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Purpose: To explore the barriers and facilitators to postpartum cardiovascular disease (CVD) risk screening among women with 
hypertensive disorders of pregnancy (HDP) from both patient and healthcare provider perspectives, with the aim of informing clinical 
screening strategies, optimizing postpartum care services, and improving maternal health outcomes.
Patients and Methods: This study employed purposive sampling and was conducted between February and May 2025 at a tertiary 
hospital in Suzhou, Jiangsu Province, China. Semi-structured, one-on-one interviews were conducted with 15 women diagnosed with 
HDP at 3–12 months postpartum. In addition, focus group interviews were held with nine healthcare providers from the obstetrics 
department and community health centers (CHCs, primary care facilities in China). A content analysis approach was used to analyze 
the qualitative data.
Results: Three themes and twelve subthemes emerged: (1) Limited perception of CVD risk, poor ability to screen and apply health 
information, fear-driven avoidance behavior, conflicting role priorities, and economic burden are individual barriers; (2) lack of 
guidance from healthcare providers, fragmented and unstandardized postpartum care system are system-level barriers; (3) family 
history of hypertension, emphasis on personal health, strong family support, and positive experience with past interventions are 
promoting factors that encourage women to get screened.
Conclusion: Postpartum CVD risk screening in women with HDP remains inadequate. Strengthening transitional care, integrating 
structured screening into postpartum guidelines, expanding insurance coverage, and enhancing digital health and provider training are 
essential to close clinical gaps and improve long-term cardiovascular outcomes.
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Introduction
Hypertensive disorders of pregnancy (HDP), encompassing preeclampsia/eclampsia, chronic hypertension, superimposed 
preeclampsia, and gestational hypertension, affect about 10% of pregnancies worldwide,1 with a prevalence of 
5.22–5.57% in China and a rising trend.2 HDP substantially contributes to maternal and perinatal morbidity and 
mortality,3 predisposes women to recurrence in later pregnancies,4 and has lasting health implications. Approximately 
30–40% of women with severe preeclampsia progress to chronic hypertension within the first year after delivery.5 
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Compared with women who remain normotensive during pregnancy, those with HDP have nearly a four-fold greater 
likelihood of developing chronic hypertension within 6–12 months postpartum and a two-to three-fold higher risk of 
cardiovascular disease (CVD) within 15 years.6,7 Elevated risks of diabetes8 and end-stage renal disease9 are also well 
documented, both of which significantly contribute to maternal CVD burden. The American Heart Association (AHA) 
classifies HDP as a major cardiovascular and cerebrovascular risk factor, and the 2019 AHA/American College of 
Cardiology guideline for primary prevention of CVD identifies preeclampsia as a risk-enhancing factor.10 Consequently, 
reducing cardiometabolic risks and safeguarding the long-term health of women with a history of HDP are an urgent 
priority in both clinical care and public health.

CVD risk screening includes risk biomarkers (blood pressure, lipid, and glucose levels), lifestyle-related factors (diet, 
physical activity, smoking, alcohol use, weight management, sleep, and mental health), and female-specific factors such 
as reproductive history.11 For women with HDP, routine postpartum follow-up and CVD risk screening are crucial for 
early identification of risk and for preventing, delaying, or controlling the onset and progression of CVD. The 2023 
European Society of Hypertension Guidelines12 recommend annual evaluations with regular blood pressure monitoring 
and cardiovascular risk assessment for this population. In China, the Expert Consensus on Comprehensive 
Cardiovascular Risk Management in HDP13 advises assessments at 42 days, 8–12 weeks, 6 months, and 12 months 
postpartum, along with lifestyle counseling to mitigate long-term risk. Nevertheless, postpartum CVD risk screening in 
practice remains inadequate. A cohort of 566,059 women14 found that only 18% of those with HDP attended 
a postpartum follow-up within six months. Similarly, a Chinese study15 reported blood pressure follow-up rates of just 
24.26% at 42 days and 50.37% at three months postpartum. Together, these findings underscore a major missed 
opportunity for postpartum counseling, risk screening, and intervention in this high-risk group.

In recent years, multiple studies16,17 have used quantitative methods to investigate postpartum follow-up and its 
determinants among women with HDP, while some have also examined patients’ needs and experiences regarding 
postpartum risk counseling. A Norwegian study18 found that women with HDP valued such counseling and were motivated 
to adopt healthier lifestyles. Research from Australia19 identified both barriers and facilitators to postpartum CVD 
prevention in primary care. Moreover, a meta-analysis revealed that women with HDP often have limited awareness of 
the association between HDP and future CVD risk, which restricts the adoption of health-promoting behaviors.20

In China, changes in reproductive policies and evolving attitudes toward childbirth have contributed to a rise in high- 
risk pregnancies, including HDP and gestational diabetes mellitus. Yet, clinical care remains largely centered on 
intrapartum management, with limited emphasis on postpartum CVD risk. Evidence on how Chinese women with 
HDP experience CVD risk screening during the first postpartum year is scarce. Gaining insight into these experiences is 
essential to identify facilitators that could enhance current practice and to reveal systemic gaps, thereby guiding the 
design of feasible interventions. Accordingly, this study sought to examine, from both patient and healthcare provider 
perspectives, the current practices, barriers, and facilitators of postpartum CVD risk screening among women with HDP, 
aiming to inform clinical strategies and improve long-term maternal health outcomes.

