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Abstract

Objective: The physical and mental health of women prior to conception can have
a significant impact on pregnancy and child outcomes. Given the rising burden of
non-communicable diseases, the aim was to explore the relation between mental
health, physical health and health behaviour in women planning a pregnancy.
Methods: Cross-sectional analysis of responses from 131182 women to a precon-
ception health digital education tool, providing data on physical and mental health
and health behaviour. Logistic regression was used to explore associations between
mental health and physical health variables.

Results: Physical health conditions were reported by 13.1% and mental health condi-
tions by 17.8%. There was evidence for an association between self-reported physical
and mental health conditions (odds ratio [OR] 2.22, 95% CI 2.14-2.3). Those with a
mental health condition were less likely to engage with healthy behaviour at precon-
ception such as folate supplementation (OR 0.89, 95% CI 0.86-0.92) and consumption
of the recommended amount of fruit and vegetables (OR 0.77, 95% CI 0.74-0.79). They
were more likely to be physically inactive (OR 1.14, 95% CI 1.11-1.18), smoke tobacco
(OR 1.72, 95% CI 1.66-1.78) and use illicit substances (OR 2.4, 95% CI 2.25-2.55).
Conclusions: Greater recognition of mental and physical comorbidities is needed
and closer integration of physical and mental healthcare in the preconception period,
which could support people to optimise their health during this time and improve
long-term outcomes.

KEYWORDS
epidemiology, mental health, preconception

1 | INTRODUCTION

Around one in five women present with the common men-
tal disorders (CMDs) of anxiety and depression in the UK,
with younger aged women particularly at risk." There is evi-
dence that individuals with mental disorders have high rates
of physical comorbidities such as obesity and Type 2 diabe-
tes, which contribute to premature mortality and health in-
equalities throughout life.” Associations between mental and
physical health have been found to be more common in wom-
en.”™> However, most studies do not disaggregate findings by

gender or age, therefore the physical-mental health interface
in women of reproductive age remains poorly understood.

It is increasingly recognised that women's health around
the time of conception is a key determinant of pregnancy
outcome and impacts the health of the next generation.
Indeed the preconception period represents an opportunity
to intervene to optimise the health of women and their chil-
dren,® although the impact of physical and mental multimor-
bidity prior to pregnancy on maternal and child outcomes is
not well documented.” Relatively few studies report obstetric
and neonatal outcomes for women with mental disorders
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adjusted for preconception physical health comorbidities
and risk factors.>” There is also evidence that in women with
chronic physical and mental health conditions, there are sig-
nificant gaps in knowledge of the benefits of preconception
recommendations such as folic acid supplementation."

As the global burden of non-communicable diseases
(NCDs) rises, there is an urgent need to understand better
the relation between physical and mental health in women
of childbearing age, to inform the development of interven-
tions that optimise health in women who wish to conceive.'
The aim of this analysis was to explore the association be-
tween mental health, physical health and health behaviour
in women planning a pregnancy.

2 | METHODS

2.1 | Studysample

Tommy's charity in partnership with the UK's Royal College
of General Practitioners, Royal College of Obstetricians
and Gynaecologists and Public Health England, launched a
preconception health digital education tool in 2018 to col-
lect anonymised self-reported information on a range of
demographics, health indicators, health behaviour and di-
agnoses. The tool was advertised on social media platforms
such as Facebook and was targeted at females aged 16-45.
The tool is accessible from Tommy's website (https:/www.
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tommys.org/pregnancy-information/planning-pregnancy/
planning-for-pregnancy-tool). At the time of data collec-
tion, it asked up to 26 questions relating to health and life-
style behaviour in those planning a pregnancy. Responses
used were from 22 June 2018 to 31 July 2019. Duplicate
responses, as determined by identical IP address and sub-
mission time, were removed, leaving 131182 responses
originating from within the UK as determined by IP ad-
dress (Figure 1).

2.2 | Mental health variables
The following binary (yes or no) questions pertaining to
mental health were asked:

‘Do you/did you have a mental health condition
or did you have a mental health condition in a
previous pregnancy?’

‘Do you have bipolar disorder or schizophrenia
or do you/did you have a mental health condi-
tion that needed medication or a referral to a
psychiatrist?’

