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Original Article
Care Providers’ Perspectives on Quality 
Prenatal Care in High-risk Pregnancies:  

A Qualitative Study

Abstract
Background: A high-risk pregnancy (HRP) is adversely affects the health of the mother, baby, or both. 
Most prenatal care research, rather than quality concepts, focuses on the adequacy of prenatal care 
and describes the emotional-psychological experiences of women with HRP. The main purpose of this 
study was to explore the perspectives of healthcare professionals regarding the quality of prenatal care 
for women with HRP.
Methods: This qualitative study was conducted in three university hospitals and 12 comprehensive 
health centers in Ahvaz (Iran) from December 2020 to May 2021. In the present study, 10 midwives, 
2 executive directors, and 7 specialists were purposefully selected with maximum diversity. In-depth 
semi-structured individual interviews were used to collect the data. Data were analyzed concurrently 
using Elo and Kinga’s content analysis. The MAXQDA software version 10 was used for data analysis.
Results: During data analysis, the 6 main categories “infrastructure for care provision”, “optimal 
clinical care”, “organizing referrals”, “preconception care”, “risk assessment”, and “family-centered 
care” and 14 subcategories were identified. 
Conclusion: Our findings showed that professional groups focused on the technical aspects of caring. 
The findings from this study highlight several conditions that can affect the quality of prenatal care 
for women with HRP. Healthcare providers can use these factors to effectively manage HRPs, thereby 
improving pregnancy outcomes among women with HRPs.
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Introduction

Prenatal care can improve the health of women 
and their babies and improve pregnancy 
outcomes by preventing adverse outcomes such 
as maternal mortality, underweight, and infant 
mortality, as well as preparing the parents for 
birth and parenting.1 However, evidence shows 
that high healthcare coverage alone is not 
enough to eliminate the preventable causes of 
maternal and infant death.2 Therefore, increased 
coverage should be accompanied by improved 
quality.3 Achieving quality in pregnancy and 
childbirth care is one of the most challenging 
development goals of the fifth millennium.4

 Quality of care is the degree of health 
care provided to individuals and communities 
that increases the likelihood of desired health 
outcomes and is consistent with current 
professional knowledge.5 The mortality rate 
of mothers and infants is considered one of 
the indicators ofthe  quality of health care.6 
The average mortality rate due to pregnancy 
complications in developing and developed 
countries is 200 and 20 per thousand live 
births, respectively.7 Growing evidence shows 
significant differences between maternal and 
infant mortality in developed and developing 
countries due to the differences in the quality 
of health care.7 By improving the quality of 
care, about 90% of deaths can be prevented.8 
According to the World Health Organization 
(WHO), 50% of all prenatal maternal mortality 
is related to high-risk pregnancies (HRP).9

Pregnancy is considered high-risk 
whenever the probability of adverse outcomes 
for the mother or baby is higher than that for 
the population of normal pregnant women 
in the presence of one or more proven risk 
factor.10 The prevalence of HRP in Iran 
and other countries is 25.6-75.6%. HRP is 
associated with many different problems. For 
instance, it can cause physical and emotional 
tensions, anxiety, and depression. Meeting 
the healthcare needs of high-risk pregnancies 
is now one of the top priorities of the World 
Health Organization (WHO).9

Regarding the importance of prenatal care 

in HRP, emerging evidence indicates that 
improved pregnancy cares, including lifestyle 
interventions, psychosocial interventions, 
group prenatal care, and received health 
promotion content, have been effective in 
eliminating the risk factors and improving 
pregnancy outcomes.11 Of course, context 
is often an important factor in the success 
- or failure - of interventions which aim at 
quality improvement. Context influences the 
setting of priorities and goals appropriate for 
improvement interventions and  determination 
of obstacles and facilitators of the 
implementation process.12 Regional research 
will optimize corrective interventions through 
the development and adaptation of appropriate 
interventions based on evidence and context-
sensitive implementation processes.13