Materials and Methods
Study Design
This study adopted a descriptive qualitative design,21 which is particularly suitable for research areas with limited prior 
knowledge. This approach allows for an in-depth exploration of participants’ subjective experiences without the 
constraints of rigid theoretical frameworks. For this research, HDP patients and medical staff as would be selected as 
interview subjects to explore the barriers and promoting factors of postpartum CVD risk screening in patients. The study 
was conducted and reported in accordance with the Standards for Reporting Qualitative Research (SRQR) guidelines.

Ethical Approval
This study was performed in line with the principles of the Declaration of Helsinki. Approval was granted by the Ethics 
Committee of the Affiliated Suzhou Hospital of Nanjing Medical University (No. K-2025-185-K01). The researchers 
strictly adhered to the principles of voluntary participation and confidentiality, and formal interviews commenced only 
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after participants provided written informed consent, which included permission for the use of anonymized responses and 
direct quotations in publications. All participants were assigned unique identification codes (eg, patients: P1, P2; 
healthcare providers: N1, N2) to replace personal identifiers in interview transcripts and analyses. Any incidental 
references to third parties during the interviews were edited prior to data analysis. Access to the raw data was restricted 
solely to the research team.

Researcher Characteristics and Reflexivity
All interviews were conducted by the first author, a Master’s-trained nurse with formal training in qualitative research 
methods and clinical experience in high-risk pregnancy care. During data collection, the first author maintained 
a reflexive journal to document personal assumptions and potential biases and to examine how these factors might 
influence interview interactions and data interpretation.

Participants
Purposive sampling was used to recruit postpartum women with HDP from the outpatient clinic of a tertiary hospital in 
Suzhou, Jiangsu Province, China, between February and May 2025, as well as healthcare providers from obstetrics, 
cardiology, and community health centers. Patients were recruited via clinician referrals and notices posted on the 
outpatient bulletin board. Recruitment materials clearly outlined participants’ rights and responsibilities and provided 
contact information for the research team.

Inclusion/Exclusion Criteria
Inclusion criteria for patients were: (1) HDP as the discharge diagnosis; (2) age ≥ 20 years; (3) 3–12 months postpartum; 
and (4) fully conscious and able to articulate their perspectives clearly. Exclusion criteria included: (1) cognitive 
impairment; (2) severe postpartum complications or other major physical illnesses; and (3) current pregnancy.

Inclusion criteria for healthcare providers were: (1) a bachelor’s degree or higher; (2) ≥7 years of work experience; 
(3) direct involvement in obstetric wards or community healthcare; and (4) good communication and expression skills. 
Exclusion criteria included staff on study leave, sick leave, or otherwise not actively working.

Sampling
During patient sampling, the principle of maximum variation was applied, considering differences in age, educational 
level, gestational age at delivery, and family history of hypertension. This strategy aimed to ensure a representative 
sample and enhance the diversity of the data. The sample size was based on the principle of data saturation, that is, the 
interviews ended when no new themes emerged during the time of data analysis.

Research Process
Development of the Interview Guide
The interview guides were initially developed through literature review and internal discussions within the research team. 
Prior to formal interviews, pilot interviews were conducted with four postpartum women with HDP and three healthcare 
providers who met the inclusion criteria. Insights from the pilot interviews were used to refine the guides, and data from 
the pilot interviews were excluded from the final analysis. The revised guides were validated by two experts in qualitative 
research methods, resulting in the finalized interview guides for both HDP patients and healthcare providers.

The finalized patient interview guide included the following questions: (1) Are you aware that HDP may have long- 
term effects on cardiovascular health postpartum? Through which sources did you obtain this information? (2) What 
methods do you currently use to monitor your cardiovascular health after delivery? (3) How important do you think 
postpartum cardiovascular risk screening is in preventing future CVD? (4) What are the reasons for participating or not 
participating in CVD risk screening during the postpartum period? (5) Are there any barriers that limit your decision to 
undergo CVD risk screening, or are there factors that encourage you to participate? (6) Do your family, friends, or other 
relevant individuals support your engagement in postpartum cardiovascular risk screening? How do their attitudes 
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influence your decision? (7) Based on your experience, what changes do you think are needed to improve postpartum 
CVD risk screening for women with HDP?