If women answered gave a positive answer to either of these
two questions, they were also asked the following binary (yes
or no) question:

[ Total entries ]

Entries in the Tommys tool
database between 22nd of June
2018 and the 31st of August 2019
(n=214,228)

[ Exclude duplicates ]

Excluded (n=49,876)

| ¢ Duplicate entries based on
identical time, date, and IP
address

v

| Considered for data analysis (n=164,352)

[ Exclude non-UK entries ]

Excluded (n=33,170)
»| ¢+ Non-UK entries based on IP
address

results

UK entries available for data analysis (n=131,182)

+ For questions related to BMI, n=5,874
entries excluded due to biologically
implausible values

+ Individual questions have different total
denominators based on the number
responding to each question. These
numbers are reported in each table of

FIGURE 1 How the sample was obtained.
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‘Have you spoken to a doctor or specialist about
your pregnancy plans?’

In addition, women were asked about current symptoms of de-
pression using the validated Whooley questions. These ques-
tions ask about core symptoms of depression: low mood and
loss of interest:

‘During the past month have you been bothered
by feeling down, depressed or hopeless?’

‘During the past month have you been bothered
by little interest or pleasure in doing things?’

The Whooley questions are used within maternity ser-
vices in the UK as part of routine enquiry about mental
ill health as recommended by the UK National Institute
for Health and Care Excellence (NICE)."" Responding
‘yes’ to at least one of the Whooley questions was coded
for the purposes of the analysis as experiencing depres-
sive symptoms.

2.3 | Physical health and health
behaviour variables

The following binary (yes or no) question pertaining to
chronic physical health conditions was asked:

‘Do you have an existing physical health condi-

tion that requires medication or did you have a

complication in a previous pregnancy?’
As with women who reported a mental health condition, if
women gave a positive answered positive to the above question
about physical health conditions, they were also asked the fol-

lowing binary (yes or no) question:

‘Have you spoken to a doctor or specialist about
your pregnancy plans?’

In addition, the following binary (yes or no) questions relating
to lifestyle were asked:

‘Do you smoke?’
‘Do you take illicit or recreational drugs?’
‘Do you drink alcohol?’

‘Do you eat five portions of fruit or veg on four
or more days of the week?’

‘Are you currently taking 400 (microg) of folic
acid a day?

There was also a question pertaining to physical activity: ‘how
would you describe your level of activity?’, which was an ordi-
nal variable (see Table 1).

Body mass index (BMI) was calculated based on the
weight and height provided by respondents in the question-
naire. BMI was then categorised according to the following
groups: <18.5 (underweight), 18.5-24.9 (normal range), 25—
29 (overweight) and 30+ (obese).

2.4 | Other demographic variables
Other data obtained included age of the respondent. Some
information on race was provided by the question:

‘Do you or the baby's biological father have
ancestors from Africa, the Caribbean, the
Mediterranean, India, Pakistan, South and
South-East Asia or the Middle East?’

This question was included in the tool to explore risk for
sickle cell disease and/or thalassaemia.

2.5 | Statistical analysis

Data were analysed using R version 3.6.1. In the survey, not
every question had to be answered. As a result, there are
missing data in the responses. Additionally, several ques-
tions were only asked to participants who gave a particular
response to another question. Hence, there are also data
missing by design (structural) in the responses.

Multiple Imputation using Chained Equations (MICE)
using the mice package in R was used to replace the non-
structural missing data in the dataset. Predictors of miss-
ingness were checked to verify which variables satisfied the
missing at random assumption. All analysis variables were
included in the imputation and every variable was included
as a predictor for every other variable. Linear regression was
used for predicting numerical variables, logistic regression
for binary categorical, and polytomous regression for non-
binary categorical. Questions whose response determined
whether another question was asked to the participant were
not used as predictors for those variables. Twenty imputa-
tions of the missing data were performed. The imputation
was checked by assessing the stability of the mean and stan-
dard deviation of the numerical variables over the iterations
for each of the multiple imputed datasets. In addition, ta-
bles showing the distribution of responses to the categori-
cal variables for each of the multiple imputed datasets were
produced. Any variables deemed to be non-representative
or unstable were not included in the imputed results. Once
multiple imputation had been performed, the logistic re-
gression models detailed below were performed on each of
the completed datasets and the estimates for the coefficients
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(Continued)