A full understanding of the conditions 
affecting the quality of health services is the 
sine qua non to improve quality. Discovering 
the dimensions of “quality of care” for health 
care providers is a tool to ensure that their 
views are prioritized when developing quality 
improvement interventions in HRP care. 
Since qualitative studies on HRP in Iran have 
provided knowledge and life experience of 
women with HRP,14, 15 extensive information 
is not available on the conditions affecting the 
quality of prenatal care for women with HRP. 
The question that arises is that, according to 
the existing study gap, what the perception 
of healthcare professionals is about the 
dimensions of the quality of prenatal care. 
As qualitative approaches provide a rich 
and deep description of the participants’ 
experiences and their context, the qualitative 
content analysis method was used to explore 
the conditions affecting the quality of prenatal 
care for women with HRP.  The objective of 
the present qualitative study was to explore 
the perspectives of healthcare professionals 
regarding the quality of prenatal care for 
women with HRP.

Methods

This qualitative study, using the conventional 
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content analysis method, was conducted from 
December 2020 to May 2021 in Ahvaz (Iran). 
Participants were selected from 3 university 
hospitals affiliated with Ahvaz University of 
Medical Sciences (Imam Khomeini, Razi, and 
Siena Hospital) and 12 comprehensive health 
centers of Ahvaz (Iran). Participants included 10 
professional midwives, 2 hospital and provincial 
executive managers, and 7 specialists (3 
obstetricians, 4 faculty members of reproductive 
health department).  Purposeful sampling 
was performed with maximum diversity in 
participants in terms of job, work experience, 
and level of education. Inclusion criterion for 
the care provider and professionals was at least 
3 and 10 years of work experience, respectively.

Data were collected from in-depth 
semi-structured interviews using open-
ended questions. Each interview was 
conducted individually and face-to-face 
in spaces convenient to the participants in 
comprehensive health centers, perinatology 
wards, clinics, and offices. The interviews 
were conducted by the first author (SM). 
Demographic information was collected 
from the participants through a self-report 
before the interview. An interview guide 
was provided. To maximize the relevance 
of the study findings to the needs of clinical 
and community programs, we started the 
interviews with the following question: “In 
your opinion, what is quality prenatal care?”. 
Other questions are as follow:

1. What are the limitations or restrictions 
on providing quality services?

2. Discuss the conditions affecting the 
enablers of the quality of services provided 
to women with HRPs?

Then, several questions were asked about 
clinical care processes and interpersonal 
relationships used to assist with quality care. 
Then, based on their answers, the participants 
were asked to elaborate on their answers in 
more detail using other exploratory questions. 
Each interview lasted between 45-60 minutes 
and continued until data saturation. Saturation 
occurs when redundancy is reached in data 
analysis and signals that the researchers can 

cease data collection. The proliferation of 
common concepts in data analysis showed 
that the collection of new and duplicate 
information had stopped, i.e., saturation 
had been reached, which was achieved after 
interviewing 16 participants. However, three 
more interviews were conducted to ensure 
that saturation was reached; they produced 
no new data. All conversations were recorded 
with the permission of the participants. A 
debriefing was held at the end of each day 
to reflect upon the interviews conducted 
and accordingly improve the subsequent 
interviews.

MAXQDA (v. 10, VERBI Software 
GmbH, Berlin) was used for data analysis 
management. Data analysis was performed 
using  the conventional content analysis 
method, guided by Elo and Kinga in three 
stages.16 The analysis was performed 
simultaneously with data collection. First, in 
the preparation stage, the recorded interviews 
were transcribed verbatim, and each interview 
was read several times to identify the units 
of meaning. In the organizing stage, using 
open coding techniques, a semantic code was 
assigned to each meaning unit of the text. 
Afterward, through comparative analysis, 
similar codes were assigned to the data with 
common features. This process was a joint 
effort by all the research team members and 
the final list of categories was formulated 
after internal discussions and multiple joint 
meetings; then,  any discrepancies in the 
findings were resolved. 

To achieve trustworthiness in the data, 
we considered the criteria proposed by 
Lincoln and Guba including credibility, 
dependability, confirmability, transferability, 
and authenticity.17 The credibility criterion was 
achieved by selecting eligible data sources, 
selecting the participants with a maximum 
variation, using various methods of data 
collection (interviews and field notes), reading 
the original transcripts frequently, and long 
interactions with the data. The dependability 
and confirmability of the data were confirmed 
via auditing the interviews and analysis 
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process by some qualitative research experts. 
To improve the level of transferability, we 
adequately described information about the 
participants and context. Furthermore, to 
achieve the authenticity of the research, we 
made an attempt to reflect the participants’ 
voice by fully describing the details and 
using the their expressions based on careful 
analysis.

