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Abstract
Background: As a global health threat, the COVID-19 pandemic has a significant impact on maternity care
reception in mothers with high-risk pregnancies. Women with high-risk pregnancies are among the most
vulnerable groups that require additional precautionary measures against the spread of Covid-19 plus
receiving prenatal care. Due to limited information on the status of prenatal care in women with high-risk
pregnancies, a qualitative study was conducted to explore the perceptions and experiences of women
with high-risk pregnancy regarding receiving prenatal care reception during the COVID-19 pandemic.

Methods: The present qualitative study was conducted on mothers with high-risk pregnancies from
September 2020 to March 2021. Purposeful sampling continued until achieving data saturation. Ghaem,
Ommolbanin, and Imam Reza (AS) government and educational hospitals in Mashhad served as the
research environment. Face-to-face and semi-structured interviews were effective data collection
methods. Each interview lasted between 20 to 45 minutes (on average 30). The total number of
participants was 31. Data analysis was carried out simultaneously with data collection using the
qualitative content analysis method developed by Granheim and Landman (2004).

Results: Following data analysis and reduction, eight subcategories and three main categories were
identified. These included “Negative psychological responses,” “Thinking-based behavior against double
danger,” and” Adjustment of health services in the mutual protection”.

Conclusion: Receiving prenatal care in women with high-risk pregnancies is associated with challenges in
women in the context of the COVID-19 pandemic. This causes negative psychological responses and
affects their health-seeking behaviors. Preventive and supportive care can lead to optimum prenatal care
for women with high-risk pregnancies focusing on COVID-19 prevention and minimizing pregnancy risk
and complications.

Background
The outbreak of coronavirus is a global health threat (1). Following the global epidemic crisis, the
diagnosis of two coronavirus cases in Iran, the city of Qom, was confirmed on February 2020, and the
outbreak of the new coronavirus was officially declared on March 2020, covering almost all provinces of
the country (2). 

COVID-19 is a beta-coronavirus that can be transmitted through physical contact between humans.
According to studies, a person infected with COVID-19 can infect at least four other people with a new
infection(3). Overall, the hospital admission rate for this disease is 23% and the resulting death rate is 1-
2%(4). People with underlying diseases have been reported to have higher morbidity and mortality
rate (5).

Pregnant women are one of the most vulnerable groups that require additional precautions against the
Covid-19 outbreak (6). Changes during pregnancy may increase susceptibility to some intracellular
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pathogens, particularly viruses, intracellular bacteria, and parasites (7).  Furthermore, high-risk
pregnancies occur when the pregnant mother has underlying problems before or during pregnancy, in
which case her physical, psychological, and social vulnerability increases (8). The prevalence of high-risk
pregnancies in Iran and other countries ranges from 25.6% to 75.6% (9, 10).  High-risk pregnancies
significantly weaken the mother's immune system and increase the risk of COVID-19 infection (11). 

COVID-19 in pregnancy has been associated with complications such as premature rupture of the
membranes (PPROM) and preterm delivery, fetal distress, and fetal growth restriction as a result of
maternal hypoxia. The rate of cesarean section is also reported to be 96.4%, possibly indicating that
iatrogenic reasons (fear of obstetrics) can also be a factor. Therefore, until further data is available, it is
recommended that pregnant women, particularly those with high-risk pregnancies, be completely
protected from infection. Furthermore, it is recommended that all pregnant women avoid high-risk areas
such as hospitals and health centers and have limited physical contact with health care workers, in other
words, maintain social and physical distance (5). These guidelines are useful for disease prevention.
However, studies have shown that mothers with high-risk pregnancies are more stressed in these
situations due to concerns about their own and the fetus's health, which increases anxiety and depression
in high-risk pregnancies (12). On the other hand, in high-risk pregnancies, the woman may experience
stress due to the lack of access to health services (13). As a result, high-risk pregnancy conditions, social
distancing while limiting the number of visits to the woman can increase the woman's stress, anxiety, and
worry. During the COVID-19 outbreak, people may not think clearly or react logically due to high levels of
fear and anxiety (14, 15). Maternal psychological distress (such as stress, anxiety, and depression) has
consequences for both mother and fetus, and has been found to be a risk factor in children and
associated with adult neurodevelopmental disorders, such as attention deficit hyperactivity disorder
(ADHD), autism spectrum disorder (ASD), schizophrenia spectrum disorders, antisocial behavior, and
depressive symptoms (16). As a result, it is necessary to cope with the psychological distress caused by
Covid-19 in the presence of its prevalence to avoid the side effects of fetal growth and
neurodevelopmental disorders (16). 

