

[image: image1]
A development and implementation of a preconception counseling program for black women and men in the southeastern United States: a pilot protocol









 


	
	
STUDY PROTOCOL
published: 25 September 2024
doi: 10.3389/fpubh.2024.1416586








[image: image2]

A development and implementation of a preconception counseling program for black women and men in the southeastern United States: a pilot protocol

Natalie Hernandez-Green1*, Madison D. Haiman1,2*, Adenike McDonald1*, Latrice Rollins3,4, Oluyemi T. O. Farinu1*, Lasha S. Clarke1, Amy Huebshmann5,6,7, Meredith P. Fort8, Rasheeta D. Chandler9, Phebe Brocke10, Danette McLaurin-Glass11, Erin Harris1, Kaala Berry1, Angie Suarez1, Tiyamika Williams1 and Cheryl G. Franklin12


1Center for Maternal Health Equity, Morehouse School of Medicine, Atlanta, GA, United States

2Steve Hicks School of Social Work, University of Texas at Austin, Austin, TX, United States

3Department of Community Health and Preventive Medicine, Morehouse School of Medicine, Atlanta, GA, United States

4National African American Child and Family Research Center, Atlanta, GA, United States

5Division of General Internal Medicine Aurora, Department of Medicine, School of Medicine, University of Colorado Anschutz Medical Campus, Aurora, CO, United States

6Ludeman Family Center for Women’s Health Research, School of Medicine, University of Colorado Anschutz Medical Campus, Aurora, CO, United States

7Adult and Child Center for Outcomes Research and Delivery Science, School of Medicine, University of Colorado Anschutz Medical Campus, Aurora, CO, United States

8Department of Health Systems, Management and Policy, Colorado School of Public Health, Aurora, CO, United States

9Nell Hodgson Woodruff School of Nursing, Emory University, Atlanta, GA, United States

10Morehouse School of Medicine, Atlanta, GA, United States

11Center for Family and Community Wellness, Alpharetta, GA, United States

12Department of Obstetrics and Gynecology, Morehouse School of Medicine, Atlanta, GA, United States

Edited by
 Zaida Charepe, Catholic University of Portugal, Portugal

Reviewed by
 Maria Clara Roquette Viana, Catholic University of Portugal, Portugal
 Araújo B.R., Catholic University of Portugal, Portugal

*Correspondence
 Natalie Hernandez-Green, nhernandez@msm.edu 
 Madison D. Haiman, mhaiman@msm.edu
 Adenike McDonald, amcdonald@msm.edu
 Oluyemi T. O. Farinu, ofarinu@msm.edu

Received 12 April 2024
 Accepted 20 August 2024
 Published 25 September 2024

Citation
 Hernandez-Green N, Haiman MD, McDonald A, Rollins L, Farinu OTO, Clarke LS, Huebshmann A, Fort MP, Chandler RD, Brocke P, McLaurin-Glass D, Harris E, Berry K, Suarez A, Williams T and Franklin CG (2024) A development and implementation of a preconception counseling program for black women and men in the southeastern United States: a pilot protocol. Front. Public Health 12:1416586. doi: 10.3389/fpubh.2024.1416586
 

Introduction: Racial/ethnic disparities in maternal mortality rates represent one of the most significant areas of disparities amongst all conventional population perinatal health measures in the U.S. The alarming trends and persistent disparities of outcomes by race/ethnicity and geographic location reinforce the need to focus on ensuring quality and safety of maternity care for all women. Despite complex multilevel factors impacting maternal mortality and morbidity, there are evidence-based interventions that, when facilitated consistently and properly, are known to improve the health of mothers before, during and after pregnancy. The objective of this project is to test implementation of pre-conception counseling with father involvement in community-based settings to improve cardiovascular health outcomes before and during pregnancy in southeastern United States.

Methods and analysis: This study has two components: a comprehensive needs and assets assessment and a small-scale pilot study. We will conduct a community informed needs and assets assessment with our diverse stakeholders to identify opportunities and barriers to preconception counseling as well as develop a stakeholder-informed implementation plan. Next, we will use the implementation plan to pilot preconception counseling with father involvement in community-based settings. Finally, we will critically assess the context, identify potential barriers and facilitators, and iteratively adapt the way preconception counseling can be implemented in diverse settings. Results of this research will support future research focused on identifying barriers and opportunities for scalable and sustainable public health approaches to implementing evidence-based strategies that reduce maternal morbidity and mortality in the southeastern United States’ vulnerable communities.

Discussion: Findings will demonstrate that preconception counseling can be implemented in community health settings in the southeastern United States. Furthermore, this study will build the capacity of community-based organizations in addressing the preconception health of their clients. We plan for this pilot to inform a larger scaled-up clinical trial across community health settings in multiple southeastern states.
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1 Introduction

Racial/ethnic disparities in maternal mortality rates are one of the most significant health inequities amongst all conventional population perinatal health measures within the Unites States (U.S.) (1). Black women in particular have a pregnancy-related mortality ratio three to four times higher than White women (2). Cardiovascular conditions such as cardiomyopathy, preeclampsia and eclampsia are major contributors to maternal mortality in which Black women are disproportionately affected (3). Despite these alarming trends, 80% of pregnancy-related deaths and severe maternal morbidities in the U.S. are said to be preventable (4). Research shows 60 to 75% of excess mortality amongst Black women could be prevented with increased paternal involvement (5). In 2010, The Commission on Paternal Involvement in Pregnancy Outcomes strongly recommended the full inclusion of fathers in pregnancy and family healthcare to reduce and eliminate racial/ethnic disparities in birthing outcomes across the U.S (The Commission on Paternal Involvement in Pregnancy Outcomes 2010). A recent Centers for Disease Control and Prevention (CDC) review on the comprehensive analysis of maternal deaths across nine states by the Maternal Mortality Review Committees (MMRC) found that the most common root causes were patient and family factors (e.g., limited knowledge of warning signs and when to seek care, socioeconomic environment, and chronic disease) (3). However, provider, facility and health system factors (e.g., inadequate training, missed or delayed diagnoses, poor communication, and lack of coordination between clinicians) had a preponderance of detrimental impact (3, 6). It is also important to consider patient and family factors such as limited knowledge of warning signs and when to seek care are resultant of barriers to health education posed by structural inequalities within the healthcare infrastructure (7). Furthermore, there is an evidence gap on the role of racism (i.e., implicit bias) as a psychosocial stressor which negatively impacts perinatal health outcomes for Black women (8, 9). These alarming trends and persistent inequities by race/ethnicity and geographic location reinforce the need to focus on ensuring quality and safety of maternity care for all women.

