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A B S T R A C T

Background: Pregnancy complications like gestational diabetes and hypertensive disorders increase maternal 
cardiovascular risk. However, evidence on how to best implement cardiovascular risk management (CVRM) in 
multi-ethnic contexts remains limited. Existing studies primarily focus on white populations, despite disparities 
in CVD risk and the risk of pregnancy complications across ethnic groups.
Objective: This study explores experiences, barriers, and improvements in postpartum CVRM from women’s and 
healthcare providers’ perspectives, aiming to enhance cardiovascular disease prevention in multi-ethnic 
contexts.
Study Design: We conducted semi-structured interviews with 25 postpartum women who experienced hyper
tensive disorders of pregnancy or gestational diabetes, recruited to reflect diverse ethnic and socioeconomic 
backgrounds. Using a narrative approach, interviews covered CVRM experiences and preferences. Themes were 
triangulated with findings from 16 healthcare providers, including general practitioners, midwives, and spe
cialists, discussing care delivery, optimal practices, and multi-ethnic considerations. Results were integrated in a 
patient journey map.
Results: Significant dropout occurred at the transition from obstetric to primary care and during long-term 
monitoring, especially among ethnic minorities and women with lower socioeconomic status and disease 
severity. Women often lacked risk awareness and missed follow-ups when self-scheduling was required. Most 
supported tailored cardiovascular risk education, lifestyle interventions, and proactive outreach. Healthcare 
providers emphasized the need for interdisciplinary communication, regional protocols, and clearer guidelines, 
noting variability in general practitioners’ support for routine monitoring.
Conclusion: Postpartum CVRM in multi-ethnic contexts could be improved with active outreach, better follow-up 
utilization, culturally tailored interventions, and regional multidisciplinary protocols to streamline care and 
address guideline inconsistencies.

1. Introduction

Hypertensive disorders of pregnancy (HDP) and gestational diabetes 

mellitus (GDM) are associated with a 2 to 4-fold increased risk of future 
maternal cardiovascular disease (CVD) compared to healthy pregnancy 
[1–3]. Since complicated pregnancies occur early during the life course, 
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they provide opportunities for early risk profiling and prevention of 
CVD, which may contribute to lowering the burden of CVD later in life 
[4]. Although the increased CVD risk after HDP/GDM is well estab
lished, evidence is limited on how to best implement measures to 
manage and reduce the future CVD risk in women after HDP/GDM [5].

Despite the existence of national and international guidelines rec
ommending structured postpartum cardiovascular risk management 
(CVRM) after HDP/GDM [6,7], previous studies have shown that 
implementation varies, both in healthcare provider (HCP) initiated of
fering and in the uptake of postpartum-CVRM [8–10]. Women’s and 
HCPs’ perspectives on postpartum-CVRM have previously been studied 
to improve care [11–16]. However, study participants have been pre
dominantly of white European origin, while disparities exist between 
women from different ethnic groups. Women from some ethnic minority 
groups have higher rates of pregnancy complications [17], less favorable 
CVD risk profiles at younger ages and worse prognoses compared to 
majority populations in high-income countries [18,19]. Moreover, the 
studies often lacked diversity in socioeconomic background and often 
selected a group with high interest in the topic [12–14].

To provide adequate and targeted postpartum-CVRM to all – and 
potentially reduce the burden of CVD in a broader group of women– 
perspectives on postpartum-CVRM in a multi-ethnic context should be 
considered. Therefore, the objective of this study was to uncover expe
riences, barriers, and potential improvements, from both women’s and 
HCPs’ perspectives, regarding postpartum-CVRM in a diverse multi- 
ethnic context.

2. Materials and methods

We performed a qualitative study among women who experienced 
HDP/GDM (who we proceed to call women for conciseness) and among 
HCPs generally involved in postpartum care. Integrated Patient Journey 
Mapping was used as a framework to collect the data and organize the 
findings from thematic analyses [20–22]. A comprehensive description 
of the methods following the standard reporting of qualitative research 
(SQSR) guidelines is found in Supplementary Table 1 [23].

