assessment Monitoring System (PRAMS) document
the prevalence of a number of risk factors and health conditions experienced by women during the
preconception and interconception periods that are associated with adverse pregnancy outcomes (40).
Data from the National Birth Defects Prevention Study (NBDPS) also point to the magnitude of some
health behavior risks. An analysis of data from NBDPS indicated that women with unintended
pregnancies were more likely to use illicit drugs, smoke, be exposed to environmental smoke, and not
take folic acid, compared to women with intended pregnancies (41). Another study conducted among
women who had recently delivered a baby found that 80% reported some amount of alcohol use in the
preconceptional period. Among those women, 50% reported alcohol use prior to pregnancy recognition
and 22% reported binge drinking (42).

Diabetes, hypertension, obesity, depression, and sexually transmitted diseases (e.g., chlamydia,
gonorrhea, and syphilis) are among the medical conditions that can cause adverse pregnancy outcomes
among women of reproductive age (40, 43-45). Moreover, often without understanding the risks, women
can use prescription medications, alcohol, tobacco, and other substances that are associated with birth
defects, preterm birth, miscarriage, and other adverse pregnancy outcomes (27,38). All of these risk
factors and conditions are modifiable, if identified during the preconception and interconception period by
health screenings and addressed with evidence—based interventions (46). Many of these risk factors are
complex and long standing issues for many communities. Success in addressing these conditions is
amplified when programs and policies also address larger issues such as access to healthy food, safe
neighborhoods, higher education, and healthy social support. The following examples of health conditions
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and risk behaviors illustrate the potential of preconception health interventions to address a woman’s
health overall and the health of her baby, should she become pregnant.

Diabetes: A recent systematic review and meta—analysis were conducted to assess the effects of diabetes
on maternal and fetal outcomes among women who received preconception care. The study had a total of
24 randomized and non—randomized trials and cohort and case—control studies. The final conclusions
were that preconception care is effective in reducing diabetes related congenital malformation, preterm
delivery, and maternal hyperglycemia in the first trimester of pregnancy (47).

Hypertension: This condition comprises a large spectrum of hypertensive disorders including chronic
hypertension, preeclampsia, and gestational hypertension. These disorders are responsible for 1 in 50
stillbirths, 1 in 10 of all preterm births, and 1 in 3 cases of severe maternal morbidity (48). Based on a
systematic review by the National Collaborating Centre for Women’s and Children’s Health, the
preconception period presents an opportunity to implement aspirin prophylaxis, which reduces the
occurrence of preeclampsia, preterm birth, and fetal and neonatal mortality among women at risk of a
hypertensive disorder (49). The National Institute for Health and Clinical Excellence’s (NICE) guidelines
recommend that during the preconception period women with chronic hypertension be informed of the
increased risk of congenital malformations associated with taking teratogenic medications (e.g.,
angiotensin converting enzyme inhibitors, angiotensin Il receptor blockers, and chlorothiazide) to control
their condition during pregnancy and that they discuss alternative antihypertensive treatments with a
health care provider if they plan to become pregnant (49).

Tobacco Use: A 2004 Report of the Surgeon General disclosed several maternal and fetal outcomes
associated with tobacco use during pregnancy (50). The report highlighted the increased risk for
spontaneous abortion, ectopic pregnancy, low birthweight, sudden infant death syndrome, preterm birth,
and other fetal and maternal complications due to prenatal tobacco exposure. In addition, CDC has been
investigating, for some time, a possible link between smoking during pregnancy and cleft lip or cleft
palate, or both. In 2007, results from a landmark study led to the conclusion that there is an association
and that those women who smoke during pregnancy are more likely than women who do not smoke to
have a baby with cleft lip and cleft palate (51). These and other outcomes of smoking during pregnancy
can be costly, as highlighted by one study that estimated that the national smoking attributable expenses
equaled about $122 million (52). Another report highlighted the benefits of current tobacco interventions
that are safe and effective, resulting in quit rates of 25%—30% among the overall population with the
potential of being even higher among women (53). A Cochrane Review meta—analysis also concluded that
smoking cessation programs during pregnancy appear to reduce smoking, low birth weight, and preterm
birth (54), thereby indicating the potential benefit of tobacco interventions on reducing adverse pregnancy
outcomes and associated health care costs.

Alcohol Misuse: Prenatal alcohol exposure is considered a leading preventable cause of birth defects and
developmental disabilities in the United States. Alcohol is a known teratogen that is capable of causing
major and minor malformations in a developing fetus (55). One study from CDC reported that 7.6% of
non-pregnant women of reproductive age were at risk for becoming pregnant (i.e. they were fertile and
sexually active, and were not using effective contraception). Among the women who were not using birth
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control, more than half (52%) said they wanted to become pregnant. The prevalence rate of binge
drinking among this group (five or more drinks on one occasion) was 12.4% (56). Women who reported
binge drinking were at high risk for an alcohol—exposed pregnancy.

Obesity: Even prior to the recent increases in obesity, a high body mass index (BMI) has been associated
with pregnancy complications including gestational diabetes mellitus, preeclampsia, and other adverse
health outcomes. Studies show that an active lifestyle that includes exercise can benefit women of
childbearing age by reducing their risks for a chronic illness during pregnancy. In 2008, a literature
review was conducted to assess the effects of exercise before and during pregnancy on maternal and fetal
outcomes. Women who engaged in exercise throughout the year before pregnancy were found to have a
significantly reduced risk of both gestational diabetes mellitus and preeclampsia, compared with inactive
women who did not exercise (57).

Medication Use: Without awareness or understanding of the risks, many women consume prescription
medications (i.e., over—the—counter, dietary, or herbal supplements) that are associated with birth defects,
preterm birth, and other adverse pregnancy outcomes. Approximately 3% of women who could get
pregnant take either prescription or over—the—counter drugs that are known teratogens, often because their
providers neglect to query about unprotected sexual activity and counsel about the potential harm to a
fetus, should the woman become pregnant while taking these medications (58). The use of teratogens is a
risk factor that has been associated with birth defects and developmental delays among infants, but
preconception care can help minimize these risks. Preconception care can minimize teratogenic exposures
by: 1) establishing safe and effective treatments for chronic conditions before conception occurs; 2)
counseling women to avoid the use of nonessential medications including prescription and over-the-
counter medications, as well as dietary and herbal supplements; and 3) limiting the use of essential
medications to the smallest number and lowest dose that will treat the disease or condition effectively
without compromising the health of the woman or a future child, should she become pregnant (59).