Our region of focus is the southeastern U.S. Black maternal health care problems are pervasive in the South — particularly in Georgia and South Carolina, two states with particularly high Black maternal mortality rates (6, 10). Georgia’s pregnancy-related mortality ratio is among the highest in the U.S., exceeding the national figure and the Healthy People 2020 goal by fivefold (11). Almost half of Georgia’s 159 counties are destitute of a maternity provider; in addition, many rural and peri-urban counties in the state are without a birthing facility. Sadly, rural women in Georgia have a 30–50% greater risk of MM rate than their same race, urban counterparts (6, 10, 12).Almost predictably, rural Black women in Georgia have twice the MM rate of rural White women (10). Georgia’s neighbor, South Carolina, has the ninth worst pregnancy-related mortality rate in the nation (13). In South Carolina, the MM rate is 2.6 times higher for Black and other racially/ethnically minoritized women in comparison to White women (43.3 vs. 16.4 maternal deaths per 100,000 live births, respectively) (13). Rural Black women face a heightened risk of maternal morbidity and mortality due to the shortage of hospitals and doctors, disproportionate rates of poverty and glaring health disparities (2, 14–16).Preventable causes of death that are common amongst rural Black women13 have been linked to health care provider and facility factors such as inadequate staff knowledge, system issues, and difficulties in care coordination (17).

Despite the myriad of personal, social, biological, behavioral, clinical care-, and health system-related factors impacting maternal mortality (MM) and severe maternal morbidity (SMM), there are evidence-based interventions that when deployed consistently and properly, are known to improve the health of mothers, before, during, and after pregnancy. Improvement of both birth outcomes and the women’s health occur when preconception health is optimized. Preconception health focuses on the overall well-being of nonpregnant women and men during their reproductive years (defined here as aged 18–44 years). Most models of preconception counseling (PC) were developed with the primary aim of preventing birth defects (18). However, PC services should not be limited to clinical care under the umbrella of maternal and child health, but rather quality PC services should also be integrated within primary health care services and other community-based settings (19). Several implementation challenges regarding PC have been noted in the discourse including lack of coverage or provider reimbursement for PC, lack of adequate PC information for providers, absence of PC follow-up systems, and lack of interest in PC (20). Likewise, Kotelchuck (21) identified nine similar issues that need to be addressed when implementing PC: (1) eligibility criteria for women, (2) content of care, (3) timing and frequency of care, (4) provider of care, (5) payor source, (6) motivation to participate, (7) community involvement, (8) public health policy and infrastructure support as well as (9) research and monitoring databases. Thus, additional research is needed to develop implementation strategies for PC prior to testing and application.

Another noteworthy consideration for PC is the misalliance between the participation of fathers in the lives of their partners and children, and their incorporation into the maternal and child healthcare system. Men play an important role and source of support for women during pregnancy, birth and parenting (22). They have demonstrated influence on maternal health-related behaviors such as drinking, smoking, fitness, or nutrition—all of which can shape reproductive outcomes—both before conception and during pregnancy (23). In one study that used Early Childhood Longitudinal Study-Birth Cohort data, men who were more actively engaged with their partner’s pregnancy were more likely to encourage early first trimester prenatal care and reduce cigarette consumption for their partner (24). A 2018 systematic review found that interventions engaging men in maternal and infant health were associated with improved preconception care attendance, skilled birth attendance, facility birth, postpartum care, birth and complications preparedness and maternal nutrition. Despite robust evidence of fathers’ impact on the health of mothers and babies, involving fathers is one of the least explored, articulated, and therefore implemented, aspects of maternal and infant health services. Research shows that father friendly consultation services can increase their involvement in maternal health services which ultimately results in improved maternal health (25). Father-friendliness refers to the degree in which an organization’s operations encourage father involvement in the services and programs it offers (26, 27). Prior to establishing initiatives for fathers, it is recommended that a father-friendly assessment be used to assess how father involvement is encouraged and identify areas that can be strengthened.

The slow uptake of PC in healthcare and the lack of engagement between women and healthcare providers in shared decision making about preconception health can be attributed to numerous factors including limited resources (lack of time in the clinical encounter, guidelines, and reimbursement); provider barriers (lack of knowledge surrounding preconception health, lack of clarity on specialty responsible for providing preconception counseling, lack of care coordination for preconception health); and patient level factors (lack of knowledge of preconception health, lack of access to care prior to pregnancy) (20, 28–31). Incorporating high quality preconception care with a focus on the implementation of tailored strategies in community-based settings and through a team-based approach of screening, counseling, health behavior modification and treatment in health care settings, and facilitating patient-provider shared decision making in the clinical process has the potential for reducing disparities in maternal and infant outcomes. The development of evidence-based PC programs in clinical settings have been limited by small sample size, single-site recruitment and a lack of frameworks (theoretical or implementation) to support implementation and effectiveness outcomes. Additionally, there is a shortage of research on the implementation of evidence-based PC screening and education tools specifically designed for Black women in community-based settings.

We hypothesize that PC, screening, and self-care training with father involvement will be effective in the prevention and control of cardiovascular conditions that contribute to 3 M (22). Therefore, our research team is testing implementation strategies of PC with father involvement, through our regional coalition that consists of Healthy Start programs (see letter of support), community-based organizations (CBOs) and -health centers (CHCs) that predominantly serve Black families. Demonstrating the feasibility, acceptability, and appropriateness of implementing this intervention in community-based settings has the potential to create credibility, enthusiasm and consensus building for scaling up the intervention to Healthy Start programs, CHCs and other community-based settings across the South with high Black maternal mortality and morbidity rates.



2 Methods


2.1 Guiding frameworks


2.1.1 Community-based participatory research

This project will be conducted through community-engaged research partnerships, or CBPR. A key aspect of CBPR is that the prioritized communities are involved in all stages of the research process. This involvement eases the translation of research to practice, a common barrier in more “traditional” research processes that historically and systemically exclude marginalized communities (32). CBPR methods utilizing high levels of community involvement in the planning process are more likely to result in high levels of benefit, trust, and satisfaction within the population being served, which, in turn, broadens the scope and sustainability of the intervention (33). A key factor in introducing successful programs and interventions to address disparities in maternal mortality and morbidity rates is engaging the affected community (i.e., mothers, fathers, community and clinical providers) from the outset and continuing engagement throughout the planning, development, and implementation of selected interventions (34).