TABLE 1

80458

P-no M-no n
(61.3%)

P-no M-yes

=5585 P-yes M-non=11523
(8.8%)

P-yes M-yes n

(4.2%)

=131182

Total n

17586 (13.4%)

n=

(100%)

Level

Variable

24277 (30.2%)
43699 (54.3%)
11677 (14.5%)

6147 (34.9%)
8351 (47.5%)
2921 (16.6%)

3667 (31.8%)
6112 (53.0%)
1640 (14.2%)

1924 (34.4%)
2712 (48.6%)

36590 (27.9%)
61741 (47.1%)
17463 (13.3%)
15388 (11.7%)
49072 (37.4%)
50813 (38.7%)

No

Five portions of fruit or veg on four

Yes

or more days of the week

898 (16.1%)
51 (0.9%)

2680 (48.0%)
2165 (38.8%)

Do not know

805 (1.0%)
32781 (40.7%)
35365 (44.0%)

167 (1.0%)
7711 (43.8%)
7544 (43.0%)

104 (0.9%)
5054 (43.9%)
4971 (43.1%)

Missing

<150 mins

Weekly level of physical activity

At least 150 mins moderate

activity

An International Journal of
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2290 (13.0%) 12140 (15.1%)

728 (13.0%) 1473 (12.8%)

16948 (12.9%)

>150 mins vigorous

activity

172 (0.2%)
48428 (60.2%)
21701 (27.0%)
10329 (12.8%)

41 (0.2%)
10741 (61.1%)

25 (0.2%)
5678 (49.3%)
3821 (33.2%)
2024 (17.6%)

12 (0.2%)
2850 (51.0%)
1539 (27.6%)
1196 (21.4%)

14349 (10.9%)
68033 (51.9%)
31329 (23.9%)
31820 (24.2%)

Missing

No

400 microg folic acid per day

4118 (23.4%)
2727 (15.5%)

Yes

Missing

Note: The number of participants who responded to each question in the dataset, and as a percentage of total responses to the question. This is done for the whole dataset in the total column, as well as for participants who responded to

different combinations of ‘yes’ and ‘no’ to mental health condition and physical condition in each column. P-yes/no indicates the response to having a physical condition, and M-yes/no indicates the response to having a mental health

condition. The number (n) in each column shows the number of participants who gave the corresponding responses to physical condition and mental health condition.

were pooled using Rubin's rules to obtain estimates and con-
fidence intervals (CIs) for the odds ratios (ORs).

Logistic regression models on the imputed data were used
to model the univariable association between the three men-
tal health outcomes (a mental health condition, depressive
symptoms and bipolar disorder or schizophrenia and/or a
mental health condition requiring medication or psychiatric
referral) and the predictors (having a physical health con-
dition and the six health behaviour variables). The p-values
associated with each of the odds ratios were recorded and
significant p-values identified with a significance level of
0.05 were highlighted.

A subgroup analysis of the above analysis was performed
of those participants who reported having ancestors from
Africa, the Caribbean, the Mediterranean, India, Pakistan,
South and South-East Asia or the Middle East, in order to
investigate the impact of ethnicity on the results.

2.6 | Patient and public involvement

Tommy's preconception health digital education tool was de-
veloped in consultation with multidisciplinary experts and
the general public, including women planning a pregnancy.
We have chosen to use the word ‘woman’ to distinguish our
sample from male partners' pregnancy planning behaviour.
However, we wish to highlight that by ‘woman’ we include
all birthing people.

3 | RESULTS

3.1 | Participant characteristics

Among all responders, 17.8% (n = 23400) reported having
a current or previous mental health condition and 13.1%
(n = 17166) reported a physical health condition. Table 1
shows the distribution of participant characteristics across
the whole sample, stratified by whether or not a physical
and/or mental health condition was reported. In all, 34.2%
(n = 7992) of women who reported having a mental health
condition also responded yes to one or both of the Whooley
questions, indicating possible current depressive symptoms.
In all, 37.1% (n = 8670) of those who responded yes to the
more general question about a mental health condition (Do
you/did you have a mental health condition or did you have a
mental health condition in a previous pregnancy?) addition-
ally reported having bipolar disorder, schizophrenia and/or a
mental health condition requiring medication or referral to a
psychiatrist.

