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What Do Mothers Want during a High-risk
Pregnancy? A Qualitative Study

ABSTRACT

Background: Mothers with High-risk pregnancies (HRPs) face a combination of health risks,
individual factors, and contextual diseases that limit their abilities to address favorable situations and
their desires. This study aimed to explore the desires of these mothers.

Methods: This qualitative content analysis was conducted from July 2018 to December 2020 in the
teaching hospitals of Mashhad and health centers. Data were collected via semi-structured, face-to-
face interviews with 25 outpatient mothers with HR Ps until saturation was reached. Data analysis was
performed using Elo and Kingas approach through MAXQDA software version 10.

Results: The analysis identified four main categories and nine subcategories. (I) fulfillment of
the desire to have children: Childbearing to propagate religion, Childbearing until achieving the
desired family composition, Strengthening the marital bond through childbearing, (II) Maintaining
routine life despite the risk of pregnancy: Maintaining daily activities during a high-risk pregnancy,
Maintaining normal marital relations despite risk factors, (III) More support and interaction of the
healthcare provider: More support for peace of mind, Responsive and friendly healthcare provider, and
(IV) Comprehensive and confidential medical care: Comprehensive medical care without wandering,
confidential medical care.

Conclusion: Childbearing while maintaining marital and daily life was the desire of mothers with
HRPs in Iran. Healthcare providers should offer friendly, holistic support that respects the mothers’
goals to fulfill their desires. Investigating the views of women with HRPs can aid in developing
prenatal interventions that address their holistic care needs.
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INTRODUCTION

High-risk pregnancies (HRPs) elevate the
likelihood of maternal and fetal complications
and mortality, depending on the specific risk
factors involved." According to the international
literature, approximately 10-20% of pregnancies
are high-risk.” Different nations reported varied
rates of maternal and fetal complications
in HRPs.** Prenatal care aimed to reduce
adverse health risks for pregnant women and
their fetuses. HRPs necessitate comprehensive
management of co-occurring illnesses and
complications; hence, mothers with HR Ps often
encounter challenges and require extra care to
realize their goal of having healthy children.’
Mothers with HRPs face a combination
of health risks, individual factors, and
contextual diseases; this limits their ability to
address favorable situations and their desires.
Despite the risks and difficulties of HRPs,
some women decide to become mothers and
use a variety of techniques to improve the
likelihood of a healthy child.® Therefore,
mothers with HRPs usually have a variety of
health desires throughout pregnancy, such as
physical, emotional, social, and educational
needs. Situational and contextual factors
shape people’s understanding of the risks
and high-risk mother choices.” In this regard,
various studies have been conducted in
different countries, and the desires of mothers
with HRPs in pregnancy have been reported
to be very different; some of their desires
are common during all pregnancies. Some
of these desires in qualitative studies include
the need for patient-centered care during
pregnancy that is informative, personalized,
and accommodates their daily lives, spiritual
care by providing respectful maternal care,
and the need for psychosocial professionals
within the perinatal interdisciplinary
healthcare team.®'* In addition, one research
found that women preferred providers who
were proficient in early detection of problems
and fetal and maternal health management."
In the Northern Netherlands, mothers
in vulnerable situations desired control
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over their situation as well as particular,
individualized  information  regarding
treatments.”” Some women experiencing
pregnancy complications to fulfill their needs
during pregnancy actively seek pregnancy
health information from various sources,
including healthcare providers and informal
networks.”” Some women diagnosed with
autoimmune rheumatic diseases used ‘self-
guides’ to prioritize their needs in a dynamic
process, and their experiences of illness and
motherhood identities were intertwined.'

Various studies showed pregnant women
have diverse desires and preferences
influenced by their circumstances and
cultural backgrounds.” ' '* On the other
hand, obstetric professionals often prioritize
the physical aspects of pregnancy care,
focusing on the prevention and treatment
of medical conditions.”* However, studies
show that women with HRPs face major
non-medical problems, such as uncertainty
that is influenced by wvarious personal,
pregnancy-related, = demographic, and
healthcare-related factors.'® Another research
found that pregnant women at risk had
unmet care requirements.'” The diversity of
desires, preferences, and decisional needs in
various studies emphasizes the importance
of an individualized approach to treatment
recommendations during HRP."® Culturally
sensitive, patient-centered care improves
pregnant women'’s well-being, satisfaction,
treatment outcomes, and reduces stress.'” ¥
Holistic prenatal care, encompassing non-
medical factors, improves the quality of
maternal and child healthcare in pregnant
women with chronic disease.?’