2.1.2 Collective impact framework

To conduct well-designed structural interventions and robust evaluations, resources are needed to promote interactions among stakeholders from disparate sectors to plan and develop large-scale meaningful structural interventions that can effectively reduce health disparities in populations and communities. Therefore, this research is also guided by the Collective Impact which is defined as “a disciplined, cross-sector approach to solving complex social and environmental issues on a large scale” (35). Interdisciplinary collaborations are promising approaches to intervening on health disparities. Standardizing approaches for motivating multi-stakeholder collaborations is a critical need in disparities research. This proposed research builds on existing partnerships among sectors in the earliest phases of research design. This early and existing partnerships plans effectively by using a collective impact framework and group facilitation to support consensus building that effectively translates evidence into practice (36). To address the perinatal health disparities in the Georgia maternal mortality and morbidity rates and strengthen the capacity of the maternal/child health workforce, the coalition uses the collective impact framework for addressing perinatal health disparities. This framework meshes well with a CBPR approach in its goal to engage community partners and identify opportunity gaps to ultimately target future intervention and prevention.




2.2 Program description

This pilot study involves two distinct components: (1) a comprehensive needs and assets assessment identifying opportunities and barriers to delivery, uptake and adherence of preconception counseling with father involvement and (2) a pilot preconception counseling program. The pilot preconception counseling program follows a screening, brief intervention, and referral to treatment (SBIRT) model.


2.2.1 Aim 1: develop theory-informed, evidence-based implementation strategies to address maternal morbidity and mortality

We will conduct a community informed needs and assets assessment with our expanded multi-stakeholder, community-based Perinatal Care Research and Intervention Coalition (PCRIC) to identify opportunities and barriers and develop stakeholder-informed evidence-based solutions for optimal maternal health equity. We will use a socioecological lens to underscore the complex interplay between various levels of the social system as well interactions amongst individuals and their environment within the system. In the needs and assets assessment we will explore women and men’s experiences, integrating their intrapersonal, partner-related, family, community, and socio-cultural contexts to produce one behavioral outcome regarding maternal healthcare-seeking behavior. Mixed-methods data collection approaches will be applied including document review, surveys, and focus groups to better understand MM/SMM health priorities and barriers and facilitators to implementation strategies for preconception counseling and father involvement within our partner communities. This will result in a multifaceted implementation plan that will be developed in concert with our regional coalition.



2.2.2 Aim 2: conduct a community-informed pilot feasibility study to test the multilevel implementation and uptake of evidence-based cardiovascular risk reduction strategies (preconception counseling) for reproductive-aged women, prioritized by the regional coalition needs and assets assessment

We will pilot implementation strategies for the uptake of preconception counseling in women with father involvement using the Reach, Effectiveness, Adoption, Implementation, and Maintenance (RE-AIM) framework (36, 37). We will critically assess the context, identify potential barriers and facilitators, and iteratively adapt the way preconception counseling could be implemented in diverse settings. These findings will support future research implementing scalable and sustainable evidence-based strategies that reduce maternal morbidity and mortality in Georgia and South Carolina’s vulnerable communities. Findings from Aim 1 will be used to adapt the preconception counseling intervention. Additionally, the community identified priorities on the type of evidence-based intervention they want implemented may change. However, our study design to test the implementation strategies in community-based settings will remain the same.




2.3 Partners

The pilot will leverage longstanding relationships with the community. We will expand a regionally based, community-focused, multidisciplinary PCRIC to inform priorities and strategies to implement evidence-based interventions on preventable MM and SMM. The PCRIC consists of women, fatherhood involvement programs (e.g., 24/7 Dad, Strong Fathers, Strong Families Coalition), maternity-serving community providers and health systems, as well as Healthy Start coalitions in Georgia and South Carolina as well as their associated Community Action Network(s) (CAN). CANs are comprised of local and state government representatives, early childhood centers, hospitals, community-based advocacy, workforce development agencies, local business, and behavioral health agencies. The PCRIC will lead an integrated approach to understand biological, behavioral, socio-cultural, and structural determinants contributing to Georgia and South Carolina’s high MM/SMM. This project aligns with the priorities of the Center for Maternal Health Equity (CMHE) at Morehouse School of Medicine (MSM), including its focus on community partnerships, interdisciplinarity, training, and dissemination of evidence-based approaches. The overall goals of the PCRIC are to (1) incorporate strategic community partnerships and participation to study and address health disparities in maternal health; and (2) establish an infrastructure to support the development, implementation, and testing of proposed implementation strategies, with a focus on patient-centered evidence-based prevention. The proposed research builds on the existing infrastructure of the PCRIC and the multidisciplinary investigative team’s expertise with cardiovascular disease, perinatal health, implementation science, community-engaged research, social work, father involvement, and social determinants of health research with Black mothers and fathers.



2.4 Regional advisory board

Building a RAB is essential to ensuring that the research amplifies and reflects the target population needs, in accordance with CBPR tenets (37, 38). Researchers using participatory methods have found community input invaluable in the design and adaptation of user-friendly, applicable, and culturally appropriate tools. RAB members will consist primarily of members from our regional coalition: Black mothers and fathers, community partner organizations, community health centers, and health care providers. RAB members will receive introductory training on CBPR and will guide iterative research instrument development and modification, implementation strategies, and the translation of research results. Members of the RAB will receive a $100 gift card for each month of their participation.

RAB members were asked to commit to 6 bimonthly meetings to address specific advisory needs of the study, such as feedback on the intervention, recruitment strategies, and dissemination and translation of results. RAB meetings are to be jointly led by a research team member via Zoom and last approximately 2 h. Moreover, meetings shall be facilitated using recommended methods for conducting CBPR and community-advisory boards (37).



2.5 Needs and assets assessment

A community-informed needs and assets assessment will be conducted with our RAB to identify opportunities and barriers to delivery, uptake of, and adherence to preconception counseling with father involvement. The CBPR-driven community-informed needs and assets assessment will highlight and uplift the perspectives, preferences, and priorities of the communities of whom interventions are developed with and for (39). This approach uncovers issues of local relevance that can be applied to interventions addressing complex health issues. Assessment through a CBPR process is the cornerstone for collaborative efforts in facilitating community-driven approaches to advance health equity. The needs and assets assessment entails two separate surveys to be completed by 10 CBOs that serve majority Black/African American communities; in addition, to focus groups for community members and healthcare providers. The first survey is a preconception counseling survey, meant to gauge CBO staff background and experience with preconception counseling, if any. The second survey is the Father Friendly Check-Up developed by the National Fatherhood Initiative, meant to gauge the “Father-Friendliness” of the CBOs. The Father Friendly Check-Up contains four “assessment categories”: Leadership Development, Organizational Development, Program Development, and Community Development. The focus groups shall explore Black mothers’ and fathers’ prior experiences and knowledge about preconception health and services, integrating their intrapersonal, partner-related, family, community, and socio-cultural, historical contexts. These discussions will further query the causes and potential solutions to maternal health disparities as well as their recommendations for preconception counseling implementation in their community.