In short, we recruited women with diverse, self-reported ethnic 
backgrounds living in the Netherlands. Women were eligible if they 
were between three months to five years postpartum and had experi
enced HDP/GDM, based on self-report. HDP included gestational hy
pertension, (pre)eclampsia (PE) and Hemolysis, Elevated Liver enzymes 
and Low platelets (HELLP) syndrome. Women with pre-existing cardiac 
conditions and/or hypertension and/or type II diabetes mellitus were 
excluded. Findings were discussed in, and triangulated with data from, 
interviews with HCPs (e.g., midwives, general practitioners (GPs), GP 
practice nurses, obstetricians, and internal medicine specialists). We 
used purposive sampling to reach quota per subgroup of women (six to 
eight participants per group) and HCPs (three participants per group). 
The study was approved by the Medical Ethical Review Board of the 
Amsterdam University Medical Center. All the participants provided 
informed consent.

Semi-structured interviews with women and HCPs lasted 60 and 40 
min, respectively, and were held between January 2023 and March 
2024 through videoconferencing or on a location of the participant’s 
choice. Supplementary Table 2 contains the translated topic lists. Audio 
and video recordings were transcribed, de-identified, quality checked 
and locked before analysis. Women and HCP interviews were themati
cally analyzed separately. Coding was done by multiple coders, mostly 
deductively based on the topic list while allowing for inductive coding. 
Subsequently, we analyzed patterns in the women’s data by migration 
background, socioeconomic status (SES), obstetric history and disease 
severity. Emerging themes and subthemes from thematic analyses were 
discussed among the entire research team in monthly meetings and final 
selection was based on consensus.

3. Results

In total n = 41 participants were included. The n = 25 patient par
ticipants, consisted of n = 7 women with a Dutch background and n = 18 
women with an ethnic minority background (i.e., Moroccan, African 
Surinamese, South Asian Surinamese, Eritrean, Somalian, Ghanaian, 
Aruban and Turkish backgrounds; Table 1). Of the women with an 
ethnic minority background, n = 16 were born and raised in the 
Netherlands, while n = 2 were born abroad. All women, except one with 
an ethnic minority background, were sufficiently proficient in Dutch. 
The distribution of educational level and employment status differed 
between participants with a Dutch background and those with an ethnic 
minority background. Participants with a Dutch background were more 
often highly educated and actively employed, while participants with an 
ethnic minority background were more often unemployed or had a 
lower educational level (Table 1). The women with a Dutch background 
were more often parous compared to those from an ethnic minority 
background. The n = 16 HCP participants consisted of n = 3 midwives, 
GPs, GP assistants and internal medicine specialists and n = 4 obste
tricians. The mean age for women and HCPs was 33.3(4.9) and 44.9 
(13.2) years, respectively. Of HCPs, n = 2 were male.

In the next paragraphs, we present general findings that were similar 
for the total group of women and findings for HCPs on: A) Experiences 
with the current postpartum-CVRM care pathway and B) Preferences for 
CVD risk education, lifestyle interventions and routine GP monitoring. 
We discuss findings that were specific to women from an ethnic minority 
background separately in paragraph C) Focus points for postpartum- 
CVRM in a multi-ethnic population. Quotes from the interviews sup
port our principal findings (Table 2). A full overview of all themes and 
subthemes can be found in Supplementary Table 3.

3.1. Experiences with current postpartum-CVRM care pathway

We identified four main phases in the patient journey (Fig. 1), based 
on women’s and HCPs’ descriptions combined with the organization of 
obstetric care and CVRM within the Dutch healthcare system: 1) The 
first ten days postpartum, concluded by a community midwife (home) 
visit. 2) One to six weeks postpartum, ending with a week 6-appoint
ment at the community midwife or obstetrician. 3) Six weeks to 12 

Table 1 
Characteristics of patient sample.

