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Pregnancy Preparation Among Women and Their Partners 
in the UK: How Common Is It and What Do People Do?

Catherine Stewart and Jennifer Hall 

Sexual and Reproductive Health Research Team, UCL EGA Institute for Women’s Health, London, UK 

ABSTRACT 
Pregnancy preparation, to optimize health before pregnancy, has 
been shown to reduce adverse maternal and neonatal outcomes. 
This study investigated the changes that women, and their partners, 
made in preparation for pregnancy. Analyses showed that less than 
half of women (n¼ 134, 49%) and only 24% of partners (n¼ 22) 
reported making any changes in preparation for pregnancy. Desire 
to Avoid Pregnancy (DAP) score was the only significant factor asso-
ciated with pregnancy preparation; every 1-point increase in DAP 
reduced the odds of a woman reporting preparing for pregnancy by 
78% (OR ¼ 0.22, 95% CI ¼ 0.15 to 0.34). This study highlights the 
need for interventions addressing pregnancy preparation.
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Introduction

Pregnancy preparation, to optimize health before pregnancy, has been shown to reduce 
adverse maternal and neonatal outcomes, such as pregnancy loss, intrauterine growth 
restriction, and low birth weight (Maas et al., 2022; Stephenson et al., 2018). The health 
of both mother and father before pregnancy has also been shown to have long-term 
impacts on the health of future generations, including the risk of obesity, coronary heart 
disease, type 2 diabetes, and neurodevelopmental disorders (Fleming et al., 2018; 
Godfrey et al., 2017).

Currently more than 90% of women of reproductive age have at least one behavioral 
or medical risk factor before pregnancy (Stephenson et al., 2021) (where we refer to 
‘women’ this should be taken to include people who do not identify as women but who 
have the capability to become pregnant). Almost 50% of women in the UK are either 
overweight (body mass index [BMI]> 25 kg/m2) or obese (BMI > 30 kg/m2) when they 
become pregnant (NHS, 2020; Stephenson et al., 2018), states that are associated with 
substantial risks for both mother and child, including sub-fertility and adverse preg-
nancy outcomes (Law et al., 2007; Marchi et al., 2015; Poston et al., 2016; Stephenson 
et al., 2018). Paternal obesity has also been linked to impaired fertility, increased risk of 
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adverse pregnancy outcomes, and chronic disease risk in offspring (Hieronimus & 
Ensenauer, 2021; Lin et al., 2022; Stephenson et al., 2018). Micronutrient deficiencies 
are also a growing issue globally; studies have shown that many women of reproductive 
age will have dietary intakes below the recommend reference nutrient intake (RNI) for 
many micronutrients (Stephenson et al., 2018). Micronutrient deficiency during preg-
nancy can cause numerous adverse effects. For example, folic acid deficiency is associ-
ated with neural tube defects and other congenital abnormalities (Greenberg et al., 
2011), while iodine and iron deficiencies can adversely affect cognitive development 
(Pearce, 2013; Zimmermann, 2009); studies suggest that supplementation during preg-
nancy does not reverse the effect (Bath et al., 2013; Janbek et al., 2019; Means, 2020).

Preconception care involves the identification of risk factors alongside health promo-
tion and health intervention to minimize risks and reduce adverse pregnancy outcomes 
(Bortolus et al., 2017; Ignaszak-Kaus et al., 2018). For example, aiming to achieve a 
healthy weight, through a healthy diet, can help reduce the risks associated with being 
overweight/obese as well as improving some micronutrient deficiencies. However, for 
some micronutrients, such as folate, supplementation or food fortification are needed to 
achieve adequate levels. Folic acid supplementation, for at least 3months prior to preg-
nancy (through to 12 weeks of pregnancy), has been shown to be effective at decreasing 
the risk of neural tube defects by as much as 70% (De-Regil et al., 2015; He et al., 2016; 
Stephenson et al., 2018).