So far, few quantitative studies have been conducted on the psychological effects of coronavirus
outbreaks in the general population (17) and pregnant women (18), and recommendations for receiving
remote prenatal care have reduced referrals for prenatal care (19). However, no qualitative studies have
been conducted to explain the perceptions and experiences of women with high-risk pregnancies
receiving maternity care under these conditions. Since cultural and social contexts are not taken into
account when conducting quantitative studies, hence individual experiences, human interactions,
feelings, perceptions, and thoughts cannot be measured quantitatively (20, 21). Women with high-risk
pregnancies, on the other hand, are vulnerable populations with numerous health consequences and
risks; thus, understanding their perspective on receiving care in the context of the Corona pandemic
condition, as well as discovering their stresses and challenges, is critical for appropriate interventions.
Given the scarcity of extensive research on the experiences of women with high-risk pregnancies,
research on their experiences and understanding of receiving prenatal care, as well as identifying the
support they require in the socio-cultural context of Iranian society, appears necessary. As a result, the
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goal of this study was to explore how women with high-risk pregnancies perceived and experienced
COVID-19 pandemic care in Mashhad.

Methods
The present study was a qualitative study that was conducted from September 2020 to March 2021
adopting a traditional content analysis approach. The research setting comprised high-risk maternity
wards and high-risk prenatal clinics at three government and educational hospitals in Mashhad, Iran
(Ghaem, Imam Reza, and Ommolbanin). These environments were created to accommodate easy access
and a maximum diversity of participants. The study population included all women with high-risk
pregnancies based on Centers for Disease Control and Prevention (CDC) indicators (22). Participants
included eligible women who were willing to participate in the study and were able to communicate with
the researcher to share their experiences. Purposeful sampling was performed to ensure maximum
variation in terms of age, gestational age, socioeconomic status, and type of complication associated
with pregnancy.

The research study was approved by the ethics committee of Mashhad University of Medical Sciences
with the ethics code IR.MUMS.NURSE.REC.1399.046. After referring to the participants, the researcher
introduced herself and explained the purpose of the research, all while adhering to the ethical codes of
qualitative studies. The confidentiality of the information was explained to the interviewee, and after
obtaining their informed written consent, they were able to participate in the study. Furthermore,
participants had the right to withdraw from the study at any time. The data was gathered through semi-
structured individual interviews. The interview took place in a hospital or clinic, in a quiet room with
enough facilities to provide comfort to a high-risk pregnant mother. Sampling was continued until data
saturation. Thus, following data saturation with 28 participants, three interviews were conducted to
ensure data saturation. There was no data and no new category formed in the last three interviews. The
total number of people who took part was 31. Every participant was interviewed once. The semi-
structured interview focused on participants' perceptions and experiences receiving prenatal care during
the COVID-19 pandemic. Questions include the following:

1. What was your experience with prenatal care during the Corona pandemic?

2. How do you feel about being pregnant in this situation?

3. How do you feel when you apply for prenatal care?

4. How is your access to prenatal care in the face of the Corona pandemic?

In-depth questions like “Can you describe more?” “Could you elaborate?” and “Could you give an
example?” were used during the interview to clarify explanations, sum up and summarize the interview,
and obtain feedback to ensure that the researcher understood correctly. In the end, the participant was
asked one final question: is there any topic left unanswered that you want to talk about it? The interview
lasted 20-45 minutes (on average 30 minutes) depending on the amount of information and the
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participants' conditions. After obtaining permission from the participants, the interviews were entirely
recorded on an MP3 player.