2.5.1 Recruitment and participants

The RAB will be charged with developing a locally, culturally, and contextually appropriate, noncoercive recruitment and enrollment process. The goal is to create an atmosphere of inclusion and a feeling of importance from taking part; addressing common barriers to enrolling racial/ethnic minorities in research; providing education about preconception counseling; and explaining the results of the research. Ten CBOs located in Georgia and South Carolina were purposively recruited to participate in the needs and assets assessment. CBOs that serve at least 50% Black/African American women, serve women of reproductive age (18–44), have established trust and rapport in the community, and have a focus on providing education and services to women at high risk for adverse perinatal outcomes will be sought out. More specifically, to participate in the preconception counseling and father friendliness surveys via, participants have to be employed at one of the 10 CBOs and be able to provide insight into the services provided at their organization. RAB members, the research coordinator and research assistants will promote the survey opportunity by email or by attending CBO meetings/gatherings. Administrators at each CBO will then help to identify 3–4 staff members who will take the surveys. Focus group participants have to be 18 years of age or older, Black/African American, and be currently receiving services at one of the CBOs to participate.



2.5.2 Procedures and deliverables

Surveys will be administered via Qualtrics. To ensure data collection instruments are comprehended by the community we shall employ a readability assessment tool and have community partner sites in addition to the RAB review all documents prior to implementation. Furthermore, informed consent will be obtained from all focus group participants. Stakeholders who participate in focus groups will receive $50 gift cards plus activation fees. Focus groups will be held over Zoom with a facilitator, cofacilitator, and notetaker with expertise and experience in qualitative data collection methods. A structured guide will be used to review and assess existing survey data as well as reports that describe client/patient satisfaction, reach/coverage, cost, and policies that demonstrate the implementation and integration of site practices. A discussion guide will be developed collaboratively by the research team and RAB members to evaluate the implementation factors described in Table 1 below as well as perceived causes and solutions to Black maternal health disparities.



TABLE 1 Implementation outcomes and data collection methods.
[image: Table1]

Focus groups will be recorded, and the audio will be transcribed verbatim. The PIs and research assistants will apply an inductive analysis approach to identify key themes that emerge from the data. This data is to be collated according to each implementation outcome. Quantitative data will be analyzed using descriptive statistics (SPSS/SAS). To analyze the father-friendly checkup data we will calculate a score for each assessment category for each site. Each category has a maximum score, so the proportion of the total score in each category will be calculated by dividing the score in each category by the maximum possible score. Together with the RAB, we will identify implementation strategies and factors to include where there are strengths and gaps for each community in regard to preconception counseling. Additionally, we will identify challenges that Black mothers and fathers experience that require additional resources/services. This will result in a multifaceted implementation plan (40, 41) to be developed in concert with our RAB.




2.6 Pilot study

To evaluate the implementation strategies of preconception counseling, we will conduct a pilot study of the intervention to determine the feasibility and acceptability. The main objective of the pilot project is to refine the implementation of evidence-based preconception counseling with father involvement in community-based settings to improve cardiovascular health outcomes before and during pregnancy in Georgia, South Carolina, & Tennessee. To implement preconception counseling, we will be using SBIRT. SBIRT is an evidence-based, comprehensive, integrated, public health approach to the delivery of early intervention and treatment services for persons with substance use disorders, as well as those who are at risk of developing these disorders. MSM has adapted this model for people who are seeking to get pregnant to assess their risks and provide early intervention to at-risk people of reproductive age who want to get pregnant. Screening will assess the evidenced-based risks of the individual based on ACOG guidelines and community-identified priority components to identify the appropriate level of education and interventions that can make a positive impact on perinatal outcomes when identified prior to pregnancy. Brief Intervention will focus on increasing insight and awareness regarding health behaviors and motivation toward behavioral change. Based on the results of the screening assessment, staff will provide a brief intervention for any topic areas where it was indicated that the participant was at risk for health concerns based on their answers. Referral to Treatment will be provided to those identified as needing more extensive treatment with access to reproductive health services and linkage to a clinician.


2.6.1 Site recruitment and setting

The recruitment and retention of sites will be based on the successful 20-year track record of the MSM Community Physicians Network, PCRIC and RAB. Project sites that agree to participate will: (1) become a member of the PCRIC; (2) agree to participate in the pilot; (3) demonstrate capacity to enroll at least 5 patients from vulnerable groups (i.e., Black/African American, 18–44 years old); (4) agree to deliver the intervention; (5) be responsible for the clinical care of enrolled patients; particularly, any hypertensive emergencies detected in which the site can also link women directly to outside sources of care.

We seek to determine whether a specific intervention such as PC implemented through Federal Healthy Starts which are heavily dosed in changing the social environment to induce positive pregnancy outcomes through PC. The goal will be to reduce hypertensive disorders and cardiovascular disease that are associated with 3 M while also engaging Black fathers. For this purpose, we have specifically selected Healthy Start programs in Georgia. For this purpose, we have specifically selected Healthy Start programs in Georgia and South Carolina as candidates to pilot test this hypothesis based on the following justifications: (a) Healthy Start is a national program funded by Health Resources and Services Administration (HRSA) with a focus on providing education and services to women at high risk for adverse perinatal outcomes before, during, and after pregnancy (42). Healthy Start programs aim to improve maternal and child health with a focus on reducing the disparities associated with poor birth outcomes. Healthy Start programs play an important role in serving patient populations that might not otherwise be reached through traditional health delivery systems. Healthy Start is an ideal vehicle to deliver effective evidence-based interventions focused on modifiable risk factors. The National Healthy Start Association has tremendous reach, serving some of the nation’s poorest and most at-risk families in 101 communities nationwide. (b) Healthy Start programs are required to facilitate evidence-informed practices to promote healthy weight (42) (c) We will be working with Healthy Start sites serving majority Black/African American communities.



2.6.2 Orientation

The two Healthy Start Sites will be required to attend a virtual orientation session. The objectives of the orientation is to (1) inform sites about the importance of Project IMPACT and (2) discuss the goals of Project IMPACT. Orientation sessions will last between 45 to 75 min. All site staff that will be responsible for implementing the intervention are required to attend the orientation.



2.6.3 Participants

Twenty women and men from two Healthy Start sites will be asked to participate. Eligibility criteria for participants included: (1) 18–39 years; (2) self-identify as Black, African American, English speaking, (3) not pregnant at the time of enrollment; and (4) receiving services at the partner site.



2.6.4 Intervention

When participants agree to be participants in the intervention, they will receive two preconception counseling intervention sessions. Delivery of the pre-pregnancy counseling intervention will be facilitated by site staff. During the study visits, a site staff member will complete a screening measure verbally with participant that focuses on preconception cardiovascular and lifestyle factors (see Table 2 below for specific measures). The screening measure will prompt the site staff member to complete a brief intervention for factors that the participant is not meeting the recommended guidelines on.