What Are the Adverse Outcomes of Preconception Risk Factors and Health Conditions?
The rates of unintended pregnancy in the United States exacerbate the risks from chronic diseases and
environmental exposures (60). The Guttmacher Institute estimates that there are 62 million women in
their childbearing years (1544 years of age) in the United States, of whom 43 million are sexually active
and do not want to become pregnant, but could (61). In fact, 49% of pregnancies in the United States are
unintended, according to the most recent data from 2006 (62). Consequently, many women become
pregnant when they are not in optimal health or while engaging in behaviors that could be harmful during
pregnancy. In addition, unplanned pregnancies can contribute to both short and long intervals between
pregnancies, which have been associated with adverse health outcomes such as preterm birth, low birth
weight, small for gestational age, and perinatal death (63). Additional studies provide knowledge about
women’s preconception health behaviors and risks, as they relate to intendedness of pregnancy. In a study
of pregnancy intendedness, women who were exposed to preconception health information were more
likely to describe their pregnancy as intended than those without preconception information (64).
Improving the health of all women of reproductive age, regardless of their plans for pregnancy is
therefore, a critical strategy for improving the health of current and future generations.
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The consequences of continuing on our current course are serious and costly. Birth defects are a leading
cause of morbidity and mortality, accounting for more than 20% of infant deaths (65). Of the more than 4
million infants born in the United States each year, approximately 120,000 (or about 3% of all infants
born) have birth defects (66). These congenital conditions can be lifelong and irreversible for children
affected with annual health care costs estimated to be $2.6 billion nationwide (67).

Preterm birth is also a leading contributor to newborn death in the United States, accounting for 17% of
all infant deaths (68). Other studies have focused on estimates of preterm-related infant deaths that
combine the 17% with an additional group of infant deaths, in which death was considered a consequence
of preterm birth (not the underlying cause of death but a contributor to infant death). Their estimate of
preterm-related infant deaths was 36.5% of all infant deaths in the U.S. (69). A newly released report,
Born Too Soon: The Global Action Report on Preterm Birth, from the March of Dimes; World Health
Organization; Partnership for Maternal, Newborn & Child Health; and Save the Children documents
many of the risk factors and health conditions that contribute to preterm birth that can be addressed
through preconception care (70). In the United States, approximately 12 of every 100 babies were born
preterm in 2010, an increase of 30% compared with 1981. In addition to human suffering, the economic
cost in 2005 for preterm birth in this country was $26.2 billion (70).

Tobacco use, unintended pregnancy, overweight or obesity, mental illness, sexually transmitted
infections, and other health conditions affect the lives of millions of women across the country.

A woman’s health prior to pregnancy can affect the outcome of the pregnancy for the woman and the
infant. Improving women’s health has the potential to reduce birth defects, preterm birth, and infant and
maternal mortality. Furthermore, women’s health and well-being matters regardless of their childbearing
decisions. Supporting the health of women before, between, and beyond pregnancy enhances her
trajectory toward lifelong wellness. Women’s roles in their families, communities, and society at large are
critically important. As such, the health and wellness of the women of our nation are essential.

What Have We Learned About What Works To Improve Preconception Health?

While more research is needed, existing studies have pointed to important factors in the design of
preconception health interventions. In 2009, the Cochrane Review released a report addressing
preconception health promotion and pregnancy outcomes (71). The systematic review of randomized and
guasi—randomized trials found four studies on the effectiveness of preconception health promotion
interventions designed to identify and modify preconception risk factors. One study focused specifically
on changing women’s risky drinking (i.e., consuming more than seven alcoholic drinks per week or five
or more drinks on any one occasion) before pregnancy using four counseling sessions on alcohol use and
one contraception visit. Another study focused on providing women of reproductive age, who had a single
child an intervention. The intervention was led by a midwife and involved a home visit for risk
assessment and referral and information about lifestyle factors related to poor pregnancy outcomes, such
as smoking. A third study focused on an intervention aimed at increasing folate supplement use among
women of childbearing—age. Women received brief advice on the benefits of folic acid and a free bottle of
folate supplements. The final study was delivered over six, 2-hour sessions and focused on providing
women of reproductive—age an educational intervention to improve their health. Women were assessed at
baseline and referred to health providers for follow-up on conditions (such as high blood pressure or high
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cholesterol) found to be outside of the normal range.

In summary, the main results of the review indicated that there was some evidence that health promotion
interventions were associated with positive preconception behavior change, including lower rates of binge
drinking. The authors also concluded that more evidence is needed in order to make recommendations
about the use of preconception health promotion for the health of mothers and babies. Additional
evidence of the effects of preconception interventions on pregnancy—related outcomes is demonstrated by
the Strong Healthy Women intervention of the Central Pennsylvania Women’s Health Study
(CePAWHS). Women in the intervention group were significantly more likely than women in the control
group to experience higher self—efficacy and intent to eat healthy and be physically active. Similarly, at a
12-month follow—up the women were also more likely to consume a daily multivitamin and to have a
lower weight. The benefits of preconception maternal health status on birth outcomes has also been
described in other CePAWHS studies (72,73).