This study was performed after obtaining 
approval from the Ethics Committee of 
Shahroud University of Medical Sciences 
(Ref. ID: IR.SHMU.REC.1399.123). After 
the statement of the objectives of the study, 
informed written consent was obtained 
from the participants for the interview. They 
were informed that their participation in the 
research was optional and that they had the 
right to withdraw from the study at any stage.

Results

Results were obtained from 19 interviews. Table 1  
shows the demographic characteristics of the 
interviewees.

Data analysis led to the extraction of 6 main 
categories and 14 subcategories (Table 2).

1. Infrastructure for Care Provision 
Infrastructure included manpower, 

medical facilities, and physical care space, 
the provision of which was recognized by 
all participants as effective in improving the 
quality of care.

1.a. Human Resources 
Findings from the participants’ experiences 

indicate the complexity of the issue of 
insufficient number of the staff, which includes 
not only midwives but all occupations. 
Although midwives work together and have 
the most contact with each other on the 
patient’s treatment and care team, their work 
is strongly influenced by other members of the 
care team. The  active presence of physicians 
in comprehensive health centers and physician 
supply in some special fields will facilitate the 
performance of diagnostic and therapeutic 
services for patients and improve their care. 
In this regard, a participant said: “In addition 

Table 1: Participants’ characteristics
NO. Age

(Year)
Position Educational degree Clinical 

experience
(Year)

P1* 42 Obstetricians Maternal and Fetal Medicine Fellowship 17
P2 46 Obstetricians Maternal and Fetal Medicine Fellowship 14
P3 54 Obstetricians  MD** 26
P4 52 Faculty member Ph.D.*** 28
P5 48 Faculty member Ph.D. 22
P6 46 Faculty member Ph.D. 18
P7 45 Faculty member Ph.D. 16
P8 36 Hospital executive managers Master’s degree 13
P9 36 Provincial executive managers MD/ Ph.D 11
P10 42 Midwife /Head of maternity Master’s degree 14
P11 39 Midwife /Head of maternity Bachelor 17
P12 50 Midwife of the maternity department Master’s degree 22
P13 53 Midwife/ Head of perinatology 

department
Bachelor 29

P14 38 Midwife of the perinatology 
department

Bachelor 14

P15 35 Health center midwife Bachelor 10
P16 41 Health center midwife Bachelor 17
P17 39 Health center midwife Bachelor 14
P18 53 Private midwife Master’s degree 27
P19 49 Midwifery supervisor Bachelor 24
*Participant, ** Medical Doctor, ***Doctor of Philosophy
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to the disproportionate number of staff with 
patients, we do not have a hematologist or 
a neurosurgeon in this hospital (level 3), so 
consultations are either done on phone, or 
the pregnant woman has to be transported 
by an ambulance to another hospital, and 
the arrangements for doing this are time-
consuming.” (P 13)

Participant 15 stated that:  “We have a 
shortage of doctors and their working hours 
in health centers. If a doctor is on duty from 
the beginning to the end of a working shift, 
this will have a great impact on care.” (P 15)

1.b. Medical Equipment 
The participants’ statements indicate that 

the lack of medical facilities and equipment is 
an important factor in the way the staff work. 
Lack of resources leads to their efforts and 
pursuit to achieve facilities that can meet the 
care needs of clients. This will lead to a waste 
of time and not having enough time to provide 
proper care to the client. In this regard, several 
participants said:

“Right now, we are facing a shortage of 
blood and most blood factors in this city. Well, 
how can a specialist like me manage a case 
of placenta accrete here?” (P1)

“... It is necessary to establish a specialized 
laboratory in the hospital, so that patients are 
not sent out of the hospital.” (P 8)

“It is necessary to have a fetal 

echocardiography machine in this hospital. 
We have to transfer patients between 
hospitals.” (P 14)