The timing of the preconception period is a debated topic (Hill et al., 2020), but it is 
often defined as 3 months prior to conception. However, time to conception is different 
for every couple and can only be calculated retrospectively. Furthermore, numerous 
health issues that affect pregnancy, such as obesity and smoking, often take time and 
support to be tackled effectively (Stephenson et al., 2021). As a result, it is recom-
mended that people start preparing for pregnancy when they start thinking about having 
a baby, to ensure they have adequate time to receive the full benefits of preconception 
care (CDC, 2022; Stephenson et al., 2018, 2021).

According to the Theory of Planned Behavior (TPB), which proposes that an individu-
al’s decision to engage in a specific behavior is determined by their intention (Ajzen & 
Madden, 1986), everyone with a formed pregnancy intention will be undertaking actions 
and behaviors in line with that intention, including preparing for pregnancy. However, 
other more complex models, such as Bachrach and Morgan’s cognitive social model of 
intentions, bring together multiple factors that determine intentions and the extent to 
which they are enacted (Bachrach & Morgan, 2013). They challenge the assumption that 
conscious intentions precede all behaviors, instead proposing that the formation of a con-
scious intention draws on multiple schemas and structures relevant to that behavior. This 
is important in understanding why people do or do not prepare for pregnancy.

Despite the importance of preconception health, there appears to be, within the gen-
eral public, a lack of awareness of preconception care and a lack of knowledge of the 
impact that poor preconception health can have (Daly et al., 2022; McGowan et al., 
2020). There is limited research into whetherand how people prepare for pregnancy, 
specifically in the UK. This paper aims to identify the changes that women, and their 
partners, reportedly make in preparation for pregnancy, the reasons for not preparing, 
and the factors associated with pregnancy preparation.
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Materials and methods

Study setting and design

As part of The Pregnancy Planning Preparation and Prevention (P3) study, women in the 
UK were invited to participate in an online survey about pregnancy preferences. The data 
collection methods for this study have been previously described in detail elsewhere (Hall 
et al., 2022a). Briefly, data were collected from non-pregnant women, aged 15 or older, liv-
ing in the UK who had not been through the menopause or been sterilized. The cohort 
was recruited using social media as well as advertisements in a university, school, abortion 
clinic, and outreach sexual health service (see supplementary material for recruitment 
materials). Women completed a baseline survey online and were then invited to complete 
the survey again every 3 months for 1 year, unless they had an ongoing pregnancy at two 
consecutive time points. Overall, 994 women completed the baseline survey and almost 
90% of eligible participants completed follow-up at 12 months; those lost to follow-up 
were not significantly different on key sociodemographic factors (Hall et al., 2022a).

Survey development
Details of the survey development have been previously described elsewhere (Hall et al., 
2022a). Briefly, the survey included a range of questions, such as obstetric history, 
contraception use, reproductive autonomy, and sociodemographics. Wherever possible, 
existing measures or questions were used. Cognitive interviews were conducted to check 
women’s understanding of the whole survey. Changes were made iteratively and retested 
until no further changes were needed.

Who was asked?
Of the 994 women who took part in the baseline survey, 274 women were asked about 
pregnancy preparations; these were women who answered “Yes” to currently trying to 
get pregnant, “Yes” or “Maybe” to thinking about getting pregnant in the next year, or 
“No” to using contraception in the last 30 days because they were either “Trying to get 
pregnant” or “Didn’t mind if they got pregnant.” Further, 92 of the 274 women were 
asked about partner preparations; these were women who answered “No” to using 
contraception in the last 30 days because they were either “Trying to get pregnant” or 
“Didn’t mind if they got pregnant.”

What were they asked?
Women were asked whether they (or their partner) had done anything in preparation 
for pregnancy. If yes, they were asked what changes they had made, and if no, they 
were asked why they had not made any changes. All questions had multiple-choice 
answers with “other” as an option. See supplementary materials for exact survey ques-
tions and multiple-choice answer options.