Of the women with a mental health condition, 8.9%
(n = 1569) reported seeing a doctor or specialist to dis-
cuss plans for pregnancy, compared with 41% (n = 4724) of
women with a physical health condition. It should be noted
that there was a high level of missing data for this ques-
tion in women who reported a mental health condition,
whereas near complete data was available for those with a
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physical health condition. For women who reported both
mental and physical health conditions (4.2%, n = 5585), a
higher proportion saw a doctor to discuss physical health
in pregnancy compared with those saw a doctor to discuss
mental health: 39.4% (n = 2202) versus 16.9% (n = 944),
respectively.

3.2 | Associations between mental health and
physical health

There was evidence for an association between all three men-
tal health variables and having a physical health condition,
particularly for women reporting bipolar disorder, schizo-
phrenia or a mental health condition that needed medica-
tion or referral to a psychiatrist (OR 2.43, 95% CI 2.31-2.56)
(Table 2).

3.3 | Associations between mental health and
health behaviour

Women who reported a mental health condition (includ-
ing bipolar disorder, schizophrenia or a mental health con-
dition that needed medication or referral to a psychiatrist)
and/or depressive symptoms were more likely to report to-
bacco smoking and recreational drug use (Table 2). There
was some, albeit limited, evidence for reduced alcohol con-
sumption in women with a mental health condition. There
was also evidence of an association between reporting of a
mental health condition and/or current depressive symp-
toms and reduced consumption of fruit and vegetables, lack
of folic acid supplementation and physical inactivity.

The unimputed results are provided in the Supporting
Information; results mirrored those of the imputed results.
For body mass index (BMI), a comparison of the observed
and imputed values suggested an ill fit of the imputation
model, so the decision was made to exclude BMI from the
imputed model. Unimputed analyses provide evidence of an
association between all three mental health variables and
BMI both above (overweight and obese) and below the nor-
mal range (underweight) (Table SI).

3.4 | Subgroup analysis by race

A total of 13501 women (10.3% of total sample) reported
having ancestors from Africa, Caribbean, Mediterranean,
India, Pakistan, South or South East Asia or the Middle East.
Women with ancestors were less likely to report a general
mental health condition (OR 0.77, 95% CI 0.73-0.80) or a
diagnosis of bipolar disorder, schizophrenia and/or mental
health condition requiring medication or referral to a psy-
chiatrist (OR 0.86, 95% CI 0.80, 0.92). However, they were
more likely to report current depressive symptoms (OR 1.34,
95% CI 1.29-1.39) (Table 3).

2 O An International Journal of
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The direction of associations were similar to that of
the primary analysis in those who reported having ances-
tors from Africa, the Caribbean, the Mediterranean, India,
Pakistan, South and South-East Asia or the Middle East. The
strength of associations was slightly smaller, particularly in
those who reported bipolar disorder, schizophrenia and/or
a mental health condition requiring medication or referral
to a psychiatrist than the association with having a physical
health condition (OR 1.25,95% CI 1.02-1.52) and recreational
drug use (OR 2.08, 95% CI 1.54-1.79). There was no evidence
of association in this group with decreased folic acid supple-
mentation and intake of fruits and vegetables. There was ev-
idence that women with ancestors and depressive symptoms
and women with ancestors and bipolar, schizophrenia or who
reported taking psychiatric medication were more likely to
drink alcohol than were those without ancestors (Table S2).