“The triage room of this hospital (level 3) 
needs medical devices such as pulse oximeters, 
DC shocks, etc. to cover all patients, which 
we do not have at the moment.” (P 2)

“We are facing a shortage of ambulances 
for the rapid transfer of patients to other 
levels of treatment.” (P 9)

1.c. Physical Environment
Participants cited limitations in the physical 

space available to provide patient care as an 
important barrier to providing quality care. 
According to them, protecting the privacy 
of the patient and performing specialized 
counseling measures require a suitable 
physical space, which, despite the progress 
made in the structure of health centers, due 
to lack of attention to the space required to 
provide patient care, this problem  still exists. 
Several participants stated:

“Due to the lack of physical space, the 
patient’s privacy is not observed, which 
causes some mothers not to talk about issues 
such their mental health problems or domestic 
violence.” (P16)

“Our center does not have a good space 
to provide care, the rooms are small, and 
the building is old, which in itself affects our 
clients.” (P15)

Table 2: Main categories and sub-categories extracted from the interview Risk Assessment, Providing family-
centered care
Subcategories Categories
Human resources Infrastructure for care provision
Medical equipment
Physical environment
Continuous care Optimality of clinical care
Accurate assessment
Unnecessary references Organizing referrals
Delay in referral
Failure to provide feedback
Pre-pregnancy counseling in high-risk groups Perform preconception care
Increasing coverage of pre-conception care
Early identification of infants at risk Risk Assessment
Early identification of mothers at risk
Care at home with the participation of families Providing family-centered care
Teaching home care to the family/ Husband
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“We do not have the physical space to 
perform triage on mothers.” (P11)

Inequality in the spatial-regional 
distribution of clinics deprives people of 
access to these services. A participant said:

“In this (marginal) district (of the city), 
we do not have a clinic. We sent a lot of 
correspondence explaining that considering 
the population living in this district, which is 
not a small one, a clinic should be established 
so that access to services is made easier.” (P17)

2. Optimality of Clinical Care
According to the participant’s continuous 

care, triage, simultaneous attention to the 
condition of the mother and fetus in the care 
process, and proper implementation of safe 
discharge protocols are necessary to provide 
optimal and quality clinical care.

2.a. Continuous Care
According to care providers in our study, 

continuous care affects the quality of care 
raising the awareness of the care provider. 
Two participants stated:

“We would have a better understanding 
of the mother’s condition if we could provide 
continuous care from the beginning of 
pregnancy.” (P12)

“When a mother receives continuous care 
from a provider during hospitalization, she 
will feel valued, and effective communication 
will be possible.” (P5)

2.b. Accurate Assessment
Conducting medical consultations at  

bedside, paying simultaneous attention to 
the condition of the mother and  fetus, and 
conducting bedside rounds were mentioned 
by the participants of this study as the factors 
influencing the improvement of the quality 
of care.

A participant said: “Many consultations 
are done on phone, but to achieve a correct 
diagnosis, consultations must be done at the 
bedside.” (P 19)

Also, another participant said: 
“Conducting grand rounds and benefiting 

from the presence of multiple specialists at 
the bedside to help reach a consensus on the 
diagnosis and treatment of high-risk cases 
will lead to faster patient care and more 
effective treatment.” (P 3)

Implementation of patient leveling in the 
triage and maternity is one of the effective 
components of improving the quality of care. 
In this regard, participant 10 said: “Patients’ 
triage is practically not performed in the 
midwifery emergency room. If this is 
done correctly, the patient will be treated 
more accurately, and decisions about the 
patient’s care will be made sooner.” (P10)

Experts and care providers believe that the 
accurate implementation of the protocols of 
safe discharge and paying attention to self-
care after discharge both complement efficient 
care. Participant 4 stated:

“No sufficient time is devoted by the 
medical staff of the ward to talk to patients, 
answer their family’s questions, and resolve 
ambiguities about the necessary care at 
home.” (P 4)

Another participant said: “The medical 
staff’s evaluation of the mother and her family 
in terms of their readiness and ability to perform 
post-discharge and home care is necessary, 
However, this is not considered.” (P 18)

3. Organizing Referrals
The participants also pointed out the 

importance of properly organizing and 
managing the referral process to improve 
the quality of prenatal care for women with 
HRPs.