At the request of the Clinical Workgroup of the PCHHC Initiative, CDC collaborated with the workgroup
to conduct an environmental scan to update the current evidence base of peer—reviewed and non—peer—
reviewed preconception and interconception screening tools and interventions. The Preconception Health
and Health Care Environmental Scan: Report on Clinical Screening Tools and Interventions (74) was
completed in 2012 and provided a broad overview of promising PCHHC tools and interventions. Most of
the 18 entries in the scan reflected adherence to the recommendations from the 2008 AJOG supplement,
Preconception Health and Health Care: The Clinical Content of Preconception Care (28). A number of
the screening tools also were based on adaptations of the Preconception Health Appraisal (5). A matrix
was developed to compare the extent to which each screening tool included the recommended
components of care and topics in the supplement. The 13 components of care and their corresponding
topics on the screening tools included areas such as infectious disease, substance use, immunizations,
nutrition, and medical conditions. Overall, results from the scan supported client acceptance of the
screening tools and the utility of the tools in identifying preconception risk factors. The reported number
of risk factors identified through use of the screening tools ranged from 6.8 to 8.9 among studies that
included a measure for risk factors. Promising findings from interventions included increased pregnancy
intendedness, increased multivitamin and folic acid intake, lower preconception weight, and lower body
mass index (74). This report can be accessed at (http://www.cdc.gov/preconception/documents/environmental-
scan-report.pdf)

For women with identified risks, a number of health services research projects have shown promising
results through delivery of interconception care (75). A study of interventions for, Black or African—
American women with low incomes who gave birth to a very low birth weight infant at a public hospital
in Atlanta, Georgia, found that women in the control group had an average of 2.6 times as many
pregnancies within 18 months and 3.5 times as many adverse pregnancy outcomes as women in the
intervention group (76,77). Similar interconception care projects have positive evaluation data that is
underway (78). In addition, building on the Atlanta results, Georgia and Louisiana have developed
Medicaid interconception (also known as interpregnancy) care demonstration waiver projects. An
interconception care clinical trial in Philadelphia is identifying barriers and strategies to promote
consistent participation of vulnerable women in preventive care (79,80).
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A select number of federal Healthy Start programs have evaluated the impact of preconception and
interconception care activities. For example, in Northeast Florida the Magnolia Project offers clinical
services, health education, and intensive case management to preconception, Black or African—American
women of childbearing age who have an identified risk that could result in poor birth outcomes. Results
from a 2004 assessment of the program’s outcomes and activities, highlighted that 74% of participants
with repeated sexually transmitted diseases or sexually transmitted infections (STDs/STIs) had no
recurrent STDs or STIs at the end of the project period (76).
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OVERVIEW

Development of a New Action Plan

The overarching goal of preconception care is to improve the health of women of childbearing age and
thereby improve the outcome of any pregnancy they might have (81). The 2006 Morbidity and Mortality
Weekly Report (18) publication cited previously laid out 10 recommendations that would guide the path
for programs and agencies to develop and deliver an array of evidence-based preconception health and
health care services and supports for women. The vehicles for implementation of these recommendations
were determined to be the following five workgroups: clinical, public health, consumer, policy and
finance, and surveillance and research. Many of the recommendations and actions proposed in 2006 have
been implemented. Over the past 6 years, the Preconception Health and Health Care (PCHHC) Initiative,
including the workgroups, has resulted in substantial research, publications, policy changes, and
community action.

After the 3" National Summit on Preconception Health and Health Care in June 2011, the leadership of
the PCHHC Initiative decided to build on the momentum of the meeting by developing a new strategic
plan. Steering committee members of the PCHHC Initiative convened a strategic planning meeting to
outline priorities for an up—to—date national action plan for preconception health and health care. Prior to
the meeting, an environmental scan was conducted to guide strategic planning, including a survey of
perceptions among PCHHC leaders. In addition, each of the workgroups completed a review of its
previous priorities, activities, and accomplishments. The desired outcome of the meeting was for each
workgroup to identify major priorities, goals, strategies, and action steps. This included the identification
of opportunities for having an effect on the priorities using currently existing resources. Steering
committee members also were provided with an example of an action plan released by the U.S.
Department of Health and Human Services (HHS) entitled “Combating the Silent Epidemic of Viral
Hepatitis” (82). A diverse group of leaders from around the country, members of the PCHHC Steering
Committee, and the five workgroups came together in December 2011 and through facilitated discussion,
as well as a host of tools and resources, were able to take significant steps forward in creating an initial
action plan. Workgroups met individually to discuss priorities and action steps that were circulated and
discussed in an iterative fashion over the course of 9 months until a final version was reached. This report
is the product of these deliberations.

Overarching and Cross-Cutting Issues

The “Action Plan for the National Initiative on Preconception Health and Health Care (PCHHC) 2012-
2014” outlines goals, objectives, strategies, and action steps that can: 1) move science into clinical
practice; 2) market messages and images that will raise consumer awareness of preconception care; 3)
inform policy development, implementation, and innovation; 4) guide public health and prevention
programs in efforts to improve the health of women, infants, and families; and 5) monitor the processes
and impact of preconception and interconception care at the local, state, tribal, territorial, and national
levels. It also sets forth a renewed vision, goals, and strategies for achieving change in maternal and child
health.
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Figure 1. Strategic Plan Pyramid for Improving Preconception Health and Health Care (83)
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A Vision for Improving Preconception Health and Pregnancy Outcomes
« All women of childbearing age and men of reproductive age have high reproductive awareness
« All women and men have a reproductive life plan
» All pregnancies are intended and planned
« All women of childbearing age have health coverage
» All women of childbearing age are screened prior to pregnancy for risks related to outcomes
* Women with a prior adverse pregnancy outcome have access to intensive interconception care to
reduce their risks

Initiative Goals

1. Toimprove the knowledge, attitudes, and behaviors of men and women related to preconception
health.

2. To create health equity and eliminate disparities in adverse maternal, fetal, and infant outcomes.

3. Toensure that all women of childbearing age in the United States receive preconception care
services—screening, health promotion, and interventions —that will enable them to achieve high
levels of wellness, minimize risks, and enter any pregnancy they might have in optimal health.

4. To reduce risks among women who have had a prior adverse maternal, fetal, or infant outcome
through interventions during the postpartum and interconception period.
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Achieving the four goals of the PCHHC Initiative and carrying out the strategies in this action plan will
require action across the areas defined by the five workgroups (clinical, consumer, public health, policy
and finance, and surveillance and research). Leaders of the PCHHC Initiative have identified themes and
issues that cut across the workgroups in substantive and important ways. In the planning process, four to
five cross-cutting issues were identified that will require collaborative efforts across several workgroups.

For example, one of the four goals is to ensure that all women of childbearing age have access to and
utilize preconception care services. A critical aspect of this is ensuring implementation of coverage for
women’s clinical preventive services that include preconception care services as part of well-woman
visits. Based on recommendations by the Institute of Medicine, HHS has ruled that a large number of
private sector and publicly subsidized health plans should cover women’s clinical preventive services
without cost—sharing beginning in August 2012 (29,84). Achieving this will require strategies and actions
by each workgroup as follows:

The Clinical Workgroup will

*Develop a preconception toolkit for clinicians who provide primary care to women of reproductive
potential.