Data analysis was carried out concurrently with data collection using the Granheim and Landman (2004)
method of qualitative content analysis (23). Thus, in the present study, interviews were considered as a
unit of analysis. After each interview, the researcher (first author) would listen to the audio file several
times to get an overall view of it. All of the interviews' text was then converted to a verbatim transcription.
Sentences or paragraphs related to the main concept were identified as meaning units. The meaning
units were reviewed several times before being assigned appropriate codes. Following the reduction and
compression process, similar codes were merged, and subcategories appeared. Thus, the declining trend
in data reduction continued until the final category with a more general and abstract meaning were
extracted. Data analysis and management were carried out using the MAXQDA software (v. 10, VERBI
Software GmbH, Berlin). For the accuracy and trustworthiness of the data in the fieldwork, the Lincoln
and Guba (1985) method was used, which included credibility, dependability, confirmability, and
transferability (24).

To ensure the credibility of the data, the researcher thought about it constantly, even during daily activities
(constant engagement with the data). The coded texts were made available to other members of the
research team (second, third, and fourth authors) for discussion and validation of the extracted codes,
subcategories, and categories (question from colleagues). Three participants were also given codes
extracted from the text and asked to confirm or revise the researcher's correct understanding of their
experiences (member check re-interview). To ensure data dependability, the transcripts of the audio files
and interviews were provided to three qualitative analysts; data were then coded and analyzed separately,
yielding similar results to the researcher's analysis and coding. To achieve confirmability, all stages of the
study, including audio files and interview transcripts, were meticulously documented from beginning to
end, allowing the article to be audited by experts if deemed necessary.

To express transferability, more information about the participants, including demographic information,
age, education, number of pregnancies, type of pregnancy complication, and gestational age, were fully
provided in the present study. Also, the principle of maximum variation was followed in the selection of
participants.

Findings
Participants' age ranged from 20 to 47 years old, with a mean of 30.34± 7.7 years. The gestational age
ranged from 8 to 41 weeks. In terms of education, 10(31%) of the participants had primary and secondary
education, 8(25.8%) had a diploma, and 13(41.93%) had a university education. The number of children
among the participants ranged from none to four children. There were 16 women without children
(51.61%) and 15 women with children (48.38%). Following data analysis and reduction, three categories
including “Negative psychological responses,” “Thinking-based behavior against double danger,” and
“Adjustment of health services in the mutual protection” were extracted.
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1. Negative psychological responses

This category indicates that women in high-risk pregnancies experienced increased negative affects as a
result of the COVID-19 pandemic, in addition to experiencing negative emotions associated with high-risk
pregnancies. The Three subcategories of this main category were "Negative affect of high risk pregnant
mothers during Covide’s conditions", "Feelings of doubt and conflict in receiving health services", "Feeling
guilty about the complications of pregnancy during Covid-19 conditions".

1-1-Negative affect of high risk pregnant mothers during Covide’s conditions

When women in high-risk pregnancies sought to receive health care services during the Covid-19
pandemic, they experienced negative emotions such as fear, worry, stress, and anxiety about developing
Covid-19. Because of the high-risk pregnancy conditions, they were terrified of developing COVID-19,
which they imagined would put them and the fetus at greater risk of harm and danger. They were
especially afraid about becoming infected with Covid-19 when they were admitted, hospitalized, or
delivered in hospitals designed specifically for Covid-19 patients.

“Pregnancy during the Corona disease pandemic is filled with fear and stress, especially if the pregnancy
is difficult. Our bodies weaken during pregnancy, and now that I also have gestational diabetes, getting
infected with this Corona in the middle of the pregnancy would leave my child and I no chance of
survival.” (p 5)

They were also concerned about spreading the virus to other family members, particularly other children,
from the hospitals and clinics or health centers to which they had referred to receive health services.
Mothers with high-risk pregnancies who had another child at home, on the other hand, had to leave their
child with a neighbor or other people to seek health care. They were concerned that their child would
become infected with Covid-19 as a result of their inability to comply with the quarantine conditions in
this situation. 

"When we have to go to the hospital in this situation, it is not just our pain; I am afraid of taking the virus
and disease home with me. If I get infected, my baby and husband will also get infected when I go home."
(p 15). 