3.a. Unnecessary References 
Due to the lack of facilities and equipment 

in the cities and the lack of skillful doctor, 
unnecessary referrals of mothers have caused 
a high workload in the referral hospital 
and increased the possibility of errors. A 
participant stated:

“When doctors lack the necessary skills 
or are unable to provide emergency care, 
mothers can receive inadequate care and 
have unnecessary referrals.” (P 6)
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3.b. Delay in Referral
Other factors that affected the quality 

of care were the delay in referral by some 
medical centers and the difficulty in accepting 
referrals for premature babies. A participant 
stated:

“Some medical centers, specialists or 
midwives in the office refer the patients very 
late, and they reach us at a later time (hospital 
level 3), which practically does not leave our 
hands.” (P 2)

3.c. Failure to Provide Feedback
Failure to receive feedback from the 

treatment and some specialists, failure 
to provide feedback due to inappropriate 
referral, and lack of legal obligation to provide 
feedback are among the issues that need to be 
corrected by the midwives in order to organize 
the referral process. Two participants stated:

“We have a weakness in sending feedback 
from levels 2 and 3 to lower levels in terms 
of quantity and quality. Much of the feedback 
does not have complete information regarding 
the diagnostic and therapeutic measures 
taken for mothers.” (P15)

“Unfortunately, there is no legal 
requirement to provide feedback from level 
2 to 1.” (P 17)

4. Performance of Preconception Care 
According to the participants, it is 

important to pay attention to pre-conception 
care in order to reduce HRPs.

4.a. Pre-pregnancy Counseling in High-risk 
Groups

According to the participants, it is necessary 
to provide pre-pregnancy counseling to women 
with chronic diseases or a history of HRPs 
in order to improve pregnancy outcomes. 
Unfortunately, most of these mothers get 
pregnant without pre-pregnancy counseling, 
and health care providers in comprehensive 
centers play an important role in informing 
mothers about the importance of prenatal 
care. One participant said:

“More information about pre-pregnancy 

care should be provided, so that mothers who 
have underlying diseases such as diabetes or 
high blood pressure, etc. can make changes 
in their lifestyle and control their lives before 
pregnancy, receive the necessary advice, and 
see if pregnancy is dangerous for them or 
not.” (P 18)

Another participant said: “For people who 
have a history of poor pregnancy outcomes, 
such as abortion and stillbirth, it should be 
emphasized on pre-pregnancy counseling.” 
(P 7)

4.b. Increasing Coverage of Pre-conception 
Care

According to the participants, using 
different platforms to inform young people 
about the importance of pre-pregnancy 
care plays a role in increasing the coverage 
of pre-pregnancy care. According to them, 
cooperation between education and training 
in addressing the importance of pre-
pregnancy training for teenagers, highlighting 
the importance of mothers’ health in the 
family by the national media, emphasizing 
the importance of pre-pregnancy care in 
pre-marriage counseling in increasing the 
coverage of pre-conception care is important. 
In this regard, three participants said:

“Education on the importance of pre-
pregnancy care should start from high school, 
which unfortunately is a taboo to bring up and 
address through high school.” (P 4)

“The radio and television should enter the 
work and have universal and comprehensive 
training because it is the media that everyone 
has access to and can easily highlight the 
importance of prenatal, pre- and post-
pregnancy care for mothers.” (P 18)

“In counseling classes before marriage, 
the importance of pre-pregnancy care should 
be highlighted for couples, so that they don’t 
have to come to file a case when they get 
pregnant.” (P 16) 

5. Risk Assessment
The purpose of risk assessment is early 

detection of the disease, so that by providing 
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the possibility of early intervention and 
management, the rate of death and disease can 
be reduced. The participants acknowledged 
that early identification of mothers and babies 
at risk is important in the management of 
high-risk pregnancies.