The finalized interview guide for healthcare providers included the following questions: (1) Based on your clinical 
experience, how do you perceive the postpartum cardiovascular risk in women with HDP? (2) In your practice, do you 
proactively monitor the cardiovascular health of these patients after delivery? If so, how do you implement this? If not, 
what are the reasons? (3) How is postpartum CVD risk screening conducted for HDP patients in your hospital or 
community setting? How is it implemented? (4) What factors facilitate or hinder the performance of postpartum 
cardiovascular risk screening for HDP patients in clinical practice? (5) In your opinion, which aspects of postpartum 
CVD risk screening need improvement?

Data Collection
Patient interviews were conducted individually, face-to-face, using a semi-structured format. Participants were 
contacted in advance to schedule interviews, which took place in private, quiet rooms to ensure a comfortable 
and natural environment. Before the interviews, the study purpose, procedures, and confidentiality measures were 
explained, and written informed consent was obtained. Each interview lasted 30–40 minutes and was audio- 
recorded, with concurrent note-taking that captured participants’ expressions, demeanor, and tone. The interviewer 
encouraged participants to express themselves fully, avoided leading questions or interruptions, and clarified 
ambiguous statements through probing, follow-up questions, or paraphrasing to ensure the accuracy and complete
ness of the data.

Healthcare provider data were collected through a single focus group comprising nine participants. The first author 
served as the moderator, assisted by a graduate student and supervised by an experienced nursing researcher. The focus 
group was held in a private room, and participants provided consent for audio recording. The moderator introduced 
relevant guidelines and expert consensus, explained the study purpose, and facilitated discussion based on the interview 
guide. All opinions were treated without judgment. The session concluded once data saturation was achieved, ie, when no 
new codes or themes emerged.

Data Analysis
Interview data were coded, organized, and synthesized using NVivo 11. Directed content analysis was applied to system
atically analyze and integrate the data.22 The analytical procedure was as follows: Two researchers (Y.Z. and Y.J.) 
repeatedly read the interview transcripts to achieve immersion and gain a comprehensive understanding of the content. 
Line-by-line analysis was conducted to identify meaningful statements, followed by open coding. Similar or related codes 
were compared and grouped to gradually develop themes and subthemes. Themes, subthemes, and codes were clearly 
defined, and representative examples were extracted from the data. Finally, the findings were returned to participants for 
member checking to verify the accuracy and credibility of the identified content.

Results
A total of 15 postpartum women with HDP and 9 healthcare providers participated in the interviews. Participants were 
assigned unique identifiers: patients were coded as P1 to P15, and healthcare providers as N1 to N9. The mean age of 
patients was 30.9 years (SD = 4.8), and that of healthcare providers was 40.4 years (SD = 6.4). Tables 1 and 2 summarize 
the demographic characteristics of the patients and healthcare providers, respectively. Table 3 outlines the themes and 
subthemes, supported by illustrative quotes and interpretations.

Theme 1: Individual Barriers
Limited Perception of CVD Risk
Some participants perceived HDP and preeclampsia as transient, pregnancy-related conditions, believing that the risk 
disappears after delivery rather than recognizing them as independent risk factors for future CVD. Consequently, they 
considered postpartum screening or follow-up unnecessary. 
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Table 1 Demographic and Clinical Characteristics of Postpartum Women with HDP (n=15)

Variables Mean 
(Standard Deviation)

Frequency (N) Percentage (%)

Age (years) 30.9 (4.8)

Education level

Junior college and above 10 66.7
High school and below 5 33.3

Occupation

Working (full-time) 13 86.6
Self-employed 1 6.7

Unemployed 1 6.7
HDP Type

Gestational hypertension 3 20.0

Preeclampsia 7 46.7
Superimposed preeclampsia 3 20.0

Chronic hypertension 1 6.6

Eclampsia 1 6.6
Primipara

Yes 9 60.0

No 6 40.0
Gestational age (weeks) 34.6 (3.5)

Delivery mode

Vaginal 4 26.7
Cesarean 11 73.3

Family history of hypertension

Yes 4 26.7
No 11 73.3

Notes: Values are given as percentages (%) and may not sum to 100 due to rounding. 
Abbreviation: HDP, hypertensive disorders of pregnancy.

Table 2 Characteristics of Participating Healthcare Providers (n=9)

Variables Mean 
(Standard Deviation)

Frequency (N) Percentage (%)

Age (years) 40.4 (6.4)

Years of experience 14.1 (6.1)

Workplace
Hospital obstetrics department (ward/outpatient) 5 55.6

Hospital cardiology department (ward/outpatient) 1 11.1

Community health center 3 33.3
Professional title

Physicians

Senior (chief / associate chief physician) 4 44.4
Intermediate (attending physician) 1 11.1

Nurses

Senior (co-chief supervisor nurse) 2 22.2
Intermediate (supervisor nurse) 2 22.2

Highest Degree

Doctoral 1 11.1
Master’s 4 44.4

Bachelor’s 4 44.4

Notes: Values are given as percentages (%) and may not sum to 100 due to rounding.
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Table 3 Barriers and Facilitators to Postpartum CVD Risk Screening: Themes, Subtheme, Key Illustrative Quotes, and Interpretations

Theme Subtheme Key Illustrative Quotes Interpretation

Theme 1: Individual barriers Limited perception of 
CVD risk

P1: “I had no history of hypertension before pregnancy… I am healthy 
now… screening isn’t needed”. 
N2: “…Some patients do not perceive their long-term CVD risk as 
significantly higher than women with normal pregnancies”.