Dutch 
BACKGROUND 
n = 7

Ethnic MInority 
BACKGROUND 
n = 18

Age − Mean (Sd) 36.7 (0.9) 32 (4.8)
Socioeconomic Status
Educational Level High – N (%) 

Educational Level Low to 
Intermediate – N (%) 

5 (71.4)1  
(14.3) 

8 (44.4)10  
(55.5) 

Paid Work − N (%) 7 (100) 10 (55.5)
Parity (Nulliparous) − N (%) 2 (28.6) 14(77.8 %)

Self-Reported Diagnosis**
Gestational Hypertension − N (%) 1 (14.3) 1 (5.5)
(Pre)Eclampsia − N (%) 4 (28.6) 14 (66.6)
− of which HELLP Syndrome − N (%) 2 (28.6) 2 (11.1)
Gestational Diabetes Mellitus − N (%) 2 (28.6) 11 (61.1)
Pregnancy duration (weeks) − median 

(range)
37 (29–40) 37 (23–42)

Cesarean section − N (%) 4 (57.1) 5 (27.7)
time between birth and interview 

(months) − median (range)
11 (5–48) 16 (3–60)

Abbreviations: HELLP = Hemolysis, Elevated Liver enzymes and Low Platelets.
*Parity at time of index pregnancy.
**Numbers do not add up, self-reported hypertensive disorders of pregnancy, 
combined with & gestational diabetes mellitus are included.
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months postpartum, during which people may receive care at the GP, 
when indicated. 4) Beyond one year postpartum, routine monitoring by 
GP, annually in the first five years postpartum followed by once every 
three years, according to clinical guidelines [5].

Many women did not recall receiving CVD risk education in any 
phase of the care pathway with some heterogeneity depending on ethnic 
background. Most women received lifestyle advice, varying from gen
eral advice to in-depth personal counselling. While lifestyle advice was 
often already initiated during pregnancy in women with GDM, many did 
not follow through postpartum. Less than half of eligible women (those 
past one year postpartum) received routine monitoring by their GP. 
Compared to women with GDM, those with HDP were less often 
informed and less aware of the recommendations for lifestyle im
provements and GP monitoring. Here, we also saw a different pattern 
from women from the majority compared to minority backgrounds. 
Moreover, women with HDP reported that the disease itself had affected 
information retention, motivation and initiative concerning CVRM (e.g., 
through impacted energy levels, mental health, work participation and 
memory; Table 2, quote 1).

The patient journey map shows the variation in received/provided 
CVD risk education, lifestyle advice and (routine) monitoring, and 
barriers and solutions along the care pathway (Fig. 1). The lack of 
received care may partly relate to the reported dropout during the care 
pathway, especially at phase 2 (week 6-appointment) and phase 4 
(routine GP monitoring). Those missing the week 6-appointment often 
had an ethnic minority background and/or had lower disease severity 
(Table 2, quote 2). Women indicated that they were unaware about the 
potential important health information provided during these visits, the 

fact that they had to make appointments themselves, or that they were 
unsure about where to receive care after transfers between hospitals. 
Negative experiences during pregnancy and birth, like the perception of 
not been taken seriously or the lack of shared decision making, some
times led to care avoidance, including for postpartum-CVRM.

HCPs confirmed patient findings on CVD risk education, lifestyle 
intervention and GP monitoring. All HCPs indicated having provided 
CVD risk education and lifestyle interventions to women after GDM and/ 
or HDP, but to varying degrees. They were more likely to do so after 
GDM than HDP, partly because of implemented guidelines on diabetes 
prevention, which include advice on CVRM after GDM. In general, most 
HCPs see benefits of early prevention for young women but acknowl
edge the burden on the healthcare system as a barrier. Some GPs were 
concerned about fragmented CVRM guidelines for specific patient 
groups and feel there is insufficient evidence for monitoring and lifestyle 
interventions after HDP/GDM (Table 2, quote 3). Many HCPs also 
recognized the frequent dropouts and confirm that the reliance on 
women’ own initiative to make appointments may be a contributor, 
especially for women with a minority background. Some HCPs imple
mented active outreach with repeated calls, home visits and active 
scheduling of appointments. However, limited time and financial 
compensation prevent universal adoption of these strategies.