5.a. Early Identification of Infants at Risk
The participants stated that timely 

identification of newborns in need of special 
care and early diagnosis of the occurrence 
and severity of neonatal complications 
are necessary for the leveling of perinatal 
services. Two participants said:

“But it is very important to identify babies 
who need special care, so that appropriate 
measures can be taken at the right time.” (P 3)

“It is important to understand the time of 
occurrence and the severity of the possible 
complications of the baby when planning 
prenatal and delivery care and giving advice 
to parents.” (P 2)

5.b. Early Identification of Mothers at Risk
The participants reported that identifying 

factors that cause the risk of common diseases 
in each region and screening mothers based on 
those factors with special tools can be effective 
in early identification of mothers, timely 
referral and prevention of complications, 
and negative consequences of pregnancy. A 
participant stated:

“The screening of mothers based on 
factors should be done correctly and on time. 
We should have a special tool, and those at  
higher risk  should be given more care and 
additional measures.” (P 4).

6. Providing Family-centered Care
Providing family-centered care to support 

and care for women with HRPs was recognized 
as necessary by the participants because this 
care method can prevent the effects of long-
term stay of mothers in the hospital and its 
unpleasant effects on the physical and mental 
health of the mother.

6.a. Care at Home with the Participation of 

Families 
According to the participants, providing 

care at home with the participation of families 
has benefits for mothers, their families, 
and staff, such as reducing the length of 
the mother’s stay in the hospital, reducing 
treatment costs, improving the comfort of 
the mother and the family, and lowering the 
workload of the personnel. One participant 
noted:

“It should be noted that providing care 
at home under the support of personnel 
and participation of families will reduce the 
stay of mothers at risk in the hospital and 
prevent the unpleasant effects of long-term 
hospitalization for mothers.” (P 13)

6.b. Teaching Home Care to the Family/
Husband

From the participant’s point of view, the 
importance of families, especially husbands, 
in caring for and supporting women with 
HRPs should be highlighted through 
education because, by involving them in care, 
self-efficacy and psychological well-being of 
mothers will be provided. One respondent 
stated:

“By educating families and highlighting 
their role in caring for and supporting mothers, 
both the length of stay in the hospital will be 
reduced and the mental state of mothers will 
improve.” (P 12)

Discussion

This study identified the conditions affecting the 
quality of prenatal care for women with HRPs 
by exploring the attitudes and experiences of 
key stakeholders. The  overarchingcategories 
were creating infrastructure for care provision, 
considering the optimality of clinical care, 
organizing referrals, performing preconception 
care, performing risk assessment, and providing 
family-centered care. Our findings showed that 
professional groups focused on the technical 
aspects of caring.

It turned out in this study that not all the 
services needed by mothers were offered in the 
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health centers or referral centers, and clients 
had to refer to a private center in order to receive 
services such as echocardiography and special 
specialized tests. Lack of comprehensive 
coverage of required services may cause the 
users to be suspicious of the health care system 
because women prefer medical centers that 
can provide comprehensive care services for 
them.18 Easy access to care was identified as a 
factor influencing the quality of care because 
it will save time and money;  this is consistent 
with the findings of a Study  in Canada.19 
Physical space to observe patient privacy was 
also considered important by care providers. 
Numerous studies have been conducted on 
the importance of respecting privacy, its 
relationship with client satisfaction, and 
maximum use of services.20, 21 In the same line 
with another study, human resources in all 
job categories were considered as an effective 
factor in improving the quality of care.22

Continuous care was another influential 
factor in this study. A study found that among 
the most important aspects of midwifery care 
are the constant presence with the mother and 
establishment of an  effective relationship 
with her.23 A study reported effective and 
continuous support during labor and delivery 
is associated with reduced fear and stress and 
promotes physiological delivery.24 According 
to our findings, professional  care providers 
believe that in addition to improving access 
to primary prenatal care, multidisciplinary 
collaborative maternity care may help increase 
the quality of prenatal care.25 Care providers 
emphasized the mother’s careful evaluation 
during the triage, hospitalization, and 
discharge process to ensure better perinatal 
outcomes. This viewpoint is compatible with 
the debate on the role of evidence-based care 
and guidelines in promoting quality prenatal 
care.26