Most published studies reflected the desires
of mothers with HRPs in specific situations
and challenges. However, the mother’s desires
regarding various types of HRPs, the study that
includes all types of HRPs, including maternal
age, types of diseases, etc., and examines the
mother’s desires, has not been conducted. Also,
previous research in different cultural and
socioeconomic contexts showed diversity in
the desires of mothers who experienced HRPs.
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This suggests that culturally sensitive,
individualized approaches are necessary to
evaluate diverse maternal needs and desires
in each specific context during HRP. Existing
antenatal care guidelines do not specifically
address the desires of high-risk pregnant
women. On the other hand, the World
Health Organization (WHO) advised that
every pregnant woman and newborn should
receive quality care.?’ Also, the mother’s
compliance with pregnancy care guidelines
is contingent upon her cooperation, and the
mother’s behavior is significantly influenced
by her desires rather than by her perception
of risk.* Therefore, this qualitative study
aimed to explore Iranian mothers’ desires
in HRPs.

MATERIALS AND METHODS

This is a qualitative study conducted using
the conventional content analysis method at
Mashhad University of Medical Sciences. Data
collection continued from July 2018 to December
2020. A total of 25 participants who had met the
entry criteria were selected using a purposive
sampling technique. Written informed consent
was obtained from all participants. Iranian
women, HRPs or those with decisions to repeat
a HRP, in accordance with the definition of a
HRP (HRP means having at least one of the
conditions, including Gravidity>4 or being
under 18 or over 35, or having a disease), and
the absence of fetal abnormalities were among
the inclusion criteria of the study. Additionally,
the participants had to be able to communicate
in Persian and understand it and be able
to articulate their experiences. Exclusion
criteria were unwillingness to continue with
interviews, fetal abnormality diagnosis, and
hospitalization. First, the researcher briefed the
objectives to mothers with HRPs, and if consent
for participation was obtained, the interview
began with the corresponding author, a Ph.D.
in Reproductive Health. The interviews were
conducted in a secluded chamber at the hospital
outpatient clinic or health center. Participants
were interviewed in a semi-structured format

for 30—60 minutes. After data saturation
and the absence of new information in the
interview, sampling was terminated. The
interview started with an open question (What
did you know about pregnancy before you got
pregnant; What did you think), and then the
interview with targeted questions (such as How
would you demand your pregnancy to proceed?
What were any unmet desires in your prenatal
care? What do you want from the care provider?
What do you want from your pregnancy?).
Probing questions were used to extract detailed
information.

Data analysis was concurrently conducted
with data collection using the conventional
content analysis method outlined by Elo and
Kyngis, using MA XQDA software version 10.
The analysis involved three phases:
preparation, organization, and reporting. In
the preparation phase, the authors, under the
supervision of a clinical psychology PhD
(third author), transcribed all interviews
verbatim and repeatedly studied the text for an
in-depth understanding of data. In the case of
need to further exploration of the participants’
experiences, follow-up interviews were
conducted to clarify ambiguities.

The organization stage involved selecting
meaning units and codes, compressing similar
codes, creating subcategories, and abstracting
to form the main categories. The final list of
categories was collaboratively developed by
the research team. The last stage entailed
reporting the extracted final categories.

Lincoln and Guba’s strategy was evaluated
for data trustworthiness, based on the
four criteria of credibility, dependability,
transferability, and confirmability.** The
researcher maintained a consistent and
continuous engagement with the data to
guarantee its credibility. Also, to validate
the findings, we shared the coded texts
with participants for member checking.
Dependability was ensured by evaluating
accurate data coding and documenting all
methodological decisions; also, to express
transferability, the study fully provided
comprehensive information on demographic
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characteristics, interview techniques, data
collection methods, researcher observations,
and the data analysis process. To ensure
confirmability, two independent observers
experienced in qualitative studies and
reproductive health evaluated and approved
all the study phases, including data collection
and analysis.