4 | DISCUSSION

4.1 | Main findings

In this cross-sectional study using the largest sample to date
of women planning a pregnancy in the UK, depressive symp-
toms were common and mental health conditions (17.8% of
the sample) more prevalent than physical health conditions
(13.1%). This is somewhat lower than expected from previ-
ous studies of the UK reproductive age population™'* and
may indicate a slightly healthier sample using our pregnancy
planning tool. To our knowledge this is one of few studies in-
vestigating the prevalence of mental and physical health condi-
tions in women planning pregnancy, as much literature to date
has focused on the impact of health conditions and behaviour
during pregnancy'® and has neglected to investigate the bur-
den of multi-morbidity. In our study, only a small percentage
(8.9%) of women with mental health conditions sought medi-
cal advice while planning a pregnancy, compared with women
with physical health conditions, who were more likely to speak
to their doctor or specialist (41%). Women who reported a
mental health condition were more likely to report a comorbid
physical health condition and have a BMI outside (both above
and below) the normal range, highlighting that pathways to
multi-morbidity start early in women's lives; 36.6% of the sam-
ple were 18-24years old. They were also less likely to engage
with healthy lifestyle behaviour at preconception such as folic
acid supplementation, physical activity, consumption of the
recommended amount of fruit and vegetables and abstinence
from smoking and illicit or recreational drug use.

Our results show that women from ethnic minority groups
are less likely to report a diagnosis of a mental health condi-
tion. On the other hand, they were more likely to report cur-
rent depressive symptoms, raising the question of whether
there are different cultural constructs of mental health di-
agnoses in this population or there is under-recognition and
diagnosis of mental health conditions in women of ethnic
minority groups by clinicians.

35UBD| T SUOWIWIOD BAIIER1D) 3ol (dde auy Aq pausonof ale sajoite YO ‘asn Jo Sa|nJ 1oy Ariqi]auljuQ A3]IA UO (SUO N PUOD-PUR-SLLLIBYWIOD" A3 1M AReiq 1 Ul [Uo//Sdiy) SUORIPUOD pUe SWid | 8y} 88S *[£202/80/T0] Uo Akeiqi auljuQ /8|1 'Sa0IARS Akiql DN uopuoaba|j0D AisAIuN AQ Ly, T 8250-T.YT/TTTT OT/I0pAU0d Ao M AReld 1puljuo uABao//sdny wouy pepeojumoq ‘6 ‘€202 ‘8ZS0T.LYT



14710528, 2023, 9, Downloaded from https://obgyn.onlinelibrary.wiley.com/doi/10.1111/1471-0528.17447 by University College London UCL Library Services, Wiley Online Library on [01/08/2023]. See the Terms and Conditions (https://onlinelibrary.wiley.com/terms-and-conditions) on Wiley Online Library for rules of use; OA articl

TOSH ET AL.

ournal of

Obstetrics and Gynaecology

An International Jc

d by the applicable Creative C

icense

‘uwnod Surpuodsarrod ayy 03 sk, papuodsar oym syuedonred oy

10J umOYs os[e s sjasejep panduwr gz ay) woiy uonsanb e 0y asuodsar yoea aaed oym syuedonred jo adejusdiad afersae ay 1, "proq ur payySiySry a1e (50°0>) sanyea-d JuedjruIS "awWeu [9A3] Y} UT (Sul[aseq), £q pajedIpur ST s[qelie ydea ut
ORI SPPO 3} 10J SUI[3SQ Y] S& PAsn [9A3] Y T, "san[eA-d Surpuodsariod pue S[eAIUT IOUIPIJUOD SE [[OM S “UMOYS I8 [9A3] JUI[ISE] Y} T9A0 [9A3] YIBA JO OTRI SPPO Y[, "d[qeLIeA 10301paid 9} 01 SpPUOdsaII0d MOI 9Y) PUE J[QRLIBA SWOIINO
a4} 0} puodsa110 uonesrpaur 10 eruarydoziyds Iapiosip rejodiq pue ‘swojdwifs aarssardsp ‘UONIPUOD YI[LIY [BIUSW SUWN[0D SY T, ‘PaInduir a1om san[e FUISSIW 19)je PIUTLIQO $}9SBIEP ) UO S[9POW U0ISs21331 9115130 PA[00( 270N

100°0> (#9°0-19°0) 290 v'sT 100°0> (26'0-98°0) 68°0 9'6C 3K fep
0L (surpaseq) oN 12d proe o105 SoxoTWI OO

100°0> (68°0-6£°0) ¥8°0 (414
1 8L I 9¥L 1

¥10°0 (86°0-£8°0) 260 01 6790 (€0'1-$6°0) 66°0 8L1 65980 (¥0'1-56'0) 66°0 891 mouy jou o
Joam a3 jo skep
100°0> (1£°0-%9°0) £9°0 9Y¥ 100°0> (09°0-£5°0) LS°0 67y 100°0> (6£°0-¥%L°0) LL'O 6'LY SoX 210U 10 IN0J UO SoA
1 ¥'8¢ T ¢'LE 1 €'G¢ (surpaseq) oN 10 J1nIj Jo suontod aArg