“When we go to the clinic, I have to take my child to a neighbor's house and that makes me so worried
and scared because I don't know if my neighbors are sick or not, if they are carriers or not, and if they are
carriers, God forbid my child could get infected.” (p 12).

Another issue that caused women with high-risk pregnancies to experience negative feelings about
receiving services was the issue of their transportation to receive health services, which comprised two
aspects: the first was the fear and concern of becoming infected while using public transportation and
the cost of personal vehicles, while the second was the concerns stemmed from traffic and road
restrictions, particularly for mothers who lived far from facilities and had to travel to hospitals and
equipped centers in big cities to receive health services. In this case, due to road closures and traffic bans,
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a woman with a high-risk pregnancy would experience tension, stress, confusion, and bewilderment.
Furthermore, traffic restrictions beginning at 9 p.m. onwards had caused stress and anxiety in women
with high-risk pregnancies who needed to visit for health services at that time.

"There is no Doppler ultrasound in our city so I had to come here to have an ultrasound, but I was stressed
out at that time cause the roads were closed because of Corona, and I was confused about what to do" (P
18).

On the one hand, the fears, worries, and stresses of Covid-19, the need for quarantine and social
distancing in the context of the Covid-19 pandemic, and on the other hand, the negative emotions
perceived in high-risk pregnancies and the need for help and care from others had caused loneliness,
sadness, and depression in the high risk pregnant woman.

"In this situation, the fear of Corona has added to my pregnancy problems. I can't go anywhere, and no
one can come to me. I'm lonely, I like to cry all the time, and I'm depressed. I need someone's help because
I can't do any chores on my own."(P 1)

2-1- Feelings of doubt and conflict in receiving health services

 Women with high-risk pregnancies had to go to the hospital due to high-risk pregnancy conditions during
the Cocid-19 pandemic, despite having negative feelings of developing Cocid-19 for their own and family
members' safety. As a result, they constantly experienced doubt and conflict in these situations.

On the other hand, some mothers admitted that the condition of a high-risk pregnancy was so distressing
for them that when they went to the hospital, they forgot about the Covid-19 pandemic and no longer
thought about it. In this regard, a mother with severe abdominal pain during pregnancy stated:

"I was in so much pain at the time that I completely forgot about the Corona. I had no choice but to go to
the hospital in those circumstances, even if I was scared to get Corona."(P 3).

3-1- Feeling guilty about the complications of pregnancy during Covid-19 conditions

Guilt was another emotion that mothers with high-risk pregnancies experienced during the Covid-
19 pandemic. They stated that they felt guilty for refusing to visit health centers or clinics for fear of
developing Covid-19, especially when complications of high-risk pregnancies developed or worsened.
They constantly blamed themselves for the harm done to the pregnancy, the fetus, or themselves. In this
regard, the 33-year-old mother suffering from oligohydramnios during her third pregnancy states:

"I feel very guilty about the lack of water around my baby now, and I can't forgive myself at all. If I had
come on time, there wouldn't be so much water around my baby now, but I was afraid of getting Corona,
so I didn't come, and it's like that now."(P 6).

2. Thinking-based behavior against double danger
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This category comprises three subcategories: “observing health protocols,” “leaving health services at a
potential loss,” and “coping strategies to reduce negative emotions.” In the Covid-19 pandemic, this
reflects the behavior of women with high-risk pregnancies.

1-2- Observing health protocols 

Many women with high-risk pregnancies stated that they had performed all the necessary care, tests, and
ultrasounds to protect the fetus, despite the covid-19 pandemic prevalence. Women tried to follow
hygienic protocols such as using masks correctly, even wearing two masks, regular hand washing and
disinfection with alcohol, wearing gloves, keeping a proper distance from others when receiving prenatal
care, and washing and disinfecting clothing and utensils after receiving health services to prevent
developing Covid-19.

"Anyway, I did all the tests, ultrasounds, and care to keep the baby and my pregnancy safe. I did
everything I could to avoid Corona. I was wearing mask and gloves, spraying my hands with alcohol all
the time, and trying to keep my distance from others, so I wouldn't get infected." (p 8).