TABLE 2 Preconception screening tool assessment components.
[image: Table2]



2.6.5 Deliverables


2.6.5.1 Feasibility outcome measures and analysis

Participants in this study will complete two quantitative surveys (baseline and 2-week follow-up) on preconception health factors and behaviors. The primary feasibility outcome measures are recruitment, consent, and retention in the intervention. The secondary outcomes are demographics and social determinants of health (e.g., age, marital status, education, income) and anthropometric measures (maternal height, weight, and blood pressure which will be taken at predefined intervals). We will also explore the social determinant antecedents of poor maternal and paternal preconception health and health care as we will also be interested in understanding how social current social situation influence primary care health-seeking behaviors and practices. The survey instrument will be developed with the RAB and validated by them prior to administration.



2.6.5.2 Implementation evaluation measures and analysis

We will combine qualitative and quantitative data to understand the extent to which the identified interventions could be successfully implemented in other locations. To achieve this, we will collect data on each RE-AIM dimension as proposed by Kessler et al. (43) and Glasgow (44)67. Some data will be collected as part of the pilot of the intervention [e.g., preliminary outcomes (effectiveness)]. Additional data will be collected specifically for the RE-AIM analysis.

To determine intervention Reach, we will assess the number of people who participate in the pilot as a proportion of those who are eligible, compare the characteristics of those who do and do not participate, determine if our intended audience benefited from the proposed intervention, and provide detailed information on reach and recruitment issues. We will screen and collect basic contact information (name, phone number, and e-mail address) from all potential participants approached about the intervention. Those who decline participation in the pilot of the intervention will have their screening information permanently de-identified. Screening information will be used to determine the representativeness of those who agree to participate compared to those who decline. We will develop both a web-based survey and interview protocols with input from the RAB. Quantitative data (N = 15), using the web-based survey, will be gathered from those who decline about their reasons for choosing to not participate. For those who agree, an interview (N = 15) through a phone or Zoom call, will be conducted to determine their perspectives on the proposed intervention, perceived benefits and needs, attitudes/motivation, skills, their behaviors, self-efficacy, and any concerns that might impact their adoption of the intervention.

To evaluate Effectiveness (Preliminary efficacy), in addition to the primary outcome, biological, psychosocial, demographic, and program specific parameters will be assessed as potential mediators and moderators of intervention preliminary efficacy. Adoption, Implementation, and Maintenance will be obtained by engaging with diverse key stakeholders. Key informant interviews (KII; N = 30) will be conducted with providers (N = 5), participants (e.g., Black mothers and fathers) (15), community-based organizations (N = 5) and community health centers (N = 5) to obtain qualitative data across these three RE-AIM dimensions, to determine factors that may enhance organizational adoption and maintenance, and to identify potential adaptations. These stakeholders have been identified because they will either receive the intervention, have ownership of the intervention, host/deliver the intervention, and disseminate or distribute the intervention.

For Adoption, we will also examine how the intervention fits with organizational priorities and existing workflow and adoption hesitancy with staff members. Quantitative assessment of implementation will measure intervention responses where appropriate. We will examine intervention delivery. Questions will examine how the intervention was delivered, managed, or enforced. We will track adaptions or changes to the intervention by the diverse settings (i.e., urban vs. rural; Healthy Start vs. CHC), different staff members (e.g., study nurse vs. community health worker), different states (e.g., Georgia vs. South Carolina), and over time. We will examine costs associated with Implementation of the intervene and their perceptions on return on investment. Maintenance at the organizational level will be determined by conducting interviews with diverse stakeholders (e.g., leaders at the partner sites, administrative staff, HCPs, CBOs). Examination of factors will include alignment and integration of intervention with organizational mission, objectives, and goals; and how was the intervention institutionalized or normalized int. their practice. To evaluate Maintenance at the participant level, patient outcomes will be measured at 6 months. Long-term attrition (%) and differential rates by patient characteristics or intervention condition will also be examined.





2.7 Dissemination plan

The findings from this study will be disseminated via academic and community channels. In academic channels, the results will be presented at conferences and published in peer-reviewed journals. In community channels, the results will be presented to our sites, participants, and RAB members. We work closely with our RAB to ensure our findings are accessible to the communities that we serve.




3 Discussion


3.1 Anticipated benefits

This pilot study, Project IMPACT, aims to address preconception health needs of Black men and women of reproductive age in the Southeastern United States. We expect that this project will improve both preconception health and maternal health outcomes among participants. In addition, this project will inform community-engaged implementation strategies specifically for interventions tailored for vulnerable communities.

This study will provide necessary and sufficient data to inform and develop a large-scale efficacy trial of PC for women and partners for the prevention of maternal morbidity and mortality. This innovative trial will determine the effectiveness of the intervention in reducing the disparities in cardiovascular risks among those of reproductive age, yielding critical data impacting generalizability and likelihood of implementation of results. Ultimately if successful, this project is an important first step toward advancing maternal health equity and improving perinatal cardiovascular outcomes.



3.2 Unique features

Perinatal care providers are usually siloed by medical specialty (i.e., OB/GYNs vs. family practice physicians), by provider discipline (i.e., Doctors of Medicine (MDs) vs. advanced practice providers such as Certified Nurse Midwives (CNMs) or Physician Assistants (PAs)), and by training and certification method (medical providers vs. community-based practitioners like Doulas). Furthermore: (1) geographic barriers to collaboration between rural, peri-urban, and urban providers; (2) limited interaction between community-based organizations, including those who deliver direct services, and advocacy groups with established health systems; (3) relative lack of inclusion of fathers in the reproductive health education and the development and execution of responsive services as well as (3) lapses in multidirectional communication flow between hospital, consultants, and ambulatory care providers all result in a fragmented and highly variable approach to perinatal care. Thus, leading to suboptimal, disparate care and outcomes. This study creates opportunities for increased linkage to affordable perinatal care via preconception counseling that it tailored for and by the community being served.

This research also has several innovative features: first, prioritizing the engagement of women and fathers, with their families to implement a woman-centered and family responsive PCRIC in Georgia and South Carolina, aligned by practice activity (i.e., care of pregnant and postpartum women), not specialty, certification, or local community. Second, utilizing the tenets of community engagement and community-based participatory research (CBPR) to engage diverse stakeholders and providers, who are serving Georgia and South Carolina’s most vulnerable populations, rather than a traditional provider or research led approach. Third, integrating point of care patient reported outcomes and social determinants, to support HIPAA compliant data sharing and dissemination of best practices. Fourth, leveraging the demonstrated community engagement and community-engaged implementation research expertise of the Morehouse School of Medicine (MSM) as highlighted by its contemporary, cutting-edge leadership with the National COVID-19 Resiliency Network (HHS Office of Minority Health) and the Georgia Community Engagement Alliance (CEAL) Against COVID-19 Disparities Initiative (NIH).