Women often perceive HDP as a transient condition, leading to underestimation of long- 
term risk.

Poor ability to screen and 
apply health information

P3: “…Different doctors said different things, and I didn’t know which 
was correct”. 
P13: “…So much information, and we don’t understand medical 
knowledge”.

Women sought information about HDP and postpartum CVD risk, but the large amount 
of contradictory content left them confused and unable to judge its accuracy.

Fear-driven avoidance 
behavior

P11: “If I am found to be at high risk for CVD, I would constantly worry 
about it…it’s better not to know the results”. 
P6: “The whole pregnancy was too painful… I avoid going to the 
hospital to prevent triggering memories”.

Fears of future health risks and past negative medical experiences both contributed to 
participants’ avoidance of CVD screening.

Conflicting role priorities P4: “Taking care of my child is the most important thing… It’s very 
inconvenient with the child”. 
P14: “It’s not easy to take leave at my workplace… I avoid going to 
health check-ups that are optional”.

The intensification of maternal identity and childcare duties often leads women to 
deprioritize their own postpartum health needs.

Economic burden P9: “…It costs a lot…the family burden is heavy”. 
N3: “…Patients are very concerned about costs, which may cause 
hesitation”.

The financial burden of screening discourages participation, especially among those with 
limited means.

Theme 2: System-level barriers Lack of guidance from 
healthcare providers

N1: “Doctors mainly focus on blood pressure and complications during 
pregnancy… Long-term risks are not explicitly communicated…” 
P2: “…The focus of health guidance is mostly on newborn care and the 
mother’s short-term postpartum recovery”.

Healthcare providers did not provide explicit warnings or personalized 
recommendations regarding future CVD risk and screening for women.

Fragmented and 
unstandardized 
postpartum care system

P8: “The 42-day check was done at the maternal and child health clinic. 
After that…didn’t know which department to visit”. 
N7: “Women do not consistently attend follow-up visits in the 
community, so the information we receive is fragmented”.

The combination of unclear clinical pathways, poor care coordination, and insufficient 
information exchange hindered the timely screening of postpartum CVD risk in women 
with HDP.

Theme 3: Facilitators Family history of 
hypertension

P8: “Both my parents have hypertension, so I pay special attention to 
my cardiovascular health…I will follow my doctor’s advice”.

A family history of hypertension increased participants’ acceptance of postpartum CVD 
risk screening.

Emphasis on personal 
health

P4: “After becoming a mother, I want to accompany my baby as they 
grow. Health comes first”. 
P13: “…Regular screening is necessary”.

The transition to motherhood heightened personal health responsibility, motivating 
women to prioritize cardiovascular screening.

Strong family support P12: “My family shares health-related information with me and reminds 
me to pay attention to my diet and emotions and follow the doctor’s 
advice”.

Family members created favorable conditions for mothers to participate in health 
screenings by providing assistance.

Positive experience with 
past interventions

P2: “…The doctor gave me many effective ways…I now feel follow-up 
is very necessary…to prevent regrets”. 
P8: “…I trust the doctor, and since the screening is not complicated, 
I think it’s worth doing”.

Trust in the healthcare system, built through positive past experiences, motivated 
participants to engage in postpartum CVD screening.
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P1: I had no history of hypertension before pregnancy. My blood pressure increased in late pregnancy and was 
controlled with medication. By the third day after delivery, my blood pressure returned to normal, and I am healthy 
now. There may be some risk, but I do not think I will develop cardiovascular disease, so screening is not needed.

P5: During the 42-day postpartum check, my blood pressure was within the normal range. There’s no need to spend 
extra money on additional screening.

N2: I tell my patients that postpartum follow-up and CVD risk screening are important. However, in my experience, 
very few actually undergo screening. Some patients do not perceive their long-term CVD risk as significantly 
higher than women with normal pregnancies, and some think I am exaggerating. Even those with pre-existing 
hypertension before pregnancy often have low risk awareness.

P9: Although I have hypertension, I usually have no symptoms. Conditions like coronary heart disease or heart failure 
only appear when people get older, right?

Poor Ability to Screen and Apply Health Information
A few participants reported that they had searched for or consulted information regarding HDP and postpartum CVD risk 
screening. However, faced with a large volume of often contradictory information, they experienced confusion and 
difficulty evaluating its accuracy and relevance. As a result, the information remained at the “knowledge” level but did 
not translate into actionable behavior. 