System barriers may also be a potential contributor. For instance, 
most HCPs assumed women have a week 6-appointment with either an 
obstetrician or with a community midwife. However, midwives indi
cated that this is not standard practice, potentially leading to women 
experiencing a gap in care (Table 2, quote 4). Additionally, GPs high
lighted that while a recent multidisciplinary guideline calls for follow-up 

Table 2 
Quotes from patients and providers.

PATIENT AND PROVIDER QUOTES

1. “And I think that’s a strange thing, too, because I was not all there. I wasn’t myself […] I would say no, I missed [CVD risk information]..Because I’m now a member of the HELLP foundation. 
That’s how I found out. Because I was so sick. Even after [HELLP], I stayed weaker. Maybe they told me, but I wasn’t all there.” ~ Participant with acute HELLP syndrome, ethnic minority 
background

2. “No, I didn’t have a follow-up check. That’s actually also because she said you have to schedule [the appointment] yourself, but I didn’t really feel like it. So, in the end it didn’t happen.” ~ 
Participant with GDM, ethnic minority background

3. “You know that people who had a hypertensive disorder during pregnancy that their [cardiovascular diseases] risk is increased later on. But what hasn’t been shown, or what we don’t know is 
what is sensible care after, right? How often you have to check them to see if it’s okay? To medicate so young or not? There’s just no evidence for that. So that also makes it difficult to offer 
structural care for it.” ~GP

4. “If someone had an otherwise uncomplicated delivery and the blood pressure was all normal, they went home without medication, then from the hospital they won’t get the call for the follow-up 
check, by default […]There are also [midwife] practices that, only if they themselves have accompanied the delivery, they see those people for follow-up checks. So, I suspect that those people 
who have indeed been in the hospital, but then went home fairly OK, or just without complications, that those are people who get lost between the cracks.” ~ Community midwife

5. “I had wanted to hear it [cardiovascular diseases risk information], so I know what to expect. Because now that I know, I know what to expect and I can prepare myself. I can start living 
healthier, I can do all kinds of things.” ~ Participant with PE, ethnic minority background

6. “No, I really prefer someone talking to me and to explain clearly. Because nine times out of ten I put a leaflet in my bag and never read it again. ~ Participant with GDM/PE/HELLP, ethnic 
minority background

7. “…when they are 34, 35 weeks pregnant, so to speak, and have severe preeclampsia, yes, there is already quite a lot coming at them. […] what I particularly go into at that moment is what is 
going on right now and how we are going to treat it. And the long-term [cardiovascular diseases risk] consequences, I think that’s more for when they come for the follow-up visit […].” 
~Obstetrician

8. “Well, everybody knows that. Everybody knows that you shouldn’t smoke, you shouldn’t drink, you should exercise enough, you should eat healthily. […] You know, it’s just such standard 
textbook stuff. […] People need more tools than just the standard lines.” ~ Participant with acute HELLP, Dutch background

9. “I sincerely believe that with the current care burden, how society is developing, with an aging population and more chronic diseases and obesity, we need to have a discussion because it will 
soon be impossible to sustain. Because there just won’t be enough care providers left in institutions to do all those jobs. […] So just to be clear, yes, we as healthcare providers absolutely have a 
responsibility and the task there. We need to look at how we can manage it within the healthcare system as good as possible, so that every woman who is entitled to it receives good aftercare and 
also is detected in a timely manner if they cross the margins. But I also think there is a task and a duty for the individual and for society.” ~Internal medicine specialist