*Digseminate evidence-based preconceptionhealth screening tools to be used in the care of women of
reproductive potential, particulartty during routine, annual, or well-woman visits.

The Consumer Workgroup will

*Provide messages for social marketing ofthe preconception health concept.

*Raise women's awareness of the value of women's clinical preventive services to increase demand for and
usze of these services without cost-sharing,

The Public Health Workgroup will

*Emphasize the need to integrate preconception health into women's clinical preventive services in publicly
subsidized clinics (Title X, Title V, Federally Qualified Health Center, and other public health clinics).

*Use the federal Healthy Start program to promote the integration of inferconception health into clinical
preventive services for women who are at high risk for an adverse pregnancy outcome.

The Policy and Finance Workgroup will

* Azsist major national health plans in modeling effective implementation of HHS rules for women's clinical
preventive services.
*Work with states to institute Medicaid coverage of women's clinical preventive services.

The Surveillance and Research Workgroup will

*Use data and surveillance to monitor the use of these aforementioned preventive services.

* Study the effects of the HHS rule on women's clinical preventive services, including preconception care as
part of well-woman visits.

This strategic planning process will be used to identify shared strategies and coordinated efforts to
address several key cross—cutting issues throughout implementation of the action plan. Collaborative
work between the Surveillance and Research and other workgroups will be essential in identifying
existing preconception and life course indicators and determining others that should be added. Bridging
the new social marketing campaign into a social movement over time is another critical area.
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Monitoring the progress of the strategic plan will involve tracking information reported back to the
Steering Committee during monthly meetings, collecting results of strategies and action steps within the
individual workgroups, and studying the manner in which cross-cutting issues are addressed collectively.

The action plan that is described on the following pages has been guided by the vision, goals, and
recommendations that were described in the 2006 MMWR report. While many of the strategies described
will require partnership across various organizations and agencies to complete, the plan is structured
based on the existing successful workgroup individual plans. Within each section, the goals that will be
addressed are highlighted — these are drawn from the PCHHC Initiative’s four goals mentioned
previously. Next, the specific recommendations from the 2006 MMWR report, which will be addressed by
the strategies and action steps outlined by each workgroup, are described.

To date, the PCHHC Initiative has been a broadly—focused, public—private sector collaboration to guide
and stimulate change in clinical practice, public health, consumer knowledge and behaviors, public
policy, and research and surveillance. Selected agencies and organizations have provided support to this
effort over time including the Centers for Disease Control and Prevention, Health Resources and Services
Administration’s (HRSA) Maternal and Child Health Bureau, the Office of Population Affairs at HHS,
National Institute of Health’s National Institute on Child Health and Human Development, Office of
Minority Health at HHS, Office on Women’s Health at HHS, Centers for Medicare and Medicaid
Services (CMS), and others have been involved in the initiative at various points in time. The
commitment of these agencies and organizations in supporting the Initiative has made a critical
difference. Currently, many states have activities underway directly related to preconception health
including California, Colorado, Florida, Louisiana, North Carolina, Oklahoma, and Wisconsin.

In July 2012, a partnership between HRSA, March of Dimes, the Association of State and Territorial
Health Officials, CMS, and the National Governor’s Association, launched a Collaborative Improvement
& Innovation Network to reduce infant mortality among the 13 southern states in Public Health Regions
IV and V1. Five topics were selected and interconception care was one of the five. Members of the Policy
and Finance Workgroup have contributed significantly to the success of this collaboration. They also
contributed to the development of additional evidence—based women’s clinical preventive services that
will be provided without cost—sharing under the Affordable Care Act (effective August 1, 2012), by
supporting evidence gathered from the recommendations and publications of the PCHHC Initiative
members. Furthermore, the Workgroup has supported the Secretary’s Advisory Committee on Infant
Mortality in proposing that a strong emphasis on preconception and interconception care be included in
their preliminary recommendations to Secretary Kathleen Sebelius as part of the 2012 national strategy to
reduce infant mortality.

The PCHHC Initiative has been very successful in moving the field of public health forward by
supporting those providers who are early adopters and organizing the evidence available to date
(Appendix A). Each workgroup has identified potential partnering agencies for moving their
preconception health agenda forward, including those previously mentioned, yet this does not represent
organizational commitment by those agencies. This action plan, which is the third strategic plan for the
Initiative, will move the initiative to the next level of impact.
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SECTION1

Clinical Workgroup

Initiative Goals

To assure that all U.S. women of childbearing age receive preconception care services — screening,
health promotion, and interventions — that will enable them to achieve high levels of wellness,
minimize risks, and enter any pregnancy they may have in optimal health.

To reduce risks among women who have had a prior adverse maternal, fetal, or infant outcome
through interventions in the postpartum/interconception period.

Supporting Recommendations from the Centers for Disease Control and Prevention and Agency
for Toxic Substances and Disease Registry (CDC/ATSDR) Select Panel on Preconception Care:

o Recommendation 3: Preventive Visits — As part of primary care visits, provide preconception
health assessments relevant educational and health promotion counseling to all women of
childbearing age to reduce reproductive risks and improve pregnancy outcomes.

e Recommendation 4: Interventions for Identified Risks — Increase the proportion of women who
receive evidence-based interventions matched to positive findings in their preconception
assessment.

o Recommendation 5: Interconception Care — Use the interconception period to provide
additional intensive interventions to women who have had a previous poor pregnancy outcome.

Objective 1: Arm providers with tools that encourage inclusion of preconception health

promotion into the routine care of all women of reproductive age and potential.

Strategy 1.1 Develop a preconception health promotion toolkit for clinicians caring for women of
reproductive potential.

The toolkit, based on proven and emerging best practices, will include guidance and examples on how to:
efficiently and effectively assess health status; promote, assess, and address reproductive life plans;
address positive screening findings; provide patient education materials that incorporate age and
culturally appropriate approaches; seek reimbursement; align with Affordable Care Act (ACA) women’s
clinical preventive services; and meet performance metrics.