P3: I looked online to see if I should have a follow-up. Different doctors said different things, and I did not know 
which was correct. In the end, I just measured my blood pressure at home and occasionally went to the hospital or 
community for screening.

P13: There is so much information, and we do not understand medical knowledge, so it’s hard to tell what’s right or 
wrong.

Fear-Driven Avoidance Behavior
Some participants avoided CVD screening and discussions due to the fear of being identified as high-risk, which would 
require long-term follow-up and lifestyle changes. 

P11: If I am found to be at high risk for CVD, I would constantly worry about it, which adds a lot of stress. I feel it’s 
better not to know the results.

P15: As long as I go to the hospital, there are always various problems. If I do not get checked, there will not be any 
issues. Sometimes you cannot fully trust what doctors say.

Some healthcare providers noted that negative experiences during delivery or postpartum care led women to avoid 
returning to hospitals or community health centers. 

P6: The whole pregnancy was too painful. My baby stayed in the hospital for so long. I try not to recall that period. 
Within this year, unless the baby needs it, I avoid going to the hospital to prevent triggering memories.

N8: If patients have experienced one or two difficult medical encounters, they are indeed resistant to subsequent 
healthcare visits.

Conflicting Role Priorities
During the early postpartum period, maternal role identity often reaches its peak, and personal health needs are frequently 
placed secondary to the well-being of the infant and family. For employed women, work and childcare occupy most of 
their time, leading to the indefinite postponement or neglect of self-care activities, such as scheduling appointments or 
attending follow-ups. 

P4: Taking care of my child is the most important thing. If I go out for a check-up, it takes at least half a day. 
Sometimes the results are not ready, and I have to go again the next day. It’s very inconvenient with the child.

P14: It’s not easy to take leave at my workplace. Unless the child is sick or there’s an urgent family matter, I avoid 
going to health check-ups that are optional.
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Economic Burden
Direct medical costs (eg, registration fees, examination fees, and medications) and potential indirect costs (eg, transpor
tation expenses and lost wages) together constitute an economic barrier to participation in screening, particularly for 
those with limited financial resources. 

P9: Every time I go to the hospital, it costs a lot. Various examination fees are expensive, and medications are not 
cheap. Now I also have to take care of my child, so the family burden is heavy.

P10: If this screening requires blood tests or an ultrasound, it costs at least several hundred yuan, all out-of-pocket. 
Only my husband earns money in our family, so I have to consider the finances.

N3: Some postpartum HDP patients have abnormal blood pressure, lipids, or glucose. As a physician, I need to inform 
them of potential health risks and the need for regular monitoring, but patients are very concerned about costs, 
which may cause hesitation.

Theme 2: System-Level Barriers
Lack of Guidance from Healthcare Providers
This study found that some healthcare providers did not provide explicit warnings or personalized recommendations 
regarding future CVD risk and screening for women after delivery and during subsequent follow-up. 

N1: Doctors mainly focus on blood pressure and complications during pregnancy and hospitalization after delivery. 
Long-term risks are not explicitly communicated to the mothers. If the mother or family members ask about 
monitoring or medication afterward, we usually suggest consulting internal medicine or visiting community 
institutions.

N5: During discharge follow-up, we ask about the mother’s blood pressure recovery and breastfeeding status, but we 
do not proactively tell them to undergo regular CVD risk screening. Mainly, we are not confident in this area of 
knowledge, and if we say something incorrect, it may lead to disputes.

P2: Whether at the delivery hospital or the community health center, the focus of health guidance is mostly on 
newborn care and the mother’s short-term postpartum recovery. There was no detailed explanation about long- 
term CVD risks and regular screening.

P14: Maybe the doctors and nurses briefly mentioned it during my hospitalization, but I was physically weak, and the 
environment was noisy. They could not go into detail, and I do not remember anything about it.

Fragmented and Unstandardized Postpartum Care System
Both women and healthcare providers described the postpartum care system as fragmented, lacking a structured 
pathway for cardiovascular follow-up among women with a history of HDP. After completing the routine 42-day 
postpartum check, many women felt abruptly “disconnected” from the healthcare system, uncertain about where to 
seek ongoing CVD risk assessment or which department was responsible for their care. Even when women attempted 
to seek follow-up, logistical barriers such as complex or poorly synchronized appointment systems further impeded 
engagement. 

P8: The 42-day check was done at the maternal and child health clinic. After that, I wanted to undergo CVD risk 
screening but did not know which department to visit. I ended up scheduling an appointment with obstetrics, and 
the doctor then referred me to cardiology.

P12: I prefer to go back to the hospital where I registered during my pregnancy, but I need to book an appointment in 
advance. Sometimes I forget to do so, or I cannot get a suitable time slot. It would be better if the hospital 
information system could provide reminders.