10. “Because she [the GP] had said to me: ’You have to have your blood pressure measured once a year but, you have to make an appointment yourself’. Then, yeah, if you are busy with kids and 
work, you think: ’I’ll see’. But if someone calls me and says it’s time to check my blood pressure, then, yes, that’s much easier […] no, it’s not that I think like: ’oh, I have to make an 
appointment next week because I have to measure my blood pressure.’ If I have no symptoms, then I assume that I am doing just fine”. ~ Participant with GDM/PE, ethnic minority 
background

11. “I’m very aware of [recommendations for cardiovascular diseases risk monitoring], but I can imagine that women who are either low-literate or don’t speak the language or have some other 
barrier or obstacle in their language skills or something like that. That those are less engaged, because they may not quite understand, either what to do or when to come back for another 
appointment. […] You have to figure it out yourself and you don’t know the infrastructure, for example. You haven’t been in the Netherlands that long yet. You can imagine that those women 
have a worse outcome because they don’t know when they have to have blood tests again.” ~ Participant with GDM, ethnic minority background

12. “Well, I know that people of Moroccan descent eat a lot of bread. If someone develops diabetes […] I do explain that bread contains a lot of carbs. I do try to make them aware. […] the 
Hindustani have a lot of white rice, you know. So that’s kind of hard […] I wonder if they manage to adjust.”~GP practice nurse

13. “Certainly, the people who are less fluent in Dutch are not going to call the doctor themselves to make an appointment. […] They might barely understand what the problem is. […]but then to 
take that step to call the doctor yourself, calling the doctor at all is often complicated. […]Well, I think, to put it very bluntly: The highly educated Dutch women who are well informed and 
really understand what the problem is, that they can cope with it. But the people who are less fluent in Dutch, or less educated, who just don’t see the problem at all, will never take that step. 
While in terms of lifestyle, these are also the people who are often less healthy and more at risk.” ~Community midwife

Abbreviations: GDM = gestational diabetes mellitus, GP = general practitioner, PE = preeclampsia, HELLP = Hemolysis, Elevated Liver enzymes and Low Platelets,
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and monitoring after reproductive disorders, the central CVRM GP 
guideline does not. According to GPs, this leads to increased practice 
variation. Finally, CVRM is not structurally covered after HDP/GDM. 
HCPs indicate this hampers implementation and innovation. HCPs 
further noted a lack of regional protocols and interdisciplinary 
communication at hospital discharge.

To improve current CVRM, HCPs emphasized the importance of 
interdisciplinary communication across settings to ensure continued 
CVRM. According to them, this may benefit groups already at higher risk 
due to lower SES and health literacy. They suggested creating regional 
protocols with standardized phrases in referral letters to improve care 
continuity and communication. Midwives suggested a routine week 6- 

appointmentfor those that did not give birth in primary care. More
over, GPs noted that better identifiability of patients in records is needed 
to allow active outreach and routine monitoring.

3.2. Preferences for CVD risk education, lifestyle interventions and 
routine GP monitoring

3.2.1. CVD risk education
Both women and HCPs acknowledged that being informed about 

CVD risk is a first, essential step for women to engage in CVRM. Ac
cording to women, being informed allows them to try and prevent CVD 
in the future and prepare their health for future pregnancies (Table 2, 