The changes that women and their partners reportedly made in preparation for preg-
nancy, as well as the reasons given for not preparing, were investigated. Both univariate 
and multivariable analyses were then performed to determine factors associated with 
pregnancy preparation and partner preparation.
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Measures

Pregnancy preparation
We created a binary variable of pregnancy preparation (yes/no) and a binary variable of 
partner preparation (yes/no). These outcome variables were derived from the answers to 
two self-reported questions in the baseline survey: “Are you doing anything to improve 
your health in preparation for pregnancy?” and “Is your partner doing anything in 
preparation for pregnancy?”

Pregnancy intention
Women were categorized into one of four pregnancy intention groups (“trying,” 
“thinking,” “maybe thinking,” or “not trying or thinking”) based on their answers to the 
“trying” (“Are you currently trying to get pregnant?”) or “thinking” (“Are you thinking 
about getting pregnant in the next year?”) questions. Women in the “trying,” “thinking,” 
or “maybe thinking” groups were asked about pregnancy preparations.

While the pregnancy preparation questions were asked to women based on their 
answers to the “trying” and “thinking” questions, within the statistical analysis we chose 
to use Desire to Avoid Pregnancy (DAP) score to measure pregnancy intention as it has 
been shown to be a better predictor of pregnancy (Hall et al., 2023).

DAP scale. The DAP scale is a psychometrically validated measure of a person’s prefer-
ences about a potential future pregnancy. The DAP scale has been validated for use 
within the UK and shown to be highly predictive of pregnancy (Hall et al., 2022a; 
2022b). The DAP scale is a continuous measure, with scores ranging from 0 (no desire 
to avoid pregnancy) to 4 (high desire to avoid pregnancy) (Hall et al., 2022a).

Statistical analysis

To assess the determinants of pregnancy preparation, univariate ordered logistic regres-
sions of the chosen variables were performed to investigate the relationship between the 
variable and pregnancy preparation. Multivariable ordered logistic regression was then 
used with the pregnancy preparation variable as the outcome measure. All variables, 
regardless of their significance in the univariate analysis, were included in the multivari-
able analysis. This was decided as most of the variables are correlated and therefore, 
while the variables may be insignificant on their own, there is potential for negative 
confounding, with relationships being revealed in the multivariable analysis. All varia-
bles were introduced simultaneously, and any variables found to be non-significant 
(p> .05) were removed using manual backward stepwise elimination, starting with the 
variable with the highest p value. The relationship between the variables and partner 
preparations was investigated using the same strategy.

Results

Participant characteristics

The 274 women asked about pregnancy preparations ranged in age from 16 to 
47 years (median ¼ 32, interquartile range [IQR]¼ 29 to 35, mean ¼ 32), 87% 
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were white and 86% were educated to at least undergraduate level. The majority 
described themselves as heterosexual (87%); most were married (71%) or in a rela-
tionship (25%); and most had a male partner (91.2%). Seventy-two percent of 
women had been pregnant at least once before. The sociodemographic characteris-
tics of all women, as well as a breakdown by pregnancy intention, are shown in 
Table 1.

The average DAP score for each pregnancy intention group is shown in Table 2.

Pregnancy preparations

Of the 274 women asked about pregnancy preparations, less than half (n¼ 134, 49%) 
reported making any changes in preparation for pregnancy. Women who were prepar-
ing for pregnancy reported making between one and nine changes, with four being the 
average number of changes reported by women. The most common changes reported 
by women were “eating healthier” (n¼ 74; 55%) and “taking folic acid” (n¼ 72; 54%). 
All the changes reported are shown in Figure 1.

Table 1. Characteristics of all women and the women within each pregnancy intention group 
(“trying,” “thinking,” and “maybe thinking”).