Actions steps to be initiated in 2012 (Target completion date — 2013):

1. Complete an environmental scan of preconception assessment tools that have appeared in peer
reviewed literature, as well tools that are being used in practice but have not yet appeared in peer
reviewed literature.
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2. Complete an environmental scan of reproductive life planning tools and recommendations that
have appeared in peer reviewed literature as well as those in use but that have not yet appeared in
the literature.

3. Compile the information from the environmental scans into a compendium of promising,
emerging and best practices and disseminate to clinicians, professional organizations, insurers,
government agencies, and others through publications and www.beforeandbeyond.org.

4. ldentify two or three preconception health assessment approaches that balance
comprehensiveness and efficiency and ideally use differing approaches for collecting information
(e.g. clinician administered, self-administered, online, and part of electronic medical records, etc.)
to recommend through the toolkit. Sufficient uptake might provide a foundation for multisite
evaluation of implementation processes and health effects

5. (Cross—cutting) Identify patient and consumer educational pieces appropriate for inclusion in the
toolkit.

Strategy 1.2 Disseminate the preconception toolkit and its contents.

Actions steps to be initiated in 2012—2013:

1. Disseminate the toolkit and its contents (using multiple strategies, including Internet posting,
professional meetings, webinars, mail, and etc.) to providers of women’s health.

2. Collaborate with partners in the development of a dissemination plan for penetration of target
populations.

3. Track dissemination of the toolkit and its contents.

Objective 2: Measure impact of incorporating preconception care into routine well-woman

preventive care visits.

Strategy 2.1 Design studies and methods for measuring impact on health services and on health
outcomes.

Actions steps to be initiated in 2012 (Target completion date — 2013):

1. Design studies to assess the impact of incorporating preconception care into routine well-woman
preventive care visits on women, clinicians, care delivery systems, professional education, and
health outcomes.
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2. Collaborate with partners to conduct health services research, including multisite impact studies.
Strategy 2.2 Continue and advance development and implementation of quality measures.

Actions steps to be initiated in 2012 (Target completion date —2013):

1. Review updates and reports on CDC projects related to preconception clinical quality measures
and preconception health.

2. Continue public—private collaboration to advance use of existing clinical quality measures for
adults and to develop additional quality metrics, as needed.

Strategy 2.3 Assess the effects of the preconception toolkit on women, clinicians, and practices.

Actions steps to be initiated in 2012—2013:

1. ldentify funding sources, explore interest, and submit applications for funding of evaluation and
assessment of impact.

2. Develop performance metrics that track implementation of elements of tool kit.

Objective 3: Provide clinicians with the knowledge, skills and content needed to advance

evidence-based postpartum visits and interconception care.

Strategy 3.1 Review and update, as needed, clinical guidelines and tools for the postpartum and
interconception care of all women, with a priority emphasis on women who have experienced
pregnancies complicated by maternal morbidity and/or fetal/infant morbidity or mortality.

Action steps to be initiated and completed in 2012—2013:

1. Based on the Interconception Care Project of California algorithms and related evidence develop
a uniform clinical tool to guide postpartum visits.

2. Review and update clinical guidelines for postpartum visits.

Action steps to be initiated in 2013 (Target completion date — 2014):

1. Develop continuing education modules for beforeandbeyond.org on postpartum visits and
interconception care.

2. Convene a meeting to develop strategies for disseminating information to clinicians.
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SECTION 2

Consumer Workgroup

Initiative Goal
To improve the knowledge, attitudes, and behaviors of men and women related to preconception
health.

Supporting Recommendations from the Centers for Disease Control and Prevention and Agency
for Toxic Substances and Disease Registry (CDC/ATSDR) Select Panel on Preconception Care:

o Recommendation 1: Individual responsibility across the lifespan — Encourage each woman and
every couple to have a reproductive life plan.

e Recommendation 2: Consumer Awareness — Increase public awareness of the importance of
preconception health behaviors and increase individuals’ use of preconception care services using
information and tools appropriate across varying age, literacy, health literacy, and cultural and
linguistic contexts.

¢ Recommendation 3: Preventive Visits — As a part of primary care visits, provide risk assessment
and counseling (education and health promotion) to all women of childbearing age to reduce risks
related to the outcomes of pregnancy.

e Recommendation 5: Interconception Care — Use the interconception period to provide intensive
interventions to women who have had a prior pregnancy ending in an adverse outcome (e.g.,
infant death, low birthweight or preterm birth).

Objective 1: Increase preconception knowledge, awareness, and behavior among women of

childbearing age.

Strategy 1.1 Develop a social marketing campaign plan.

A marketing plan will provide a roadmap for taking action in terms of campaign development (e.g., brand
identity, content, and tools), implementation (e.g., dissemination), and evaluation activities. The plan
also will provide a timeline for accomplishing activities in a phased approach. Phase 1 will emphasize
implementation across the Internet and Consumer Workgroup members. Phase 2 will include a targeted
national mass media campaign as well as specialty advertising tactics.

Action steps to be initiated in 2012—2013:

1. Convene Consumer Workgroup to complete the final draft of social marketing campaign plan.
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2. Convene a face—to—face meeting of the Consumer Workgroup and other partners to vet the social
marketing campaign plan.

3. Finalize the social marketing campaign plan based on input from partners, by refining goals and
objectives, revising timelines as needed, completing the development of campaign products and

identifying process evaluation measures.

4. Partners develop organization—specific implementation action plans (i.e. goals, objectives,
strategies, and an evaluation plan).

5. Develop data collection methods for process evaluation of Phase 1 of the social marketing
campaign.

Strategy 1.2 Implement and evaluate Phase 1 of the social marketing plan.

Action steps to be initiated in 2012—2013:

1. Organize an implementation collaborative designed to support implementation leaders from both
the Consumer Workgroup and pre—identified non—Consumer Workgroup partners.

2. Implement campaign across Consumer Workgroup members and other implementation
collaborative partners.

3. Begin evaluation, gather data, analyze evaluation data, prepare evaluation report, and distribute a
report and findings on Phase 1 of the social marketing campaign.

Strategy 1.3 Develop and implement Phase 2 of the social marketing plan.