Healthcare providers similarly highlighted inconsistencies and ambiguity in postpartum care responsibilities. 
Obstetricians, cardiologists, and community health workers lacked clear role delineation, with no standardized mechan
isms for transitioning patients from one setting to another. Providers also noted that postpartum visits in maternal and 
child health clinics predominantly focused on lactation and pelvic floor rehabilitation, with little attention given to 
cardiovascular risk assessment or related counseling. 
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N1: In practice, we do not even see the results of the 42-day postpartum check. Beyond that, the patient is no longer 
under obstetrics. Cardiology or community healthcare institutions should take over this work.

N6: In maternal and child health clinics, most consultations are about breastfeeding or pelvic floor rehabilitation. We have 
never received inquiries about CVD risk screening, and we have not provided related education or risk communication.

Fragmentation was further compounded by poor coordination and limited information exchange between tertiary 
hospitals and community health service centers. Many women doubted whether community hospitals had the capacity to 
conduct CVD screening or provide appropriate follow-up, leading them to bypass primary care entirely. 

P4: Our community hospital is very basic, with only a few doctors. If some examinations or treatments cannot be done 
there, I still have to go to a tertiary general hospital. It’s better to go to the big hospital directly from the start.

Community providers also expressed challenges due to fragmented clinical information and inconsistent follow-up 
attendance. 

N7: Women do not consistently attend follow-up visits in the community, so the information we receive is fragmented, 
and community management is somewhat disorganized.

N9: There is poor linkage between community hospitals and the maternity hospitals where women delivered. We 
cannot access pregnancy and delivery information, which makes it difficult to follow up on postpartum care for 
women with HDP.

Overall, these accounts illustrate a fragmented and unstandardized postpartum care system, in which unclear path
ways, poor coordination, and inadequate information sharing collectively hindered timely postpartum CVD risk screen
ing for women with HDP.

Theme 3: Facilitators
Family History of Hypertension
Several participants with a family history of hypertension highlighted how this background influenced their acceptance of 
postpartum CVD risk screening, shaping their perceptions and motivating behavior change. 

P3: My grandmother died of coronary heart disease, and my blood pressure was already abnormal before pregnancy. 
This preterm birth experience made me more aware of the importance of blood pressure control, so I monitor my 
blood pressure regularly and consult doctors about medication use.

P8: Both my parents have hypertension, so I pay special attention to my cardiovascular health. Developing preeclampsia was 
a warning for me. I will follow my doctor’s advice and undergo regular screening for early detection and intervention.

Emphasis on Personal Health
Following childbirth, which was described as a major life transition, some participants demonstrated a heightened sense 
of personal health responsibility. This awareness motivated them to prioritize time and resources for postpartum CVD 
risk screening. 

P4: After becoming a mother, I want to accompany my baby as they grow. Health comes first, so no matter how busy 
I am with work, I make time to visit the hospital.

P13: After giving birth, I felt my body was much weaker than before. With age, health problems will arise, so regular 
screening is necessary. Cardiovascular diseases are so common nowadays.

Strong Family Support
Participants highlighted the importance of family members, particularly spouses and parents, in facilitating health- 
promoting behaviors. Emotional encouragement and practical support, such as childcare assistance or accompaniment to 
medical visits, were described as critical enablers of postpartum CVD risk screening. 

P10: My husband takes my health seriously. He takes responsibility for caring for our child and reminds me to attend 
check-ups on time.

P12: My family shares health-related information with me and reminds me to pay attention to my diet and emotions 
and follow the doctor’s advice.
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Positive Experience with Past Interventions
Positive past experiences, such as timely detection of health problems during prenatal check-ups and subsequent effective 
interventions, strengthened participants’ belief in the value of screening. These experiences motivated them to engage in 
postpartum CVD risk screening. 

P2: During my prenatal check-up, I was told that my blood sugar was high. The doctor gave me many effective ways to 
control it, which helped me avoid gestational diabetes. I now feel follow-up is very necessary—if screening 
identifies risks, adjustments can be made in time to prevent regrets.

P8: At my 3-month postpartum visit, my body mass index was found to be 31.4 kg/m2, which is considered obese. The 
doctor advised me to control my weight through diet and exercise. I trust the doctor, and since the screening is not 
complicated, I think it’s worth doing.

Discussion
This study represents the first qualitative investigation in China to examine the barriers and facilitators to postpartum 
CVD risk screening among women with HDP, integrating perspectives from both patients and healthcare providers. 
Three overarching themes emerged: individual-level barriers, system-level barriers, and facilitators. These findings 
indicate that postpartum screening behaviors are shaped by a complex interplay of cognitive, emotional, social, and 
organizational factors, rather than being solely the result of individual choice. Understanding these determinants is 
crucial for developing interventions that effectively enhance postpartum cardiovascular health in this high-risk 
population.