Variable
All women 

N¼ 274
Trying 

n¼ 80 (29.2%)

Thinking 
n¼ 96 
(35%)

Maybe thinking 
n¼ 97 
(35.4%) p value

Age
Mean (SD) 32 (5.1) 32.8 (5.4) 32.4 (3.9) 30.4 (6.1) .012
Range 16-47 21-47 21-41 16-42
Education
Below undergraduate 38 (14.13%) 13 (16.2%) 7 (7.6%) 17 (17.7%) .534
Undergraduate or above 231 (85.9%) 67 (83.8%) 85 (92.4%) 79 (82.3%)
Relationship status
No relationship 12 (4.41%) 1 (1.3%) 1 (1.1%) 9 (9.4%) <.001
Relationship 67 (24.6%) 19 (23.7%) 15 (15.8%) 33 (34.4%)
Married 193 (71.0%) 60 (75.0%) 79 (83.1%) 54 (56.2%)
Previous pregnancy
0 79 (28.8%) 22 (27.5%) 22 (22.9%) 34 (35.0%) .086
1 88 (32.1%) 23 (28.8%) 33 (34.4%) 32 (33.0%)
2þ 107 (39.1%) 35 (43.7%) 41 (42.7%) 31 (32.0%)
Ethnicity
White 236 (87.1%) 68 (85.0%) 87 (91.6%) 80 (84.2%) .801
BAME 35 (12.9%) 12(15.0%) 8 (8.4%) 15 (15.8%)
Religious
Yes 116 (42.7%) 36 (45.0%) 41 (43.2%) 39 (40.6%) .517
No 156 (57.4%) 44 (55.0%) 54 (56.8%) 57 (59.4%)
English first language
Yes 249 (91.6%) 76 (95.0%) 86 (90.5%) 86 (90.5%) .223
No 23 (8.5%) 4 (5.0%) 9 (9.5%) 10 (9.5%)

Note: BAME, Black, Asian, and minority ethnic.
Bold indicates a significant p value.

Table 2. The average Desire to Avoid Pregnancy (DAP) score for the pregnancy intention groups.
Pregnancy intention

Trying Thinking Maybe thinking p value

Average DAP score (range) 0.82 (0–1.86) 1.4 (0–2.79) 1.8 (0.29–3.64) <.001
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Partner preparations

Ninety-two women were asked questions about partner preparations; only 22 women 
reported their partner making any changes in preparation for pregnancy (24%), 67 
women reported no changes (73%), and 3 women did not have a partner (3%) (these 
women were subsequently dropped from analysis). Partners reportedly made 
between one and seven changes in preparation for pregnancy, with three being the 
average number of changes. The most common change reported was “eating health-
ily” (n¼ 14, 64%) followed by “stopping or cutting down alcohol” (n¼ 11, 50%). The 
other changes reportedly made by partners in preparation for pregnancy are shown 
in Figure 1.

Reasons for not preparing

One hundred forty women reported making no changes in preparation for pregnancy; 
the reasons given for not preparing are shown in Figure 2. The most common reason 
given for not preparing was “right now, I’m only thinking about trying to get pregnant” 
(n¼ 52, 38%), with other reasons including “there is nothing I need to do to improve 
my health in preparation for pregnancy because I am already healthy” (n¼ 25, 18%) 
and “once I am pregnant, I will take some action for a healthy pregnancy” (n¼ 21, 
15%). The reasons given for why partners were not preparing are also show in Figure 2; 
the main reasons were “there is nothing my partner needs to do to improve their health 
in preparation for pregnancy because they are already healthy” (n¼ 34, 51%) and “we 
did not know there was anything my partner should be doing before pregnancy” 
(n¼ 13, 19%).

Figure 1. The preparations that women and their partners reportedly made in preparation for preg-
nancy (%).
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Pregnancy preparation analysis

Univariate analysis showed that relationship status and DAP score were both sig-
nificantly associated with pregnancy preparation. Married women were more than 
five times more likely to report preparing for pregnancy than women not in a 
relationship (OR ¼ 5.6, 95% CI ¼ 1.2 to 26.25). All other variables—age, educa-
tion, previous pregnancy, ethnicity, religion, and first language—were not signifi-
cant (Table 3).