3.3 Potential barriers or limitations

The potential challenges to implementation and evaluation of implementation strategies may be affected by the COVID-19 pandemic. The research team and community partners may have to adjust in-person outreach and engagement efforts to virtual and other creative formats (i.e., Zoom). Additionally, we anticipate community partners may grapple with changes in funding and staff turnover because of the pandemic. As such, community partners will be expanded to include other potential PCRIC collaborators. Data collection and analysis of implementation and intervention effectiveness outcomes will account for these challenges.




4 Conclusion

Should the needs and assets assessment as well as the pilot study yield promising results, our community-informed PC intervention will showcase utility in implementing evidence-based cardiovascular risk reduction strategies during PC for Black adults of reproductive age. Given that the pilot will take place in two majority Black/African American communities served by Healthy Start Sites in Georgia, favorable outcomes can support public health policy making PC more readily accessible. Furthermore, this research could facilitate increased usage of CBPR alongside implementation science to address other maternal health inequities; particularly in the Southeast where Black.



Ethics statement

The studies involving humans were approved by Morehouse School of Medicine Institutional Review Board (#1837865-6). The studies were conducted in accordance with the local legislation and institutional requirements. The participants provided their written informed consent to participate in this study.



Author contributions

NH-G: Funding acquisition, Investigation, Methodology, Supervision, Writing – original draft, Writing – review & editing. MH: Writing – original draft, Writing – review & editing. AM: Writing – original draft, Writing – review & editing. LR: Investigation, Writing – original draft, Writing – review & editing, Funding acquisition, Methodology, Supervision. OF: Writing – original draft, Writing – review & editing. LC: Writing – original draft, Writing – review & editing. AH: Writing – original draft, Writing – review & editing. MF: Writing – original draft, Writing – review & editing. RC: Writing – original draft, Writing – review & editing. PB: Writing – original draft, Writing – review & editing. DM-G: Writing – original draft, Writing – review & editing. EH: Writing – original draft, Writing – review & editing. KB: Writing – original draft, Writing – review & editing. AS: Writing – original draft, Writing – review & editing. TW: Writing – original draft, Writing – review & editing. CF: Investigation, Writing – original draft, Writing – review & editing, Funding acquisition, Methodology, Supervision.



Funding

The author(s) declare that financial support was received for the research, authorship, and/or publication of this article. This research was, in part, funded by the National Institutes of Health (NIH) Agreement OT2HL158287. The views and conclusions contained in this document are those of the authors and should not be interpreted as representing the official policies, either expressed or implied, of the NIH.



Acknowledgments

The authors would like to thank our coalition of community partners who make this research possible.



Conflict of interest

The authors declare that the research was conducted in the absence of any commercial or financial relationships that could be construed as a potential conflict of interest.



Publisher’s note

All claims expressed in this article are solely those of the authors and do not necessarily represent those of their affiliated organizations, or those of the publisher, the editors and the reviewers. Any product that may be evaluated in this article, or claim that may be made by its manufacturer, is not guaranteed or endorsed by the publisher.



References

 1. Petersen, EE, Davis, NL, Goodman, D, Cox, S, Mayes, N, Johnston, E , et al. Vital signs:pregnancy-related deaths, United States, 2011–2015, and strategies for prevention, 13 states, 2013–2017. MMWR Morb Mortal Wkly Rep. (2019) 68, 423–429.


 2. Yale Global Health Justice Partnership (2018). When the state fails: Maternal Mortality & Racial Disparities in Georgia. Available at: https://law.yale.edu/yls-today/news/when-state-fails-maternal-mortality-and-racial-disparity-georgia. (Accessed June 08, 2022)


 3. Brantley, M, Callaghan, W, Cornell, A, Cox, S, Davis, N, Foster, S , et al. (2018). Report from nine maternal mortality review committees.


 4. Center for Disease Control and Prevention (2022). Four in 5 pregnancy-related deaths in the U.S. are preventable. Available at: https://www.cdc.gov/media/releases/2022/p0919-pregnancy-related-deaths.html. (Accessed October 24, 2022)


 5. Alio, AP, Kornosky, JL, Mbah, AK, Marty, PJ, and Salihu, HM. The impact of paternal involvement on Feto-infant morbidity among whites, blacks and Hispanics. Matern Child Health J. (2010) 14:735–41. doi: 10.1007/s10995-009-0482-1 

 6. Zaharatos, J, St Pierre, A, Cornell, A, Pasalic, E, and Goodman, D. Building U.S. capacity to review and prevent maternal deaths. J Women's Health (Larchmt). (2018) 27:1–5. doi: 10.1089/jwh.2017.6800 

 7. Muvuka, B, Combs, RM, Ayangeakaa, SD, Ali, NM, Wendel, ML, and Jackson, T. Health literacy in African-American communities: barriers and strategies. Health Literacy Res Pract. (2020) 4:e138–43. doi: 10.3928/24748307-20200617-01 

 8. Ramey, SL, Schafer, P, Declerque, JL, Lanzi, RG, Hobel, C, Shalowitz, M , et al. The preconception stress and resiliency pathways model: a multi-level framework on maternal, paternal, and child health disparities derived by community-based participatory research. Matern Child Health J. (2015) 19:707–19. doi: 10.1007/s10995-014-1581-1 

 9. Prather, C, Fuller, TR, Jeffries, WL, Marshall, KJ, Howell, AV, Belyue-Umole, A , et al. Racism, African American women, and their sexual and reproductive health: a review of historical and contemporary evidence and implications for health equity. Health Equity. (2018) 2:249–59. doi: 10.1089/heq.2017.0045 

 10. Warren, Jacob (n.d). Maternal mortality in Georgia. Available at: https://www.house.ga.gov/Documents/CommitteeDocuments/2019/MaternalMortality/Mercer_University_Rural_Maternal_Health_Presentation.pdf. (Accessed July 21, 2022)


 11. Lindsay, MK, Goodman, D, Csukas, S, Cota, P, Loucks, TL, and Ellis, JE. Partnering of public, academic, and private entities to reestablish maternal mortality review in Georgia. Obstet Gynecol. (2017) 130:636–40. doi: 10.1097/AOG.0000000000002204 

 12. March of Dimes (2020). Nowhere to go: maternity desserts across the U.S. Available at: https://www.marchofdimes.org/sites/default/files/2022-10/2020-Maternity-Care-Report.pdf. (Accessed August 05, 2022)


 13. Authors (2020). South Carolina maternal morbidity and mortality review committee. Legislative Brief.


 14. Perry, BL, Harp, KL, and Oser, CB. Racial and gender discrimination in the stress process: implications for African American Women's health and well-being. Sociol Perspect. (2013) 56:25–48. doi: 10.1525/sop.2012.56.1.25