At the individual level, insufficient risk perception and limited capacity to access, filter, and apply health information 
are major barriers. Most women with HDP did not recognize the link between elevated blood pressure during pregnancy 
and long-term cardiovascular risk, which contributed to low awareness and neglect of postpartum screening, consistent 
with Roth et al.23 Even when patients actively sought information, the specialized nature and volume of medical content 
made it challenging for those without a medical background to distinguish credible guidance from misinformation. This 
often resulted in indecision, delays, or avoidance of screening. In China, patients generally perceive information from 
higher-level hospitals as the most credible and trustworthy,24 highlighting the importance of authoritative guidance in 
promoting adherence to recommended follow-up practices. However, our findings indicate that healthcare providers often 
placed limited emphasis on postpartum CVD screening, exhibited inconsistent knowledge regarding relevant procedures, 
and lacked confidence in patient education. In some cases, providers failed to proactively inform women about long-term 
CVD risks. Addressing this gap requires providing healthcare professionals with accessible resources, evidence-based 
training, and opportunities to update knowledge on postpartum CVD risk management. Clinicians should also recognize 
their critical role in promoting lifelong health, enhance their professional responsibility, and actively engage in patients’ 
health throughout the reproductive life course. These efforts can improve patients’ understanding of their own health, 
strengthen their ability to interpret and apply health information, and ultimately increase participation in postpartum 
CVD risk screening.

Fear emerged as a critical emotional barrier influencing postpartum screening behaviors. Some women avoided CVD 
screening to mitigate psychological stress associated with potentially unfavorable results (“fear of results”) or due to 
previous traumatic birth experiences (“trauma-related avoidance”). This avoidance behavior represents a protective 
psychological mechanism rather than disregard for health. Postpartum posttraumatic stress disorder (PTSD), defined as 
a mental disorder arising after exposure to traumatic events during pregnancy or postpartum, including complications, 
traumatic births, or high neonatal risk,25 has been shown to be associated with heavy medical histories, previous 
gynecological disorders, and preeclampsia.26 Consistently, some women in our study deliberately avoided settings, 
personnel, or situations related to childbirth, which hindered follow-up. According to the fear-avoidance model, adverse 
medical experiences may trigger catastrophic thinking, hypervigilance, and excessive fear, which prompt avoidance as 
a coping strategy. Over time, such avoidance can lead to unfavorable health outcomes, which further reinforce fear, 
creating a vicious cycle.27 Healthcare providers should carefully assess women’s psychological status during the perinatal 
period, deliver humanistic care, and improve the overall childbirth and healthcare experience. Simultaneously, they 
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should provide clear, accurate, and feasible strategies for postpartum CVD risk management to reduce psychological 
burden, correct misconceptions, and break the fear-avoidance cycle.

System-level barriers centered around fragmented and unstandardized postpartum care system. Our findings suggest 
that women’s difficulties stem not from two independent problems, but from a single overarching issue—fragmented 
postpartum care system—characterized by unclear pathways, poor referral coordination, and lack of information 
continuity across healthcare settings. Similar challenges have been reported in England, where fragmented systems 
compromise postpartum care.28 Establishing standardized, integrated transitional care models is urgently needed, with 
clearly defined pathways for transferring care from obstetrics to cardiology or community hospitals.29 Effective integra
tion requires information sharing and bidirectional referral mechanisms between tertiary hospitals and community health 
centers, clear delineation of responsibilities, service content, and follow-up timing among different providers, as well as 
investment in medical infrastructure at the community level to ensure continuous, high-quality postpartum care.

Current risk prediction tools, including the Prediction for ASCVD Risk in China (China-PAR) model, have limita
tions in evaluating CVD risk among women with HDP.30 Future research should focus on developing tailored, digitalized 
postpartum CVD screening and assessment tools that incorporate obstetric factors, biomarkers, and other relevant clinical 
parameters.31,32 Mobile health technologies and app-based reminders could enhance access, adherence, and engagement, 
providing convenient platforms for remote monitoring and individualized health education.33

Socioeconomic and role-related factors also influenced screening behaviors. Postpartum women often experience 
a role transition in which maternal and family responsibilities take precedence over personal health needs, resulting in 
missed follow-up appointments.34 Financial burdens further exacerbate these barriers; although some Chinese cities 
include the postpartum 42-day check-up in insurance coverage, long-term CVD risk screening remains largely out-of- 
pocket.35 Policy-level interventions could include integrating postpartum CVD risk screening into national public health 
programs, expanding insurance coverage, and aligning maternal follow-up with infant care and vaccination schedules to 
reduce logistical and financial barriers. Concurrently, healthcare providers should deliver tailored education to strengthen 
awareness of early CVD risk detection and motivate high-risk women to engage in preventive care.