Action steps to be initiated in 2013-2014:

1. Complete assessment of feasibility of Phase 2 of the social marketing campaign.

2. Refine Phase 2 of the social marketing campaign plan (i.e. establish or revise goals, objectives,
and timeline, and develop new product).

Strategy 1.4 Increase professional knowledge among health providers regarding preconception
health social marketing and health promotion.

Action steps to be initiated in 2012—2013:

1. Develop a special supplement on preconception health and health care in the American Journal of
Health Promotion.
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2. Publish the special supplement of the American Journal of Health Promotion.

3. Develop a dissemination strategy and disseminate the special supplement of the American
Journal of Health Promotion to increase access to information among those most likely to use it.
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SECTION 3

Public Health Workgroup

Initiative Goals
To create health equity and eliminate disparities in adverse maternal, fetal, and infant outcomes

To assure that all U.S. women of childbearing age receive preconception care services — screening,
health promotion, and intervention that will enable them to achieve high levels of wellness,
minimize risks, and enter any pregnancy they may have in optimal health.

Supporting Recommendations from the Centers for Disease Control and Prevention and Agency
for Toxic Substances and Disease Registry (CDC/ATSDR) Select Panel on Preconception Care:

o Recommendation 3: Preventive Visits — As part of primary care visits, provide preconception
health assessments, relevant educational and health promotion counseling to all women of
childbearing age to reduce reproductive risks and improve pregnancy outcomes.

e Recommendation 4: Interventions for Identified Risks — Increase the proportion of women who
receive evidence-based interventions matched to positive findings in their preconception
assessment.

¢ Recommendation 5: Interconception Care — Use the interconception period to provide
additional intensive interventions to women who have had a previous poor pregnancy outcome.

¢ Recommendation 8: Public Health Programs and Strategies — Infuse and integrate components
of preconception health into existing local public health and related programs, including emphasis
on those with prior adverse outcomes.

Objective 1: Reduce chronic disease and improve preconception health among women of

childbearing age.

Strategy 1.1 ldentify priority conditions and strategies to be addressed through collaboration
between maternal and child health (MCH) and chronic disease prevention agencies at the federal,
state, and local levels.

Actions steps to be initiated in 2012 (Target completion date—2013):

1. Develop, publish, and disseminate a supporting case statement (2 to 4 pages) to define the need
for collaboration between MCH and chronic disease agencies in order to improve women’s
health.

2. Advise MCH and chronic disease divisions within state health departments regarding available
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4.

joint funding opportunities. Communicate monthly regarding funding opportunities (potentially to
be included in the preconception health and health care e-newsletter).

Include in monthly Preconception Health and Health Care (PCHHC) Steering Committee
meetings relevant discussions of opportunities to increase collaboration between MCH and
chronic disease agencies, including public and private funding opportunities.

Identify states where MCH and chronic disease divisions within state public agencies are
interested in collaboration and provide technical assistance on opportunities for action.

Strategy 1.2 Use communications to advance collaborative efforts between MCH and chronic
disease prevention agencies aimed at improving preconception health and reducing chronic disease
among women of childbearing age.

Action steps to be initiated in 2012—2013:

Organize and conduct quarterly webinars featuring state or local health departments or private
MCH agencies to showcase their work to jointly address chronic disease and MCH.

Disseminate results of projects and research through journal publications, PCHHC Resource
Center, monthly PCHHC e—news, organizational newsletters, media, and other communication
outlets.

Make presentations at conferences on national public health, MCH, and chronic disease to
promote evidence—based approaches for improving pre— and interconception health.

Organize a roundtable of national public health leaders from HRSA/MCHB, CDC, HHS/OWH
and Administration for Children and Families to discuss development of conceptual models for
increasing collaboration between MCH and chronic disease departments across the nation.

Inform states regarding federal funding opportunities such as the second round of CDC’s
Community Transformation Grant, Medicaid interconception care waiver projects, and
HRSA/MCHB funding for preconception or interconception care.

Support HRSA/MCHB efforts to improve the quality and effectiveness of Healthy Start and
related interconception care projects.

Collaborate with other Workgroups to provide support and technical assistance to states interested
in applying for Medicaid waivers to test preconception and interconception health promotion
strategies, including chronic disease management and reproductive life planning.
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Objective 2: Support the development of the PCHHC Resource Center and enhance the

guality and relevancy of public health program information available at the resource center.

Strategy 2.1 Engage in the process for the development and enhancement of the resource center.

Action Steps to be initiated in 2012—2013:

1. Develop mechanisms to identify, on an ongoing basis, new public health tools, resources,
program abstracts, publications, and/or strategies that relate to preconception health and fall under
the inclusion criteria for the resource center.

2. Participate in resource center committee meetings, serve as reviewers for submitted materials, and
participate in the evaluation of the resource center.

3. Gather and submit at least two new public health tools, resources, program abstracts,
publications, and/or strategies per month to the resource center via

phhcresourcecenter@gmail.com.

4. Promote the PCHHC Resource Center through additional communication channels and speak on
behalf of the Resource Center, when necessary.

5. Provide feedback and guidance on a sustainability plan for the resource center.

Objective 3: Describe the application of the Life Course Approach to Preconception Health.

Strategy 3.1 Develop a white paper or position statement to describe the links and synergy between
preconception health and the life course approach to improving MCH and reducing disparities in
perinatal outcomes.

Action steps to be initiated in 2012—2013:

1. Convene a think tank group of experts in the life course approach, preconception health and
public health.

2. Facilitate a series of discussions to reach an agreement on this issue.

3. Develop a draft document and have it reviewed by experts. Document might include specific
examples.
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4. Include a resource section in the white paper to lead readers to additional resources on life course
and preconception health

Strategy 3.2: Increase knowledge among public health leaders, non—health sector leaders and the
community about how to apply the life course framework to preconception health.

Action steps to be initiated in 2012—2013:

1. Develop and implement a dissemination plan to make the white paper accessible to public health
leaders and existing partnerships.

2. Collaborate with the Surveillance and Research Workgroup to ensure that indicators being
developed to monitor trends in preconception health include measures of the social determinants

of health.

3. Invite at least two representatives from the non—health sector to join the Public Health
Workgroup.
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SECTION 4

Policy and Finance Workgroup

Initiative Goals
To create health equity and eliminate disparities in adverse maternal, fetal, and infant outcomes.