100°0> (102-88'1) ¥6'T 69T 100°0> (8£1-991) TL'T 9'LT SO

100°0> (IT'T-16°T) 900°C | §43
1 'L (suraseq) oN Sunjowg

! 6'L9 1 Tres

100°0> (S¥'1-S€1) 0%'T 9L1 100°0> (0€T-¥1'0) TT'T (44 $9X

100°0> (95°T-1€77) €¥°C 1'8T
8'GL (ourpeseq) oN|  UOTIIPUOD Y[y [ed1SAYJ

! 6'1L ! ¥'8 1

*(281 1¢1 = 1) eyep paynduur Sursn sajqeriea yifeay [ejudaw pue [edrsfyd jo uorssardoronsio] 7 4T4dV.L

(&)
=



PRECONCEPTION PHYSICAL AND MENTAL HEALTH

TABLE 3

Mental health condition No (baseline)
Yes

Missing

No (baseline)
Yes

Depressive symptoms

Missing
Bipolar disorder, schizophrenia or a mental health No (baseline)
condition that needed medication or a referral to Yes

a psychiatrist
Missing
Mental health condition + Depressive symptoms No (baseline)
Yes
Missing

Bipolar disorder, schizophrenia or a mental health No (baseline)
condition that needed medication or areferral toa v, .o
psychiatrist + Depressive symptoms

Missing

No (baseline)

Yes

Physical health condition

Missing
No (baseline)
Yes

Physical health condition + Mental health condition

Missing

Logistic regression and participant characteristics by ancestor variable (n =109254).

BJOG sy S
Logistic regression
No ancestors Ancestors
(n=95753) (n=13501) Odds ratio (95% CI)  p-value
76 143 (79.52%) 11242 (83.27%) 1
19338 (20.20%) 2220 (16.44%) 0.77 (0.73-0.80) <0.001
272 (0.28%) 39 (0.29%)
58218 (60.80%) 7315 (54.18%) 1
29980 (31.31%) 5227 (38.72%) 1.34 (1.29-1.39) <0.001
7555 (7.89%) 959 (7.10%)
88422 (92.34%) 12581 (93.19%) 1
7024 (7.34%) 879 (6.51%) 0.861 (0.80-0.92) <0.001
307 (0.32%) 41 (0.30%)
81900 (85.53%) 11790 (87.33%) 1
6555 (6.85%) 801 (5.93%) 0.83 (0.77-0.89) <0.001
7298 (7.62%) 910 (6.74%)
88447 (92.37%) 12586 (93.22%) 1
41 (0.04%) 8(0.06%) 1.32 (0.62-2.82) 0.464
7265 (7.59%) 907 (6.72%)
81637 (85.26%) 11446 (84.78%) 1
13914 (14.53%) 2018 (14.95%)  1.026 (0.98-1.08) 0.314
202 (0.21%) 37 (0.27%)
87801 (91.67%) 12322 (91.27%) 1
7775 (8.12%) 1139 (8.44%) 1.02 (0.95-1.09) 0.583

177 (0.18%)

40 (0.30%)

Note: Results of logistic regression models with having ancestors from Africa, the Caribbean, the Mediterranean, India, Pakistan, South and South East Asia or the Middle East as
the outcome variable, and various mental and physical health condition questions as predictor variables, indicated by row. The level used as the baseline for the odds ratio in each
variable is indicated by ‘(baseline)’ in the level name. Significant p-values (<0.05) are highlighted in bold. Also shown are the number of participants who gave each response in
each related question, and as a percentage of total responses to the question, in participants that responded ‘no’ and ‘yes’ to the ancestors question.