2-2- leaving health services at a potential loss

As described by mothers with high-risk pregnancies, they had refused to receive health services in some
cases due to fear of developing Corona and social pressures such as intimidation from family and
spouse on developing Corona, or lack of family’s consent even when hospitalization deemed necessary.
Especially in the case of hospitalized mothers with high-risk pregnancies, even the health care staff
would decide to leave the hospital as soon as the hospitalized patient started showing signs of illness or
had positive COVID-19 test result.

"As soon as I found out that a patient or a nurse had a positive test, I quickly gave my personal consent
and left the hospital. My husband kept saying that in this situation, he does not want to go to the doctor
permanently." (p 3).

3-2- Coping strategies to reduce negative emotions

Many women with high-risk pregnancies reported that thinking positively or not thinking about developing
Covid-19 helped them adapt to the Covid-19 pandemic, reduce their fears, stresses, and worries, and gain
control over their high-risk pregnancy conditions.

"I try not to think negative thoughts at all; I generally believe that whatever I think happens to me. If I say
what if I get Corona over and over, I'm going to get Corona." 

Many mothers dealt with negative emotions by relying on spirituality and faith in God. They believed that
death and life were in God's hands and that God would protect her health and the fetus.

“Now, when the doctor said you should be hospitalized in this hospital, I said, whatever God wants; and I
was hospitalized.”
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3- Adjustment of health services in the mutual protection 

This category was extracted from two subcategories, including supportive and preventive behavior of
health care providers and access to health services. In the context of the COVID-19 pandemic, in-person
and remote access to maternal health services for high-risk pregnancies reflected healthcare providers'
efforts to protect the health of staff and mothers at risk of Covid-19.

1-3- Supportive and Protective behavior of health care providers

During the COVID-19 pandemic, women with high-risk pregnancies described some of the healthcare
providers' behaviors as relaxing/comforting. Relaxing behaviors include Protective behaviors such as
wearing two masks, gloves, and changing and disinfecting hands while caring for one patient to another,
observing proper distance with patients when providing care, proper spacing of patients' beds, preventing
congestion when receiving health services, evaluating and testing for covid-19 of all patients before
hospitalization, and separating the hospital, ward, and rooms of patients infected with Corona from other
patients. Health care provider’s supportive behaviors, such as providing appropriate and sufficient
information to mothers and empathizing with mothers, helped them remain calm when receiving health
services.

"We feel calm and relaxed when we go to the hospital or clinic and see that the staff is wearing masks,
gloves, and disinfecting their hands from patient to patient."

Some women with high-risk pregnancies described the lack of attention and support from health workers
as stressful. Behaviors such as staff discussing the infection of pregnant women with coronavirus and
reports of the death of a mother or fetus and her baby from COVID-19 in the presence of mothers with
high-risk pregnancies increased the mother's stress, anxiety, and fear, leading to her decision to leave the
hospital. 

Some women have acknowledged that healthcare providers' care and attention have decreased in the
wake of the Covid-19 pandemic. Some mothers, for example, reported receiving health care remotely,
while staff refused to listen to fetal heart sounds or perform abdominal examinations that required close
contact with the mother. During this time, some mothers with high-risk pregnancies reported shorter visits
and staff's refusal in taking the time to talk to mothers during visits or care. Although health workers'
behavior was intended to protect against Corona, it caused women with high-risk pregnancies to feel
emotions such as stress, anxiety, and neglect while receiving health services. 

“I feel like the staff is less caring and they don’t take as much time caring as they used to. The pregnancy
care is very short without any talks, well, they have to be careful not to get Corona themselves.”

2-3- Access to health services

Some mothers reported that during the initial announcement of the COVID-19 pandemic, some doctors
closed their offices, causing them to stress and confusion. Due to transportation restrictions during
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COVID-19 pandemic, some high risk pregnant women complained of drug shortages.

"I have a heart condition. After we were told about the Corona, the doctor's offices closed right away. My
cardiologist also closed his office. I was worried because I couldn't find my warfarin medication
anywhere; they said it didn't enter because the transport system was closed."