This research was approved by the
Ethics Committee of Mashhad University of
Medical Sciences in Iran (code: IR.MUMS.
REC.1396.276.) Patient participation in this
study was entirely voluntary. The purpose
of the investigation was clearly explained
to patients before their participation. All
participants provided written informed
consent for the recording of interviews
and their participation. The participants
were guaranteed complete confidentiality,
anonymity, and the right to withdraw from the
study at any time without any repercussions
for their care.

High school diploma

Table 1: Demographic characteristics of the participants (N=25)

Housewife

Mothers’ wants during high-risk pregnancy

RESULTS

A total of 25 mothers with HRP, aged 17
to 41 years, participated in the study. The
demographic characteristics of the participants
are listed in Table 1. Through data analysis,
97 initial codes were identified. These codes
were classified into 9 sub-categories and four
categories, as shown in Table 2.

1. Fulfillment of the Desire to Have Children

One of the desires of mothers with HRPs
was having children due to various reasons,
and they got pregnant to fulfill it.

La. Childbearing to Propagate Religion
Some mothers, who believed the risk
assessed was low, became pregnant in terms
of their religious beliefs and a desire to
propagate their religion. One participant said:
“When I, as a Muslim, can still have a
child and raise it and spread my religion.....

Age<I8 years

3 35 BSc*

Midwife 4

Age>35 years

5 39 MScP

BSc

Midwife 3

Self-employed 3

Diabetes

Age>35 years

9 28 BSc

Self-employed 3

Diabetes

11 40 PhD¢

Teacher

Multiple sclerosis

High school diploma

Housewife 4

Recurrent Stillbirth

15 High school diploma

Housewife 1

Heart disease

17 36 BSc

Primary school certificate Housewife

39 Primary school certificate Housewife

Housewife 5

Recurrent abortion
Age<l18 years

Age>35 years,

23 28 High school diploma

Self-employed 3

Recurrent abortion

25 36 High school diploma

Self-employed 4

Cesarean section>3

“BSc: Bachelor of Science; "MSc: Master of Science; PhD: Doctor of Philosophy
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Table 2: The subcategories and categories generated from the data

Subcategories

Categories

Childbearing to propagate religion

Fulfillment of the desire to have children

Childbearing until achieving the desired family composition

Strengthen the marital bond through childbearing

Maintaining daily activities during a high-risk pregnancy
Maintaining normal marital relations despite risk factors

More support for peace of mind

Responsive and friendly healthcare provider
Comprehensive medical care without wandering
Confidential medical care

Maintaining routine life despite the risk of
pregnancy

More support and interaction of the
healthcare provider

Comprehensive and confidential medical
care

Sfulfill my faith duty ...... so why not?”” (PI).

1.b. Childbearing Until Achieving the Desired
Family Composition

Many mothers with chronic illnesses,
and the risk assessed as high, desired a more
children or a specific sex. One participant
with heart disease said:

“I must have a healthy child, and now, due
to my husband’s desire for a boy, I'm pregnant,
hoping for a healthy baby, preferably a boy.”
(P2).

Lc. Strengthening the Marital Bond through
Childbearing

Some mothers with chronic diseases felt
that the additional costs and limitations of
their illness affected marital life, and so,
having a child would enhance the continuity
of their marital lives.

This is supported by the following quotes:

“If  were an infertile woman, my mother-
in-law might say something unpleasant, my
husband might behave badly, or divorce me;
having children is necessary to sustain a life.”
(P13).

According to certain mothers, pregnancy
is feasible regardless of the circumstances, as
it is considered essential for the continuation
of life.

“My husband and I wanted a child, and
we decided to have a child, understanding its
importance in our lives. Now, for saving my
marital life and my husband’s wishes, I can
undergo screening, rest, and be hospitalized.”
(P5).

2. Maintaining Routine Life Despite the Risk of
Pregnancy

The other desire of mothers with HRPs
was maintaining their routine life despite the
risks.

2.a. Maintaining Daily Activities during a High-
risk Pregnancy

Because high-risk pregnancies necessitate
frequent prenatal visits, most mothers desired
a care plan that accommodated their other
maternal and spousal responsibilities. A
participant said:

“l used to do some daily chores for myself,
my child, and my wife. I want to continue
providing care in a way that doesn’t change
my daily routine, just as I did before.”(P14).