To assure that all U.S. women of childbearing age receive preconception care services — screening,
health promotion, and intervention that will enable them to achieve high levels of wellness,
minimize risks, and enter any pregnancy they may have in optimal health.

Supporting Recommendations from the Centers for Disease Control and Prevention and Agency
for Toxic Substances and Disease Registry (CDC/ATSDR) Select Panel on Preconception Care:

o Recommendation 3: Preventive visits — As a part of primary care visits, provide risk assessment
and counseling (education and health promotion) to all women of childbearing age to reduce risks
related to the outcomes of pregnancy.

¢ Recommendation 5: Interconception Care — Use the interconception period to provide intensive
interventions to women who have had a prior pregnancy ending in adverse outcome (e.g., infant
death, low birth weight or preterm birth).

¢ Recommendation 7: Health Insurance Coverage for women with Low Incomes — Increase
Medicaid coverage among low-income women to improve access to preventive women’s health,
preconception, and interconception care.

¢ Recommendation 8: Public Health Programs and Strategies — Infuse and integrate components
of preconception health into existing local public health and related programs, including emphasis
on those with prior adverse outcomes.

Objective 1: Support and advance implementation of coverage for women’s clinical

preventive benefits, including preconception care during well-woman visits.

Strategy 1.1 Promote awareness of coverage for preconception care during well-woman visits,
without cost sharing (effective August 2012).

Actions steps to be initiated in 2012 —2013:

1. Prepare and disseminate an issue brief to inform providers, local public health, and consumer
advocates regarding coverage and benefits for women’s clinical preventive services.

2. (Cross—cutting) Develop a communications strategy and plan to increase awareness of coverage
and benefits for women’s clinical preventive services.
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Strategy 1.2 Identify leading insurance plans and health maintenance organizations (HMOs) that
are interested in developing model strategies for implementation of preconception care as part of
well -woman visits.

1. Conduct key stakeholder interviews with leading insurance plans and HMOs to assess their
interest.

2. (Cross—cutting) Use and build upon the toolkit and recommended screening tools from the
Clinical Workgroup and patient education materials recommended by the Consumer Workgroup
to support development of model strategies by health plans/HMOs.

Objective 2: Improve and expand implementation of interconception care policies, programs,

and services.

Strategy 2.1 Support Medicaid policy development to increase coverage for and access to
interconception care.

Action steps to be initiated in 2012—2013:

1. Disseminate results of the “Preconception Health Peer—to—Peer Learning Project” supported by
The Commonwealth Fund, and CDC, and the National Center on Birth Defects and
Developmental Disabilities (NCBDDD).

2. Provide technical assistance and education upon request regarding use of Interpregnancy
(Interconception) Care Medicaid demonstration projects among states.

3. Develop and disseminate model guidance for design of Interpregnancy Care Medicaid
demonstration waivers, including covered services, service providers, payment rates and budgets,

performance measures, and evaluation strategies.

4. Support efforts by state agencies and private sector partners in applying for and securing
innovation grants related to pre— and interconception health.

Strategy 2.2 Advance primary care capacity to deliver well woman visits with preconception and
interconception care, beginning with Federally Qualified Health Centers (FQHC).

Actions to be initiated in 2012—2013:

1. Educate key stakeholders about the importance of FQHC expansion for ensuring access to care,
including preconception health care for women of childbearing age.
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2. ldentify opportunities for collaboration between Healthy Start grantees and FQHCs at the local
level to increase access to primary care services for women of childbearing age, including
interconception care.

Objective 3: Support continued investment in preconception health and health care.

Strategy 3.1 Continue investments in preconception health and health care through key public
health and safety net programs.

Action steps to be initiated in 2012—2013:

1. Study and report on the alignment of the preconception health action plan with the National
Prevention Strategy, National Plan for Elimination of Disparities, chronic disease prevention
plans, ASTHO President’s Infant Mortality Challenge, recommendations of SACIM, and other
relevant documents.

2. Educate key stakeholders regarding the importance of continued and increased investments and
coordination related to preconception health and health care through existing public health
programs (e.g., CDC, Title V, Title X, Healthy Start, Public Health, and Prevention Fund).

3. Develop a Federal Interagency Coordinating Committee to support implementation of this action
plan.
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SECTION 5

Surveillance and Research Workgroup

Goal

Overarching work and across all four goals, this group will focus on assessing and monitoring the
population health status, providers’ knowledge, access and quality of services.

Supporting Recommendations from the Centers for Disease Control and Prevention and Agency
for Toxic Substances and Disease Registry (CDC/ATSDR) Select Panel on Preconception Care:

e Recommendation 9: Research — Augment research knowledge related to preconception health.
e Recommendation 10: Monitoring improvements — Maximize public health surveillance and
related research mechanisms to monitor preconception health.

Objective 1: By June 2012, develop the vision, framework, goals, and objectives for this

workgroup.

Strategy 1.1 Identify individuals interested in devoting time and energy to the workgroup.

Convene the group to develop the purpose statement and role in bringing forth a comprehensive approach
to collecting and analyzing outcome measures that are meaningful in assessing the contributions and
benefits of integrating preconception and interconception care into public health. Establish an
infrastructure to support goals and objectives of the workgroup.

Action steps to be initiated in 2012-2014:

1. Seek input from the steering committee and identify experts for this workgroup.

2. Establish key priorities and develop a communication schedule for meetings on these topics and
provide agendas for the meetings.

Objective 2: (Cross—cutting) Develop a research and evaluation agenda that focuses on

preconception health and includes perspectives of life course, social determinants of health,
and health equity.

Strategy 2.1 Engage members from each Preconception Health and Health Care (PCHHC)
Workgroup in the development of an updated, overarching research, and evaluation agenda.
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Action steps to be initiated in 2012-2014:

1.

Gather information from other workgroups, including prior presentations, papers, proposals, and
on—going research to identify data needs that are not met by current data sets and core indicators.

Develop a research agenda on existing knowledge and gaps for specific topics, such as behaviors,
chronic disease (i.e., cardiovascular disease and diabetes), mental health, or overarching topics
such as science to practice.

Reach out to other appropriate agencies and partners to engage them in the activities and
priorities of the workgroup to solicit buy in.