 15. Oliver, MN, and Muntaner, C. Researching health inequities among African Americans: the imperative to understand social class. Int J Health Serv. (2005) 35:485–98. doi: 10.2190/PPQX-47DY-KW0X-78Y8

 16. Platner, M, Loucks, TL, Lindsay, MK, and Ellis, JE. Pregnancy-associated deaths in rural, nonrural, and metropolitan areas of Georgia. Obstet Gynecol. (2016) 128:113–20. doi: 10.1097/AOG.0000000000001456 

 17. Main, EK, McCain, CL, Morton, CH, Holtby, S, and Lawton, ES. Pregnancy-related mortality in California: causes, characteristics, and improvement opportunities. Obstet Gynecol. (2015) 125:938–47. doi: 10.1097/AOG.0000000000000746 

 18. Lu, MC, Kotelchuck, M, Hogan, V, Jones, L, Wright, K, and Halfon, N. Closing the black-white gap in birth outcomes: a life-course approach. Ethn Dis. (2010) 20:62–76.

 19. Johnson, K, Posner, S, Biermann, J, Cordero, J, Atrash, H, Parker, C , et al. (2006). Recommendations to improve preconception health and health care. Morbidity and Mortality Weekly Report. 55:1–23


 20. Goossens, J, De Roose, M, Van Hecke, A, Goemaes, R, Verhaeghe, S, and Beeckman, D. Barriers and facilitators to the provision of preconception care by healthcare providers: a systematic review. Int J Nurs Stud. (2018) 87:113–30. doi: 10.1016/j.ijnurstu.2018.06.009 

 21. Kotelchuck, M. (2013). Improving the health of women following pregnancy: Inter-conception care.


 22. Tokhi, M, Comrie-Thomson, L, Davis, J, Portela, A, Chersich, M, and Luchters, S. Involving men to improve maternal and newborn health: a systematic review of the effectiveness of interventions. PLoS One. (2018) 13:e0191620. doi: 10.1371/journal.pone.0191620 

 23. Straughen, JK, Caldwell, CH, Young, AA, and Misra, DP. Partner support in a cohort of African American families and its influence on pregnancy outcomes and prenatal health behaviors. BMC Pregnancy Childbirth. (2013) 13:187. doi: 10.1186/1471-2393-13-187


 24. Martin, LT, Mcnamara, MJ, Milot, AS, Halle, T, and Hair, EC. The effects of father involvement during pregnancy on receipt of prenatal care and maternal smoking. Matern Child Health J. (2007) 11:595–602. doi: 10.1007/s10995-007-0209-0

 25. Rahman, T, and Khan, I. (2016). Fathers involvement in maternal health: need of Father’s friendly SRHR consultation services in rural Bangladesh. 253–259.


 26. Tiedje, LB, and Darling-Fisher, C. Promoting father-friendly healthcare. MCN Am J Matern Child Nurs. (2003) 28:350–7. doi: 10.1097/00005721-200311000-00004

 27. National Fatherhood Initiative (2016). Father friendly check-up Washington, DC. Available at: https://www.fatherhood.org/ffcu. (Accessed June, 21. 2022)


 28. Stulberg, DB, Dahlquist, IH, Disterhoft, J, Bello, JK, and Hunter, MS. Increase in contraceptive counseling by primary care clinicians after implementation of one key question® at an Urban Community health center. Matern Child Health J. (2019) 23:996–1002. doi: 10.1007/s10995-019-02754-z 

 29. Bronstein, JM, Felix, HC, Bursac, Z, Stewart, MK, Foushee, HR, and Klapow, J. Providing general and preconception health care to low income women in family planning settings: perception of providers and clients. Matern Child Health J. (2012) 16:346–54. doi: 10.1007/s10995-011-0744-6 

 30. M’Hamdi, HI, Van Voorst, SF, Pinxten, W, Hilhorst, MT, and Steegers, EAP. Barriers in the uptake and delivery of preconception care: exploring the views of care providers. Matern Child Health J. (2017) 21:21–8. doi: 10.1007/s10995-016-2089-7 

 31. Stephenson, J, Patel, D, Barrett, G, Howden, B, Copas, A, Ojukwu, O , et al. How do women prepare for pregnancy? Preconception experiences of women attending antenatal services and views of health professionals. PLoS One. (2014) 9:e103085. doi: 10.1371/journal.pone.0103085 

 32. Fakunle, DO, Thomas Mph, DT, Gonzales, KAM, Vidot, DC, and Johnson, LP. What Anansi did for us: storytelling's value in equitably exploring public health. Health Educ Behav. (2021) 48:352–60. doi: 10.1177/10901981211009741 

 33. Masho, S, Keyser-Marcus, L, Varner, S, Singleton, R, Bradford, J, Chapman, D , et al. Addressing perinatal disparities using community-based participatory research: data into action. J Commun Psychol. (2011) 39:292–302. doi: 10.1002/jcop.20432

 34. Institute of Medicine Committee on Assuring the Health of the Public in the 21st Century
. The future of the Public's health in the 21st century. Washington (DC): National Academies Press (US) (2002).


 35. Kania, J, and Kramer, M. Collective impact. Stanf Soc Innov Rev. (2011) 9:36–41.


 36. Brown, AF, Ma, GX, Miranda, J, Eng, E, Castille, D, Brockie, T , et al. Structural interventions to reduce and eliminate health disparities. Am J Public Health. (2019) 109:S72–8. doi: 10.2105/AJPH.2018.304844 

 37. Israel, B, Eng, E, Schulz, A, and Parker, E. Introduction to methods for CBPR for health. San Francisco: (2013).


 38. Israel, BA, Schulz, AJ, Coombe, CM, Parker, EA, Reyes, AG, Rowe, Z , et al. Community-based participatory research In: S Galea, CK Ettman, and D Vlahov, editors. Urban health. New York: Oxford University Press (2019)


 39. Akintobi, TH, Lockamy, E, Goodin, L, Hernandez, ND, Slocumb, T, Blumenthal, D , et al. Processes and outcomes of a community-based participatory research-driven health needs assessment: a tool for moving health disparity reporting to evidence-based action. Prog Community Health Partnersh. (2018) 12:139–47. doi: 10.1353/cpr.2018.0029 

 40. Klesges, LM, Estabrooks, PA, Dzewaltowski, DA, Bull, SS, and Glasgow, RE. Beginning with the application in mind: designing and planning health behavior change interventions to enhance dissemination. Ann Behav Med. (2005) 29:66–75. doi: 10.1207/s15324796abm2902s_10


 41. Ross, J, Stevenson, F, Dack, C, Pal, K, May, C, Michie, S , et al. Developing an implementation strategy for a digital health intervention: an example in routine healthcare. BMC Health Serv Res. (2018) 18. doi: 10.1186/s12913-018-3615-7