2.b. Maintaining Normal Marital Relations
Despite Risk Factors

Most women preferred that prenatal care
be scheduled in a way that does not disrupt
their marital relationship. One participant
told:

“I want everything to be the same as before
I became pregnant, the normal routine of
my marital life should not change, at home
and with my husband, . Medications or care
should not affect my marital relationship.”
(Pl11).

3. More Support and Interaction from the
Healthcare Provider

Most mothers wanted more interaction with
their healthcare team to address pregnancy
complications and expected the team to be
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more proactive and supportive throughout
their pregnancy.

3.a. More Support for Peace of Mind

Many mothers desired their healthcare
provider to be available and support them
when facing problems. One participant said:

“Idon’t want things to get worse. Treatment
personnel should support and understand me.
I need them .......... 1 just need his presence
when I'm short of breath.” (P4).

Another participant said:

“During this pregnancy, I am very
anxious. I would like the doctors to follow
all recommendations and all necessary tests
during each visit, listen carefully to my
concerns to ensure everything is alright, so
that I can rest assured.” (P11).

3.b. Responsive and Friendly Healthcare
Provider

The majority of mothers with HRPs are
in specialized centers, which necessitates
extensive care at each prenatal visit, and these
centers are overcrowded. Consequently, all
mothers expected the healthcare providers to
show responsive and pleasant behaviors to
provide more effective care. This is supported
by the following quotes:

“lI want my caregiver to answer my
questions, such as where to get tested and
what to do if something goes wrong. They
should answer my questions clearly and in
a friendly manner, patiently taking the time
to answer all my pregnancy questions.” (P6).

4. Comprehensive and Confidential Medical
Care

The majority of mothers required frequent
appointments, additional tests, and referrals
for specialized treatments. They demanded
comprehensive care at every visit, and
confidentiality of test results and pregnancy
decisions was a desire of all mothers.

4.a. Comprehensive Medical Care without

Wandering
Most mothers desired comprehensive
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examinations and the requisite guidance at
each appointment to reduce the number of
unnecessary appointments and meandering.
One participant said:

“Every time I come for care, I like to get
all tests and care done in one place, at once,
each visit, so I don’t have to go back and forth.
Sometimes, I had blood tests once, and again
1 had an ultrasound once. Sometimes, I'm not
sure where to go or what to do.” (P22).

4.b. Confidential Medical Care

Some mothers sought confidential prenatal
care. They hid their illnesses from relatives to
avoid the stigma of illness. This is supported
by the following quotes:

“No one knows that I have a disease and
take medicine....  want, every time I come in
for care, my care to be done in such a way
that no one sees me in the hospital and does
not know about my disease.” (P2).

DiscuUusSION

This study aimed to investigate the desires
of pregnant women with HRPs. The results
showed that these mothers wanted to achieve
their goal of having children. Therefore, while
maintaining their daily and marital routines, they
sought increased support and interaction from
healthcare providers, as well as comprehensive
and confidential care.

The first category, mothers with HRPs,
desired childbearing despite inherent risks for
personal or marital reasons. Research on the
presence of disease and pregnancy in various
countries is consistent with the findings of
current studies. A narrative study found that
women with heart disease were eager to have
children, actively sought information about
childbearing options, and acted selectively.”
Another study showed that young women
with early-stage breast cancer prioritized
having children and remained steadfast
in their desire to do so, even in the face of
significant risks.”® A study in Iran showed
that childbearing tendencies were similar
in the women with low-risk and high-risk
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pregnancy histories.”” Korean women with
systemic lupus erythematosus chose not to
have children due to concerns related to the
disease, significantly influencing their family
size and childbearing decisions.”® Although
the health community has stressed safety, the
social construction of parenting has developed
to reflect women’s changing lifestyles. The
process of having children is dynamic and is
linked to the societal perception of women
and the decision to become a mother.”” In
Iran and some other similar cultures, having
children is an important family function, and
mothers are often strongly committed to this
role. Therefore, despite the risk, the mothers
accepted the risk and were determined to have
children.