Fig. 1. Patient Journey Map Postpartum Cardiovascular Risk Management. Abbreviations: CVRM = cardiovascular risk management, GDM = gestational diabetes 
mellitus, HDP = hypertensive disorders of pregnancy, CVD = cardiovascular disease, GP = general practitioner.
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quote 5). While women from all backgrounds expressed the desire to 
receive CVD risk education from their HCPs, a few preferred not to be 
informed during the pregnancy because of potential added stress. In 
general, repeated information provision was desired during and beyond 
pregnancy, for example at diagnosis, at the week 6-appointment by the 
obstetrician or community midwife, and after 3–6 months by the GP. 
Overall, the week 6-appointment was mentioned by women in all groups 
as the most appropriate moment for CVD risk education, even by those 
who missed the appointment. However, even when a week 6-appoint
ment was planned, women and HCPs indicated it is currently underu
tilized for the purpose of CVRM because it centers around postpartum 
recovery. In general, women prefer to receive information in-person 
from a trusted HCP (Table 2, quote 6), so they can ask questions. 
Furthermore, women mentioned that information leaflets are likely to 
go unread although there was some heterogeneity between women 
depending on ethnic background. Only women that are highly educated 
mentioned a preference for websites. HCPs added that information on 
future health risks should at least be given before the patient is released 
from obstetric care while allowing women time to adapt to their new 
circumstances (Table 2, quote 7). HCPs confirmed that leaflets should 
not be the only source of CVD risk education.

3.2.2. Lifestyle interventions
Around half of the women indicated that they were open to 

personalized lifestyle interventions. The preferred timing of lifestyle 
interventions according to women, including specific support for weight 
loss, was around 6 months, and initiated by the GP (or dietician, physical 
therapist, exercise program). Women also mentioned that putting rec
ommendations into practice is challenging and they need help doing so 
(Table 2, quote 8). Women who had a negative attitude towards lifestyle 
interventions were often beyond four years postpartum. We were unable 
to discern if this was because of lowering of CVD risk perception or lost 
motivation. Those working in healthcare perceived themselves to be 
self-sufficient in making the required lifestyle changes.

HCPs from hospital settings recognize that they have limited time 
(up to six weeks postpartum and in short consultations) to establish 
behavioral changes and therefore focus on improvements during preg
nancy. They feel the designated place for continued lifestyle in
terventions is in the GP practices. Some HCPs proposed the use of 
lifestyle apps, but only highly educated women actively mentioned 
using them. Additionally, HCPs emphasized that effectively changing 
lifestyle behavior requires motivational counselling skills and tailored 
interventions to suit patient’s personal situation and preferences. All 
HCPs mentioned ethnic background needs to be taken into account.

Lastly, according to HCPs solutions should not just be sought in 
healthcare. They advocate for more general measures, such as greater 
societal awareness of hypertension and weight management (Table 2, 
quote 9).

3.2.3. Routine GP monitoring
Most women were positive about routine blood pressure and glucose 

value checks, perceiving such monitoring as important for their health, 
an opportunity to discover CVD risk factors sooner and be a healthy 
mother. However, a few women mentioned that out-of-pocket costs (e.g. 
for laboratory tests), as a barrier to routine monitoring.

In all women, frequently emerging theme was the desire to be 
actively invited and reminded by the GP. Women indicated this would 
be a solution to mothers prioritizing other things over their own health 
and therefore often do not initiate these appointments (Table 2, quote 
10). This finding seemed not so much related to the number of children 
women had, but to being a mother and performing the role of caretaker. 
Sometimes, women had received opportunistic monitoring during visits 
for other health problems (i.e., iron deficiency, contraception) and 
found that this was an efficient way of receiving monitoring. Addition
ally, some women said they would like a stronger focus on lifestyle in
terventions (which would perceptively normalize the future risk of CVD) 

than on routine GP monitoring. These women were all highly educated 
or healthcare providers.

To facilitate early detection and outreach, and to lower financial 
barriers for women, some GPs and GP practice nurses suggested to 
include women after HDP/GDM in the Dutch integrated care program 
for CVRM for routine monitoring. Other GPs were hesitant to add groups 
to the Dutch integrated CVRM program due to ongoing debate among 
GPs about the growing focus on prevention, potentially overburdening 
the primary care system. Several HCPs called for strengthening of 
regional protocols and collaborations. As an example of collaboration, 
we found GPs that organized their clinics to be highly integrated with a 
community midwife clinic. This initially served a practical purpose: to 
prevent mental health problems and unintended pregnancies. Due to the 
close collaboration, the involved HCPs perceived they could keep better 
track of women who had HDP/GDM and provide CVRM.