Facilitators of postpartum CVD risk screening included a family history of hypertension, strong family support, 
heightened attention to personal health, and historically perceived benefits of prior interventions. A family history of 
hypertension serves as a salient risk cue, significantly enhancing patients’ risk perception and motivation for screening.36 

Family support–through shared childcare responsibilities, financial assistance, reminders, and emotional encouragement 
—provides practical and psychological resources that promote adherence.37 Positive experiences from prior medical 
interventions foster trust in healthcare systems, enhance perceived benefits of preventive actions, and reinforce proactive 
health behaviors, consistent with the Health Belief Model.38 Integrating family-centered health education, shared 
decision-making, and clear communication of benefits during the perinatal period can strengthen intrinsic motivation 
and convert the postpartum period into a critical window for CVD prevention.

A comparative synthesis showed both convergence and divergence. Both groups recognized limited awareness of 
long-term CVD risk and acknowledged gaps in postpartum health communication. Patients and providers also described 
the postpartum care pathway as fragmented, characterized by unclear referral routes, poor coordination between tertiary 
hospitals and community health centers, and inconsistent follow-up. However, notable differences emerged. Patients 
emphasized confusion from inconsistent health information, fear-driven avoidance, logistical difficulties with appoint
ments, and low confidence in community-level care. In contrast, providers highlighted institutional role ambiguity, lack 
of standardized referral mechanisms, and insufficient training in postpartum CVD risk management. Providers often 
attributed missed follow-up to poor patient adherence, whereas patients cited emotional distress and trauma-related 
avoidance. These differences show that patients and providers perceive the same system through distinct lenses, under
scoring the need for integrated strategies that enhance both patient navigation and provider workflow.

Practical Implications
Building on these barriers and facilitators, our findings provide several practical directions for strengthening postpartum 
CVD risk management among women with HDP in China. First, incorporating standardized CVD risk assessments into 
routine postpartum visits—such as the 42-day review and scheduled follow-ups at 3, 6, and 12 months—and establishing 
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clear transition protocols between obstetric, cardiology, and community services may help reduce care fragmentation and 
improve continuity. Second, implementing brief, structured counseling at discharge and enhancing provider training on 
long-term CVD risks could address persistent gaps in patient awareness and inconsistent guidance identified in this study. 
Third, digital health tools, including app-based reminders, home blood pressure and weight monitoring, and interoperable 
electronic platforms linking tertiary hospitals with community health centers, may facilitate timely follow-up, improve 
information flow, and reduce logistical barriers for postpartum women. Finally, policy efforts to subsidize essential CVD 
screening tests and integrate family-centered education—leveraging the strong role of spouses and caregivers—could 
further promote adherence to risk monitoring and support sustainable cardiovascular prevention during the postpartum 
period.

Limitations
This study has several limitations. First, the interviews were conducted exclusively with women with HDP and 
healthcare providers from a single tertiary hospital in China, which may limit the generalizability of the findings. 
Second, the study only tracked postpartum CVD risk screening behaviors within 3–12 months after delivery. Over time, 
women’s role adaptation, psychosocial stress levels, and health priorities may change, potentially influencing their 
engagement in CVD risk screening. Third, considering regional variations in cultural background, economic conditions, 
and healthcare service delivery across China, our findings may not fully capture the diversity of experiences in other 
settings. Fourth, one patient participant had a healthcare professional background (nurse), which may have influenced the 
way she interpreted or articulated her postpartum screening experiences; however, her responses were analyzed in the 
same manner as those of other patient participants, and no disproportionate impact on theme development was observed. 
Fifth, although rigorous procedures were followed, potential researcher bias cannot be completely excluded, as the 
interviewer was also involved in data analysis. To minimize this risk, theme development and coding decisions were 
discussed within the research team, and discrepancies were resolved through consensus. Finally, as the interviews were 
conducted in Mandarin and subsequently translated into English for reporting, translation bias may have occurred. This 
risk was mitigated through bilingual review and cross-checking of translated excerpts to ensure accuracy and preserve 
meaning. Therefore, future studies should consider conducting multicenter, larger-sample investigations across different 
provinces to explore barriers and facilitators to postpartum CVD risk screening among women with HDP at various 
stages after delivery and within diverse healthcare service models. Such research could provide more comprehensive and 
regionally representative evidence to inform tailored interventions and policy development.

Conclusions
Postpartum engagement in CVD risk screening among women with HDP is critical for maintaining long-term cardio
vascular health. This qualitative study, incorporating perspectives from both patients and healthcare providers, provides 
an in-depth understanding of the barriers faced by women in undergoing CVD risk screening, including insufficient risk 
perception, fear and psychological stress, economic constraints, and fragmented or inconsistent follow-up processes. 
Additionally, the study identifies key facilitators and practical recommendations to promote postpartum screening. These 
findings offer valuable insights for designing educational and behavioral interventions targeting patients, families, and 
healthcare professionals, with the ultimate goal of improving CVD screening uptake and the implementation of risk 
management strategies. Future interventions should focus on enhancing patients’ awareness and understanding of CVD 
risk, strengthening coordinated care between hospitals and community services, integrating family involvement, and 
providing broader social support to optimize postpartum cardiovascular health outcomes.
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