Following multivariable analysis, DAP score was the only variable found to be 
significantly associated with pregnancy preparation (Table 3), with each increasing 
DAP point (range: 0–4) resulting in a 78% decrease in the odds of a woman 
reporting preparing for pregnancy (OR ¼ 0.22, 95% CI ¼ 0.15 to 0.34); that is, as 
a women’s desire to avoid pregnancy increases, the chances of her preparing for 
pregnancy significantly decreases. Relationship status became insignificant, suggest-
ing that its association is likely mediated by DAP score. Previous work has shown 
that a women’s DAP score is associated with relationship status (Hall et al., 
2022a).

Partner preparation analysis

DAP score was shown to be the only factor significantly associated with partner prepar-
ation following both univariate and multivariable analysis (Table 4); for every one-point 
increase in DAP score, the odds of a woman reporting her partner preparing for preg-
nancy decreased by 87% (OR ¼ 0.13, 95% CI ¼ 0.03 to 0.46).

Figure 2. Reasons given for why women and their partners were not preparing for pregnancy.
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Discussion

Overall, there appears, within the UK, to be a lack of awareness among the general popu-
lation of the importance of preconception health. This not only is shown by the inad-
equate number of people preparing for pregnancy—less than half of women, and less 
than a quarter of partners, reported making any changes—but is also exposed in the rea-
sons given for not preparing. When women were asked why they were not preparing for 
pregnancy, the most common reasons given were “right now, I’m only thinking about 
trying to get pregnant” and “once I am pregnant, I will take some action for a healthy 
pregnancy.” This highlights a lack of knowledge of the time that preparing for pregnancy 

Table 4. Univariate and multivariable linear regressions of characteristics associated with partner 
preparation.

Univariate analysis Multivariable analysis

Variable OR 95% CI p value OR 95% CI p value

Age, years 0.91 0.82–1.01 .063
Education Below degree level as baseline
Undergraduate degree or above 0.51 0.15–1.72 .275
Relationship status Not married as baseline
Married 0.52 0.17–1.52 .231
Previous pregnancy 0 as baseline
1 0.47 0.13–1.72 .431
2þ 0.53 0.17–1.64
Ethnicity White as baseline
BAME 0.27 0.03–2.25 .227
Religion belong No as baseline
Yes 0.63 0.23–1.69 0.353
English first language No as baseline
Yes 0.98 0.10–9.98
DAP 0.13 0.03–0.48 .002 0.13 0.03–0.48 .002

Note: BAME¼ Black, Asian, and minority ethnic; DAP¼Desire to Avoid Pregnancy scale.
Bold indicates a significant p value.

Table 3. Univariate and multivariable linear regressions of characteristics associated with pregnancy 
preparation.

Univariate analysis Multivariable analysis

Variable OR 95% CI p value OR 95% CI p value

Age, years 1.03 0.98–1.08 .262
Education Below degree level as baseline
Undergraduate degree or above 1.05 0.53–2.08 .898
Relationship status No relationship as baseline
Relationship 3.82 0.78–18.72 .047
Married 5.60 1.2–26.25
Previous pregnancy 0 as baseline
1 0.85 0.46–1.56 .861
2þ 0.96 0.53–1.71
Ethnicity White as baseline
BAME 0.98 0.48–1.99 .949
Religious No as baseline
Yes 1.29 0.80–2.09 .294
English first language No as baseline
Yes 1.27 0.54–3.00
DAP 0.22 0.15–0.34 <.001 0.22 0.15–0.34 <.001