Despite the COVID-19 pandemic, many mothers with high-risk pregnancies reported having access to
health care, either in person or remotely. Some even stated that due to the lack of crowd congestion
during the Covid-19 outbreak, access to health care facilities became easier. They stated that it was
possible to call a doctor or midwife 24 hours a day. During the Covid-19 pandemic, it was also possible to
send a picture of the tests and ultrasound to the doctor and midwife and receive their opinion.

"When I felt I had a problem, I called or texted the midwife at the health center at any time of day or night;
they always answered and often said it's not necessary to bring the test or the ultrasound results, sending
the pictures is enough."

Discussion
In the COVID-19 pandemic condition, women with high-risk pregnancies experience negative
psychological responses such as fear, anxiety, and worry, guilt, doubt, confusion, and conflict. They
inevitably receive health care, followed by feelings of depression, sadness, and loneliness. In these cases,
women adopted thought-based behaviors to protect themselves and their pregnancies from the double
risks of the Covid-19 and high-risk pregnancies. Positive effects of the healthcare system's behavior and
environment, on the other hand, were beneficial in converting those negative emotions and behaviors into
positive emotions and health-promoting behaviors. As a result of receiving appropriate information,
protective behaviors, and empathetic care from healthcare providers, mothers’ negative emotions are
hopefully reduced and replaced by a sense of tranquility and confidence.

Regarding negative psychological responses, Kotabagi writes: "Psychological disorders have doubled
during the Corona outbreak. The mortality, high prevalence, and the nature of the Covid-19 pandemic
have increased fears, stress, and anxiety globally. Social isolation and its consequences, on the other
hand, are significant factors in psychological disorders” (25). Also, in high-risk pregnancies, women
increasingly feel that due to not receiving adequate care, something life-threatening and harmful may
occur to the fetus, which is the psychological outcome of the COVID-19 pandemic (18).

Evidence suggests that quarantine and social isolation have negative psychological effects on women
with high-risk pregnancies, including symptoms of post-traumatic stress disorder, confusion, and anger.
According to Kotabagi (2020) the average score of anxiety and depression among British pregnant
women rises with the peak of Covid-19 mortality and uncertainty about healthcare capacity to control
Covid-19. In contrast, receiving useful information from health care providers reduces negative emotions
in women with high-risk pregnancies during the COVID-19 pandemic. In any case, the mental health of
women with high-risk pregnancies during the COVID-19 pandemic should not be overlooked (25).
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Negative psychological responses during pregnancy increase the risk of preeclampsia, preterm delivery,
and low birth weight (26), and also anxiety in pregnant mothers can increase labor pain (27) while
providing timely psychological support to high-risk pregnant women during Covid-19 pandemic can be
very effective in preventing such negative consequences. Psychological support for mothers with high-
risk pregnancies in the face of the Corona pandemic condition requires a special investment by the
government, as it has the potential to benefit society greatly in the future. According to Catherine Lebela,
social support can alleviate the psychological pressures and concerns caused by COVID-19 (18).

The study's findings point to the effects of the COVID-19 pandemic on health-seeking behaviors of
mothers with high-risk pregnancies, as well as the adoption of thought-based behaviors to protect against
the double danger of Corona in high-risk pregnancies. In fact, pregnant women's fear of developing
COVID-19 reduced the number of referrals for prenatal care, which was associated with feelings of guilt or
doubt. According to the studies, teleconsultation, sometimes referred to as remote consultation or
telehealth, refers to providing counseling and health services over the phone, video conferencing, or the
Internet, has been shown to improve depression, anxiety, quality of life, and psychosocial functioning, as
well as the quality of pregnancy care among pregnant women during the Corona pandemic condition
(28). Thus, during the COVID-19 pandemic, it is recommended that women with high-risk pregnancies use
technology for prenatal care and psychological support (18). Also, husband support and peer-assisted
training programs can significantly improve antenatal care and physical and mental disorders in women
with high-risk pregnancies in areas with limited access to technology (29, 30). Receiving at least four
phone calls per day from trained peers or health care providers to ensure the pregnant mother's health
status will reduce depressive symptoms in pregnant women(31).