The second category is related to mothers’
desire to maintain their routine life with their
usual responsibilities, similar to a normal
pregnancy. Mothers perform many roles,
including motherhood, wives, and housework,
and want prenatal care that doesn’t interfere
with their responsibilities. The findings of
one study indicate that women with high-
risk pregnancies face challenges in fulfilling
maternal roles and maintaining family
functioning.’® Another research found that
home care for high-risk women improved
family life by preserving regular routines and
avoiding hospital visits and their consequences
because hospitalized mothers reported greater
worry, boredom, and a loss of privacy as a
result of restricted family interaction.’
Previous studies showed that restrictions
on mothers’ activities and responsibilities,
social interactions, and confusion in marital
relations caused feelings of weakness in their
well-being, and health during a high-risk
pregnancy.*’ Thus, they need help to maintain
their responsibilities.

The third category of mothers’ desires in
HRPs includes more support and interaction
with the treatment staff. High-risk mothers
have unique needs compared to other pregnant
individuals. Improving caregiver interactions
and tailoring them to the needs of mothers
were important desires for mothers. In the

same line with our findings, many mothers in
one study reported insufficient support from
healthcare personnel.** Other studies revealed
gaps in their perception and ability to apply
information, according to their needs and
personal health status, about oral health during
prenatal care.’* One research highlights that
many women find ituncomfortable to discuss
their illness in terms of feelings of shame,
may not even know how to talk about such
issues, and may require more professional
interaction.”” Antenatal visits for women
should facilitate communication, address
concerns, and discuss mental and physical
health.*® Factors affecting the relationship
between healthcare workers and mothers are
varied. One study found that pregnant women
with HRPs had positive views on high levels
of patient participation in their prenatal care.
They appreciated receiving clear, realistic,
and informative advice from doctors while
also having their choices respected.’’ In
Iran, maternal healthcare follows national
guidelines. Women with HRPs need more
frequent visits to medical centers and a longer
time commitment. Due to the high number
of clients in specialized centers, healthcare
providers face time constraints and staff
shortages. Additionally, insurance coverage in
the nation is often lacking, and official support
services for mothers are minimal.*®

The findings in the fourth category showed
that high-risk mothers aimed to navigate their
pregnancies without wandering. Confidential
and comprehensive care was their desire. They
wanted to complete all treatment procedures
at each visit to reduce the number of visits and
receive necessary advice and guidance so that
they do not wander. Women with HRPs need
many types of treatment, including lab tests,
imaging, prescriptions, and more frequent
referrals. The care of these women requires a
multidisciplinary approach. One study found
that pregnant women defined comprehensive
prenatal care as a combination of attention,
dialogue, trust, and technical procedures.*
One study suggested that healthcare
professionals treating pregnant women
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should listen attentively and therapeutically,
offering support and building confidence
throughout this life stage.*” This finding aligns
with our results. Healthcare professionals
should provide individualized and holistic
care for women with HRPs.*' Mothers
desired access to comprehensive centers
although a limited number of centralized and
comprehensive healthcare facilities exist in
Iran. Also, most women desired their personal
information and illness to remain confidential
during pregnancy even though healthcare
professionals are ethically obliged to protect
patient confidentiality. Every woman with
HRP should be considered a singular and
multidimensional being with comprehensive
and continuous care, considering the
complexity of local, regional, and global
reality.*” In Iranian society, women may be
concerned about illness and social stigma that
could obstruct their fertility desires. Therefore,
it is important to maintain the mother’s privacy
when providing care related to pregnancy.

In this study, there were some limitations;
we did not conduct interviews with healthcare
providers and obstetricians engaged with
pregnant women with HRPs and their families,
which may restrict a deeper understanding of
their perspectives and experiences. Another
limitation is interviewing outpatient mothers
in the category of high-risk pregnancy;
inpatient mothers’ needs may differ from
those of other mothers with HRPs, which
may hinder a deeper understanding of their
perspectives. Future studies should include
both hospitalized and outpatient pregnant
women to better understand the differences
in their needs and desires. The strengths of
this study are that it examines the desires of
Iranian pregnant women with HRPs, a topic
previously under-researched.

CONCLUSION
Iranian mothers with HRPs desired to balance
childbearing with their marital and daily lives.

They requested a greater amount of interaction
with medical professionals for comprehensive,
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hassle-free medical care. They want responsive
and friendly support from a healthcare provider
who attempt to fulfill the mothers’ desires.
Consequently, further studies are recommended
to explore how women’s views on HRPs can be
understood and incorporated into holistic prenatal
care through individual and collective actions.
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