Note: BAME¼ Black, Asian and minority ethnic; DAP¼Desire to Avoid Pregnancy scale.
Bold indicates a significant p value.
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can take and the impact that it can have, not only on pregnancy outcomes and the future 
health of offspring but also on the chances of getting pregnant (de Angelis et al., 2020; 
Godfrey et al., 2017; Poston et al., 2016; Sharma et al., 2013; Stephenson et al., 2018). 
Furthermore, research has shown that intervening during pregnancy is often too late and 
therefore preconception preparations are vital (Dodd et al., 2019; Janbek et al., 2019). 
Another common reason given for not preparing was “there is nothing I need to do 
to prepare for pregnancy as I am already healthy.” While this may be true (although 
previous research has shown people often overestimate their own health status (Maas 
et al., 2022)), every woman, regardless of their health, should be taking (at least) 
400 mg of folic acid for at least 3 months prior to pregnancy to reduce the risk of 
neural tube defects (De-Regil et al., 2015; Mastroiacovo & Leoncini, 2011). Despite 
this recommendation, almost 50% of women who said they were preparing for preg-
nancy were not taking folic acid, indicating a lack of understanding of the importance 
of preconception folic acid. Within the UK, it is estimated that 85% of women take 
folic acid during pregnancy (NHS, 2021); however, as the critical period for folic acid 
supplementation is 3 months before and after conception (Stephenson et al., 2018), 
women who only start taking folic acid once they find out they are pregnant are 
likely to miss out on many of the benefits, highlighting the importance of preconcep-
tion folic acid supplementation.

One of the main reasons given for why partners were not preparing was “we didn’t 
know that they should be doing anything,” suggesting that people are unaware of the 
impact that preconception partner health can have (Fleming et al., 2018; Hieronimus & 
Ensenauer, 2021; Lin et al., 2022).

DAP score was shown to be the only factor significantly associated with pregnancy prep-
arations; as a woman’s desire to avoid pregnancy increased, the odds of her reporting pre-
paring for pregnancy decreased. This is in line with previous research showing that 
pregnancy intention is linked to maternal health behaviors (Chatterjee & Sennott, 2020; 
Chuang et al., 2011). The DAP scale has been shown to provide nuance that is often missed 
by a single question (Hall, et al., 2023). For example, women who categorized themselves as 
only thinking about pregnancy within the next year had an average DAP score of 1.4 (indi-
cating a relatively low desire to avoid pregnancy); previous work on the predictive ability of 
the DAP suggests that around 43% of these women would become pregnant within 
12 months (Hall, et al., 2022b). Furthermore, almost 30% of the women in the “thinking” 
group were not using any contraception, in line with previous findings from similar studies 
(Chivers et al., 2020). Therefore, while they may only be thinking about getting pregnant, 
they still have a relatively high chance of pregnancy in the near future. In addition, it is rec-
ommended that women, and their partners, start to prepare for pregnancy before actively 
trying to conceive (so within the thinking period) to ensure that they receive the full bene-
fits of preconception care (CDC, 2022; Stephenson et al., 2018, 2021). Consequently, women 
who are thinking about pregnancy make up a critical group, and it will be vital to increase 
the number of women within this group preparing for pregnancy in order to improve preg-
nancy outcomes.

Our work shows a relationship between pregnancy intention and pregnancy prepara-
tions. This finding is in line with the TPB (Ajzen & Madden, 1986). However, the TPB 
would predict no, or minimal, discrepancies between a formed intention for pregnancy 
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and pregnancy preparation (Ajzen & Madden, 1986), and while those who were trying to 
get pregnant were more likely to report that they were preparing for pregnancy than 
those who were not, there were still many women with a formed pregnancy intention 
who were not preparing. This indicates that while there is clearly a relationship between 
pregnancy intention and pregnancy preparation, it may not be as simple as the one pro-
posed by the TPB. Therefore, Bachrach and Morgan’s cognitive social model of intentions 
(Bachrach & Morgan, 2013) may be helpful in exploring this discrepancy. For example, 
the lack of schemas and structures relevant to pregnancy planning—the concept of plan-
ning for pregnancy, the action of taking folic acid when preparing for pregnancy, and the 
structure of the availability of preconception care services—are all likely to play a part in 
the observed gap between intention and action (Bachrach & Morgan, 2013).