In the opinion of the participants, the lack 
of ambulances and specific clinical criteria 
for referrals and the attending physicians 
with insufficient skill have caused delays 
in referrals or unnecessary referrals. 
Furthermore, the absence of a legal duty 

for specialist doctors or medical centers to 
provide feedback has disrupted the review 
process and the measures taken for mothers. 
In a systematic review conducted in India, 
based on the results of this study, high 
numbers of referrals from environmental 
health centers indicate low staff skills and 
confidence, non-uniform standards of care 
at referral institutions,  lack of processes and 
skills for care,  lack of referral and supervision 
communications, and inability to comply 
with regulations.27 A study found that most 
healthcare centers lacked ambulances and 
relied on transportation services provided 
by the public and private sectors.28 Another 
study found that pregnant women were not 
provided with appropriate referral documents 
at the time of referral, so their referral sheets 
lacked details about clinical or therapeutic 
manifestations.29 A previous study indicated 
that referral failures were a result of a lack of 
supervision of the referral services and a weak 
response from the system to the mothers.30

Pre-pregnancy counseling and increasing 
pre-pregnancy care coverage are associated 
with improving pregnancy outcomes in 
HRPs, according to the participants. There is 
evidence that, first, health problems, problem 
behaviors, and personal and environmental 
risks contribute to poor maternal and child 
health outcomes. Second, there are biomedical, 
behavioral, and social interventions that, when 
implemented before pregnancy, effectively 
address many of these health problems, 
problematic behaviors, and risk factors. Third, 
there is limited evidence of effective methods 
of delivering these interventions (especially 
social and behavioral interventions) in low- 
and middle-income countries.31 The results of 
another study showed that as part of prenatal 
care, providers should be conscious and screen 
for psychiatric disorders among women of 
reproductive age as appropriate diagnosis and 
management of these conditions can reduce 
the occurrence of pregnancy and adverse 
family outcomes.32 For example, identifying 
depression and anxiety disorders before 
pregnancy allows time to discuss treatment 
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options and, if necessary, change to safer 
medications during pregnancy.33

Participants acknowledged that risk 
assessment was essential in the management 
of HRPs in order to identify the mothers and 
babies at risk as soon as possible. Identifying 
modifiable risk factors in pre-pregnancy 
care improves pregnancy and childbirth 
outcomes.34 Currently, the absence of services 
for people who are screened positive limits 
the effectiveness of risk screening. A lack of 
mental health services to refer the mothers 
who screen positive for depression limits the 
benefits of screening for depression, and the 
lack of support services for abuse victims has 
been identified by many providers as one of 
the major deterrents to screening for family 
violence.35

Finally, according to the participants, 
providing family-centered care to support 
and care for women with HRPs prevents the 
mothers from staying in the hospital for a long 
time and its unpleasant effects, which is in line 
with the results of other studies that state that 
family members and other informal caregivers 
may not have permission to provide care, but 
the voice and presence of family members 
and other informal caregivers is an important 
component of person-centered primary care 
and can improve the health outcomes, quality 
of health care, and overall experience of care 
for individuals and their families.36, 37 Research 
shows that most people prefer to involve their 
family doctors and other informal caregivers 
in their health care.38 Family members play 
a supportive role in most consultations with 
doctors and help their loved ones manage 
the ever-increasing complexity of healthcare 
systems, including setting and keeping 
appointments and following up on referrals.39 
Family members can play many roles other 
than providing companionship and comfort 
when accompanying their loved ones on a 
visit. As an advocate, they can express a 
person’s needs and concerns, especially in 
emergency situations.40 They can also act as 
an extra set of ears to ensure that the person 
understands his/her illness, medications, 

procedures, and treatments.41

The strengths of this study were its 
qualitative design and data collection through 
semi-structured interviews. A qualitative 
approach can help view the data more 
extensively and deeply about the conditions 
affecting quality prenatal care in HRP that 
was reported for the first time. The constructs 
obtained from this study, like other qualitative 
research, are influenced by the context, which 
may affect the transferability of the results.  
The limitation of this study was the lack of 
data from public teaching hospitals, where 
pregnancy care differs from that at non-
teaching public hospitals.

Conclusion

Our findings showed that professional groups 
focused on the technical aspects of caring. 
The findings from this study highlight several 
conditions that can affect the quality of prenatal 
care for women with HRP. Healthcare providers 
can use these factors to effectively manage HRP, 
thereby improving pregnancy outcomes among 
women with HRP.
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