Strategy 2.2 Prepare an updated review of the literature.

Action steps to be initiated in 2012-2014:

1.

Develop a work plan, including assignments, topics, and timelines for completion of literature
review and synthesis of information.

Prepare a list of existing research to be conducted as a baseline for beginning the research
process.

Conduct a review of the literature and prepare a report of the results and recommendations.

Objective 3: Enhance and expand the use of existing surveys and surveillance systems such
as the core preconception indicator set, Pregnancy Risk Assessment Monitoring System

(PRAMS), Behavioral Risk Factor Surveillance System (BRFSS), Vital Statistics, and Title
V Information System. (Ongoing)

Strategy 3.1 Promote awareness and use of core preconception indicator set.

Action steps to be initiated in 2012-2014:

Develop and implement strategies to promote use of core preconception indicator set (e.g.,
materials packets, case studies, sample reports, webinar, and Internet access).

Develop and/or expand technical assistance and support to state public health agencies in the use
of the core preconception indicator set.

Develop and disseminate multi—state Morbidity and Mortality Weekly Report surveillance
summary describing the indicators at the state level.

Strategy 3.2 Encourage and support the regular reports in order to track on trends at the state and
local levels in the PCHHC core indicators.

Action Plan for the National Initiative on Preconception Health and Health Care (PCHHC)

28



Action steps to be initiated in 2012-2014:

1. Collect and make available through the PCHHC Resource Center reports by state and local areas.

2. Add the PCHHC indicators measured by PRAMS and BRFSS to the PRAMS and BRFSS online
query systems (e.g., CDC’s PRAMS Online Data for Epidemiologic Research and SMART).

3. Develop user—friendly training materials to help state and local epidemiologists understand and
use the indicators.

4. ldentify barriers and challenges to using the indicators, and approaches to address them.

5. Implementation of a demonstration project using the PCHHC indicators to improve adolescent
preconception health (i.e., the Community Approach for Adolescent Preconception Health
Investments project).

6. Create a learning community to encourage others to use the data to inform practice or policy.

Strategy 3.3 Develop the case in support of improvements in key preconception and perinatal data
and surveillance systems.

Action steps to be initiated in 2012-2014:

1. Develop a 2-4 page brief that articulates the case to be made regarding the need for and value of
improvements in key preconception and perinatal data and surveillance systems.

2. Disseminate the case statement to partners and other key stakeholders at the state and federal
levels.

Action Plan for the National Initiative on Preconception Health and Health Care (PCHHC) 29



~ CONCLUSIONS

An ongoing challenge for the Preconception Health and Health Care (PCHHC) Initiative is the
demonstration of a package of high—priority preconception risk factors and conditions that through
evidence—based screenings and interventions can change the outcome of pregnancy when delivered before
the pregnancy occurs. There are a number of models for delivering preconception and interconception
care that are being tested in the field. These models will make important contributions to the science base
for preconception and interconception care implementation.

This action plan for the PCHHC Initiative outlines goals, objectives, strategies, and action steps that can
move science into practice, market messages, and images that will raise consumer awareness of
preconception and interconception care; inform policy development and management that support
sustained change; and monitor the processes and effects of preconception and interconception care at the
local, state, tribal, territorial, and national levels. Efforts to continue to reach out to new partners through
the workgroups and cross—cutting issues will be essential to success.
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APPENDIX A

PCHHC Initiative Accomplishments

2003

2005

2009

2010

Timeline

Held the first meeting of the CDC Internal Workgroup on preconception health and health care.

Organized the 1st National Summit on Preconception Care (Atlanta, Georgia).

Held the first meeting of the CDC Select Panel on Preconception Care.

Release of the American Congress of Obstetricians and Gynecologists Committee Opinion on
preconception care.

Published recommendations for preconception health and health care in the Morbidity and Mortality
Weekly Report (MMWR).

Published a supplement in the Maternal and Child Health Journal Supplement (9/2006):

Initiated the launch of the Preconception Health and Health Care (PCHHC) Initiative’s Workgroups to
guide implementation of the MMWR recommendations.

e Clinical, Public Health, and Consumer Workgroups launched

Launched the Policy and Finance Workgroup.
Organized the 2nd National Summit on Preconception Care (Oakland, California).

Hosted a research agenda meeting with the National Institute of Child Health and Human
Development.

Supported the launch of the Before and Beyond website, home of a health professional curriculum.
Published the American Journal of Obstetrics and Gynecology Supplement — “Preconception Health
and Health Care: The Clinical Content of Preconception Care”.

Published a policy supplement in Women’s Health Issues.

Supported the development of the Health Resources and Services Administration, Maternal and Child
Health Bureau’s Healthy Start Interconception Care Learning Community (2009-2011).

Supported the development of a state indicator set based on national survey data and vital statistics.
Facilitated collaborative learning of Medicaid policy among seven states through the Medicaid
Preconception Health Peer-2-Peer Learning project (2010-2011).

Organized the 3rd National Summit on Preconception Care (Tampa, Florida)
Initiated the development of an updated strategic action plan for the PCHHC Initiative
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~ APPENDIXB

Strategic Planning Meeting

Attendee List — December 2011
New Orleans, Louisiana

Abresch, Chad
Atrash, Hani
Barfield, Wanda
Biermann, Janis
Boyle, Coleen
Brady, Carol
Coonrod, Dean
Drummonds, Mario
Dunlop, Anne
Estrada-Portales, Isabel
Ewig, Brent

Floyd, Louise
Fraser, Michael
Gee, Rebekah
Grigorescu, Violanda
Handler, Arden
Hayes, Maxine
Humphrey, Jasmine
Johnson, Sharon
Johnson, Kay
Johnson, Alison

Kent, Helen

Klein Walker, Deborah
Kotelchuck, Milton
Malin, Kiko
Mitchell, Betsy
Moore, Cynthia
Moos, Merry-K
Moskosky, Susan
O'Leary, Leslie
Peck, Magda

Pies, Cheri

Posner, Sam
Roberts, Alma
Ruhl, Catherine
Simpson, Patrick
Snebold, Laura
Sniezek, Joe
Verbiest, Sarah
Wood, Susan
Zapata, Lauren
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