The lack of awareness and low uptake of pregnancy preparations reported in this 
study fit with the findings of published literature (Daly et al., 2022; Maas et al., 2022; 
McDougall et al., 2021; McGowan et al., 2020), highlighting the need for strategies 
aimed at improving preconception knowledge. Previous studies have identified patients’ 
lack of knowledge of preconception care (Ojukwu et al., 2016) and other psychosocial 
factors (such as self-efficacy or perceived control, which have been shown to impact 
preventative health behaviors) as barriers to the provision of preconception care 
(Goossens et al., 2018; Smith et al., 1995). There are also barriers at the health service 
level including confusion over professional responsibility (i.e., who should be providing 
preconception care) (Poels et al., 2017; Stephenson et al., 2014) and health professionals 
only having access to patients after conception (Heyes et al., 2004). As a result, it would 
be important to ensure that any strategy aimed at improving uptake of preconception 
care took all these barriers into account.

These findings stress the need for normalizing conversations around pregnancy inten-
tion and pregnancy preparations, suggesting that clinicians should routinely ask people 
of reproductive age questions about pregnancy intentions (Hall, et al., 2023; Stephenson 
et al., 2021). Although the DAP scale has been shown to provide more nuance than 
other measures, it is made up of 14 questions, which limits its clinical use. Therefore, 
until there is further research into the clinical applications of the DAP, for example, as 
a digital tool or using a single DAP question or combination of DAP questions (Hall, 
et al., 2023), clinicians should routinely ask people of reproductive age questions such 
as “Are you thinking about pregnancy in the next year?” (Hammarberg et al., 2020; 
Stephenson et al., 2021) or “Can I help you with any reproductive health services 
today?” (Jones et al., 2020; Manze et al., 2020). Based on the response, clinicians should 
discuss preconception health with individuals who are thinking about pregnancy or 
contraception with those who wish to avoid pregnancy. Finally, this study also high-
lights the importance of including partners in these conversations to ensure that people 
know how impactful partner health can be.

Strengths and limitations

This analysis used data from a large, broadly representative dataset, suggesting general-
izability of our findings. However, the women in the sample were relatively highly edu-
cated, possibly due to recruitment methods, which may limit the external validity of the 
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findings. Furthermore, evidence shows that people often overreport health behaviors, 
particularly those that are “socially desirable.” Therefore, the results of this study likely 
show an overestimation of the level of pregnancy preparation in the UK, meaning that 
our findings are a “best-case scenario.”

Importantly, this study involved participants who were not pregnant, meaning that the 
data are prospective; this is novel, with most preconception studies being conducted in 
pregnant women retrospectively. This study also included data on partner preparations, 
which is an understudied area; however, partner preparations were reported by women 
and therefore could be at risk of bias. Furthermore, we were unable to analyze partner 
preparation by sex of partner, as the numbers of female partners were too small.

Within the P3 Study questionnaire, the questions on pregnancy preparation were 
about changes made in preparation for pregnancy. As a result, the data collected give us 
a guide to the relative likelihood of the changes women and their partners make in 
preparation for pregnancy but do not give us the absolute prevalence of those changes 
within the UK.

Conclusion

Overall, the results of this study suggest a lack of pregnancy preparation among women 
and their partners, potentially due to a lack of knowledge of the importance of precon-
ception care and the impact that poor preconception health can have on pregnancy out-
comes and the future health of offspring. This highlights the need for strategies aimed 
at increasing awareness of the importance of health before pregnancy within the UK to 
incorporate these behaviors within the schema of preparing for pregnancy. These strat-
egies should be focused on people who are thinking about getting pregnant (not just 
those who are actively trying) to ensure that they have enough time to properly prepare 
for pregnancy, enabling them to receive the full benefits of better preconception health.
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