4.2 | Strengths and limitations

Strengths of the study include its large sample size and
wide geographical distribution of respondents, making it
a unique source of information about the health behaviour
of women planning a pregnancy in the UK."* Nonetheless,
there are a number of limitations. Outcomes were meas-
ured using self-report data, which may miss undiagnosed
conditions and result in a degree of under-reporting of
high-risk health behaviour due to social desirability bias.
However, women responded to the tool anonymously on-
line, which may have minimised such under-reporting.
Indeed, there was a high prevalence of behaviour such
as smoking and alcohol use, suggesting that this digital
tool was acceptable to participants and was able to reach
a wide sample of women planning to conceive.'* Despite
this, the limited demographic information, such as socio-
economic status, limits our ability to ascertain the repre-
sentativeness of this sample. Detailed information on race
or ethnicity of respondents was lacking and investigation
of potential differences in preconception health behaviour
between ethnic groups is an important area for future re-
search considering the growing evidence of inequalities in

health outcomes for women from ethnic minority groups

during the perinatal period."”> Approximately half of preg-
nancies in the UK are planned,'® therefore our study pro-
vides valuable health information on women planning
a pregnancy but may not be representative of all women
who conceive in the UK. More specific data on health ser-
vice use in this population may also facilitate the identifi-
cation of potential missed opportunities for intervention.
Moreover, participants were not asked for further details
about their mental and physical health diagnoses, limiting
exploration of any distinct associations between different
disorders.

4.3 | Interpretation

Despite growing consensus on the importance of precon-
ception health for subsequent maternal and child health,’
findings from this preconception health digital tool'* echo
previous studies showing suboptimal adherence to health
recommendations such as folic acid supplementation, smok-
ing and illicit/recreational drug use, physical activity and in-
take of fruit and vegetables in those planning pregnancy.'>"’
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A survey of 750 women in the UK by Tommy's charity found
that 67% of women plan for three or more months for a holi-
day, in contrast to 20% planning for three or more months
for a pregnancy.®

Previous confidential enquires into maternal mortality in
the UK have emphasised that lack of preconception care is a
contributory factor to maternal deaths as well as highlight-
ing a need for better management of women with multiple
health conditions.">'® Suicide remains one of the leading
causes of direct maternal mortality and successive reports
have stressed the need for better mental healthcare and
coordination between primary care, maternal and mental
health services. Mental disorders are increasingly common
in young women' and mental disorders before pregnancy are
associated with increased risk of disorders during the peri-
natal period as well as having an impact on maternal-infant
bonding.***" Perinatal mental health services in the UK
offer preconception counselling, which can help women op-
timise their mental and physical health before pregnancy.*
However, our study shows that women seemed to be more
likely to seek medical advice to help manage physical than
mental health conditions. In addition, our study echoes
previous reports that women from ethnic minority groups
are less likely to have mental health conditions recognised
in primary care.”> Studies have highlighted complex multi-
level barriers to women accessing mental healthcare in the
perinatal period, including at individual (e.g. stigma and
poor awareness), organisational (e.g. resource inadequacies
and service fragmentation), sociocultural (e.g. language and
cultural barriers) and structural (e.g. unclear policy) levels,**
as well as additional barriers faced by women of ethnic mi-
nority groups.”® Future research is required to explore how
these barriers can be overcome in order to sustainably im-
prove access to care.

5 | CONCLUSION

Our study shows that women planning pregnancy with
mental health conditions report a higher prevalence of
physical health conditions compared with those without a
mental health condition. Modifiable health behaviour iden-
tified in this study could be addressed by greater integration
between physical and mental health services and embedding
‘healthy conversations” about healthy lifestyles within rou-
tine appointments.22 Current approaches to preconception
care in health services have largely focused on contracep-
tion, often neglecting the needs of women with mental and
physical health comorbidity who wish to conceive. Specialist
perinatal mental health services offer preconception advice
for women with severe mental illness but the provision of
services for women with CMDs (anxiety and depression),
particularly those with multi-morbidity, is scarce.”®
Previous studies have highlighted that women who re-
ceived preconception education and counselling were
more likely to have improved knowledge, self-efficacy and
health locus of control, and reduced risk behaviour such as

alcohol consumption.”” However, there is limited evidence
for preconception interventions that improve outcomes for
mothers and babies on a larger scale.””*® Future research
on effective strategies to empower women to optimise their
health during this period are required; there needs to be a
move beyond the realm of health promotion to targeted ed-
ucation of health professionals and greater synergy between
different parts of the health system, in order better to meet
the needs of each person planning a pregnancy.
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