Similar to the findings of the current study, in another study conducted in New York City, Aleha Aziz
(2020) found that many mothers with high-risk pregnancies considered commuting and using vehicles to
be a problem. In addition to worrying about the risk of using public transportation, they also complained
about the cost of using personal vehicles. Therefore, to help solve this problem, they suggested using
telehealth. They believe that, in addition to reducing the risk of COVID-19, telehealth comes with social
and economic advantages in caring for mothers with high-risk pregnancies. This method is an excellent
replacement for face-to-face visits in prenatal care and high-risk pregnancies. To ensure adequate access
to health services, they recommend adopting a combination of face-to-face and telehealth care methods
(32). Some researchers, including Rhodes, have proposed using a digital program to replace face-to-face
health services in the United Kingdom during the COVID-19 pandemic to improve the quality of prenatal
care for women with high-risk pregnancies (33). According to the results of the present study, many
mothers adapted to the COVID-19 pandemic condition by adhering to the health protocols and preventive
behaviors, as well as taking coping strategies such as positive thinking and trust in God while performing
prenatal care to maintain their health and that of the fetus. According to research, coping strategies,
reliance on spirituality, and risk-control behaviors during pregnancy are all prerequisites for well-being in
high risk pregnancy (34).



Page 12/16

According to the findings of the study, health care providers' behaviors and environment play an
important role in the optimal reception of health services during the COVID-19 pandemic. The behaviors
aimed at modifying health care services with reciprocal care for staff and pregnant women to prevent
Covid-19. A review of the literature reveals that during pandemics, many midwives and nurses continue to
practice with passion, interest, and diligence, providing empathetic and supportive care to patients. They
strive to provide the best and highest quality care possible. And, in the event of a disease epidemic,
provide a suitable environment for the provision of health services to prevent disease (28, 35). Because
they believe that gaining knowledge and experience is rewarding, and pandemic services allow them to
gain clinical experience, confidence, and competence. It also fosters trust and value in patients, their
families, and society as a whole. They have a sense of purpose and meaning in their work. Their goal is
to provide quality services with the least harm to clients and recipients of health services. In such cases,
midwives and nurses use their competencies and creativity to develop better solutions for providing
health services to patients cope with health system failures (35, 36). Seeing such behaviors in the
healthcare delivery system gives women with high-risk pregnancies confidence in receiving healthcare
services.

Research strengths, limitations, and future research suggestions

The strength of the current study is conducting qualitative research through in-depth interviews with high-
risk pregnant women, allowing them to learn about their perceptions and experiences while revealing
potential barriers and factors that facilitate obtaining optimal pregnancy care in the context of the COVID-
19 pandemic. Many of these aspects are overlooked in quantitative studies. However, the present study
has also faced some limitations, including the need to exercise caution when generalizing the findings,
which is a limitation of all qualitative research. Another limitation was that only women with high-risk
pregnancies had an in-depth interview to extract the findings of receiving prenatal care. As a result,
conducting qualitative studies with health care providers is recommended in this field. Also, a study
should be conducted to compare prenatal care receipt in low-risk and high-risk pregnancies in the context
of the COVID-19 pandemic.

Conclusion
Receiving pregnancy care in women with high-risk pregnancies in COVID-19 pandemic condition comes
with challenges for women, which leads to negative psychological responses which affects their health-
seeking behaviors. Preventive and protective care, appropriate information, observing health protocols, as
well as technology-based preventive, supportive, and empathetic care, plus receiving remote care to
facilitate access to health services in emergencies, can lead to optimal pregnancy care by focusing on the
prevention of COVID-19 in women with high-risk pregnancies and minimizing the dangers.
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Tables
Table 1

The categories and subcategories which emerged from the analysis
Subcategories Categories

Negative affect of high risk pregnant mothers during
Covide’s conditions

Negative psychological responses

Feelings of doubt and conflict in receiving health services

Feeling guilty about the complications of pregnancy
during Covid-19 conditions

Observing health protocols Thinking-based behavior against
double danger

leaving health services at a potential loss

Coping strategies to reduce negative emotions

Supportive and Protective behavior of health care
providers

Adjustment of health services in the
mutual protection

Access to health services