 42. Healthy Start EPIC Center (2021). Inventory of evidence-based practices (EBPs) for healthy start programs. Available at: https://healthystartepic.org/resources/evidence-based-practices/?practice-topic=healthy-weight&perinatal-period=&type. (Accessed May 07, 2022)


 43. Kessler, RS, Purcell, EP, Glasgow, RE, Klesges, LM, Benkeser, RM, and Peek, CJ. What does it mean to "employ" the RE-AIM model? Eval Health Prof. (2013) 36:44–66. doi: 10.1177/0163278712446066 

 44. Glasgow, RE
. What does it mean to be pragmatic? Pragmatic methods, measures, and models to facilitate research translation. Health Educ Behav. (2013) 40:257–65. doi: 10.1177/1090198113486805 

 45. Peters, D, Tran, N, and Adam, T. (2013). Implementation research in health.


 46. Proctor, E, Silmere, H, Raghavan, R, Hovmand, P, Aarons, G, Bunger, A , et al. Outcomes for implementation research: conceptual distinctions, measurement challenges, and research agenda. Admin Pol Ment Health. (2011) 38:65–76. doi: 10.1007/s10488-010-0319-7 

 47. Pearson, N, Naylor, P-J, Ashe, MC, Fernandez, M, Yoong, SL, and Wolfenden, L. Guidance for conducting feasibility and pilot studies for implementation trials. Pilot Feasibility Stud. (2020) 6. doi: 10.1186/s40814-020-00634-w


 48. Peters, D, Tran, N, and Adam, T. Implementation research In: Health: a practical guide (2002)



Copyright
 © 2024 Hernandez-Green, Haiman, McDonald, Rollins, Franklin, Farinu, Clarke, Huebshmann, Fort, Chandler, Brocke, McLaurin-Glass, Harris, Berry, Suarez and Williams. This is an open-access article distributed under the terms of the Creative Commons Attribution License (CC BY). The use, distribution or reproduction in other forums is permitted, provided the original author(s) and the copyright owner(s) are credited and that the original publication in this journal is cited, in accordance with accepted academic practice. No use, distribution or reproduction is permitted which does not comply with these terms.

OPS/xhtml/Nav.xhtml




Contents





		Cover



		A development and implementation of a preconception counseling program for black women and men in the southeastern United States: a pilot protocol



		1 Introduction



		2 Methods



		2.1 Guiding frameworks



		2.1.1 Community-based participatory research



		2.1.2 Collective impact framework









		2.2 Program description



		2.2.1 Aim 1: develop theory-informed, evidence-based implementation strategies to address maternal morbidity and mortality



		2.2.2 Aim 2: conduct a community-informed pilot feasibility study to test the multilevel implementation and uptake of evidence-based cardiovascular risk reduction strategies (preconception counseling) for reproductive-aged women, prioritized by the regional coalition needs and assets assessment









		2.3 Partners



		2.4 Regional advisory board



		2.5 Needs and assets assessment



		2.5.1 Recruitment and participants



		2.5.2 Procedures and deliverables









		2.6 Pilot study



		2.6.1 Site recruitment and setting



		2.6.2 Orientation



		2.6.3 Participants



		2.6.4 Intervention



		2.6.5 Deliverables



		2.6.5.1 Feasibility outcome measures and analysis



		2.6.5.2 Implementation evaluation measures and analysis















		2.7 Dissemination plan









		3 Discussion



		3.1 Anticipated benefits



		3.2 Unique features



		3.3 Potential barriers or limitations









		4 Conclusion



		Ethics statement



		Author contributions



		Funding



		Acknowledgments



		Conflict of interest



		Publisher’s note



		References



















OPS/images/fpubh-12-1416586-t001.jpg
Implementation
outcome

Working definition

Measures

Data collection
methods

Acceptability

Adoption

Appropriateness

Feasibility

Fidelity

Implementation cost

Coverage

Sustainability

‘The perception among stakeholders (e.g.
consumers, providers, managers, policymakers)
that an intervention is agreeable

Th

employ a new intervention

tention,

ial decision, or action to try to

‘The perceived fit or relevance of the intervention in
a particular setting or for a particular target
audience (g, provider or consumer) or issue

‘The extent to which an intervention can be carried

outina particular setting or organization.

‘The degree to which an intervention was
implemented as it was designed in an original

protocol, plan, or police

“The

how the services are delivered in a particular

cremental cost of the delivery strategy (e.g.,

setting). The total cost of implementation would
also include the cost of the intervention itself
‘The degree to which the population that i eligible

to benefit from an intervention receives it.

‘The extent to which an intervention is maintained

or institutionalized in each setting.

Source: (15), Adapted from (16-15).

If mothers, fathers, service providers or support systems
found the implementation components agreeable, for
example in terms of content or delivery

Percent of and type of service providers and clients

(mothers and fathers) who intend to use the intervention

If support systems agree that the implementation

strategies are in line with organizational priorities

If mothers, fathers, service providers and support
systems staff agree that the implementation strategies
can be successfully undertaken

Measures such as content, frequency, duration, and
coverage as prescribed by its designers. Number and
type of adaptations that must be made to
implementation strategies including information on how

and why

Cost to deliver the innovation

“The proportion of support systems staffy’ participation in

the delivery of the implementation strategy

Uptake of implementation strategies by support systems

continued at a specified time(s) post the initial

intervention

Focus groups.

Provider survey

Provider survey focus groups

Focus groups

Focus groups

Document review focus

groups

Document review focus
groups

Focus groups





OPS/images/fpubh-12-1416586-t002.jpg
Health category Assessment tool

Social determinants of health” PRAPARE assessment
Family planning and contraceptive behaviors® A modified version of the reproductive health national training center client-centered
reproductive goals & counseling low chart
General health® A modified version of the
Mental health®* GAD-2 (anxiety)
PHQ-2 (depression)
PC-PTSD-5 (trauma)
Substance use™” Single self-report question about alcohol use
Single self-report question about marijuana use

Single self-report question about other drug use

Diabetes* A modified version of the prediabetes risk test
Genetic history* Single self-report question about knowledge of genetic history
Nutrition®* BERSS fruit and vegetable intake questions

Physical activity™ International physical activity questionnaire, short version

“American College of Obstetrics and Gynecology Recommendation.
"Community recommendation.





OPS/images/cover.jpg
& frontiers | Frontiers in Public Health

A development and
implementation of a
preconception counseling
program for black women and
men in the southeastern
United States: a pilot protocol












OPS/images/crossmark.jpg
(®) Check for updates







OPS/images/logo.jpg
¥ frontiers Frontiers in Public Health