3.3. Focus points for postpartum-CVRM in a multi-ethnic population

A general pattern was observed of women with an ethnic minority 
background, lower SES and lower disease severity being less informed 
and more often missing the week 6-appointment, routine GP moni
toring, and the potential subsequent lifestyle interventions. Women with 
an ethnic minority background often reflected on the downstream ef
fects of missing important health information (sometimes not through 
their own direct experience but observed in members of their family or 
community). This was not mentioned by the majority group. Unclear 
information and recommendations may lead to symptoms not being 
recognized and delayed care. This may be further compounded when 
people do not understand the healthcare system (Table 2, quote 11), and 
by cultural perceptions of pregnancy which may influence lifestyle 
behavior that can persist in the postpartum period. Although women in 
general preferred in-person information transfer to written information, 
written material in several languages was desired to reach people with a 
language barrier. Women suggested that to adequately reach people 
with ethnic minority backgrounds, information transfer should take 
place in peoples’ own environments, like community gatherings, outside 
of the medical system. Moreover, women with ethnic minority back
grounds more often spontaneously mentioned the relevance of having 
family members with diabetes or CVD who actively supported them with 
advice (e.g., to reduce salt intake, home blood pressure monitoring and 
routine monitoring). At the same time, family members had a negative 
influence when the family members felt it was a burden to adjust dietary 
patterns to their needs, dismissed their health concerns or implied they 
were to blame for the pregnancy complications. Lastly, it was noted that 
several women with an ethnic minority background experienced being 
stereotyped as unhealthy, not being provided with adequate care, or 
being looked down upon by their HCPs because of their ethnic back
ground or language difficulties.

The need for understandable risk communication to people with 
diverse backgrounds was also a theme that arose frequently among 
HCPs. HCPs explained that when it is challenging to deliver complex 
health information, they often limit their communication to more acute 
health problems. HCPs suggested using translators (translation service 
or a family member) and providing translated written material to bridge 
language barriers. However, translated written material on this specific 
topic is often not available. HCPs also indicated that health- and lifestyle 
recommendations are often not applicable in ethnically diverse pop
ulations that may have their own dietary and physical activity prefer
ences. To motivate women and make recommendations easier to adhere 
to, personal tailoring and targeting to specific needs of certain pop
ulations is perceived as essential and was mentioned by all HCPs 
(Table 2, quote 12). Lastly, HCPs highlight that what makes people 
vulnerable may be less tied to ethnicity or having an ethnic minority 
background, but more often to language barriers, lower SES, health 
literacy, higher parity, or other health concerns like having mental 
health problems (Table 2, quote 13).
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4. Discussion

4.1. Principal findings

Regardless of ethnic background, our study showed a high drop out 
from the CVRM care pathway after pregnancies complicated by HDP/ 
GDM, particularly at the transfer from obstetric to primary care and 
before long-term routine monitoring. Women were frequently unaware 
of the relationship between HDP/GDM and their subsequent increased 
risk of CVD and had not been followed up. This pattern occurred more 
often in groups with an ethnic minority background and/or lower SES. 
Women want to receive well-timed education and lifestyle advice, in- 
person from their HCPs, that is targeted to their specific (cultural) cir
cumstances, as well as active outreach for monitoring. HCPs signal the 
need to resolve system barriers and implementation of more structured 
interdisciplinary communication across settings supported by regional 
protocols and collaborative care organization.

4.2. Results in the context of what is known

Our general findings align with previous international literature 
describing a lack of awareness of CVD risk after HDP/GDM among 
women and HCPs, with women from all backgrounds expressing a desire 
for CVD risk education, personalized lifestyle interventions, and extra 
check-ups [11,12,14,15]. Our investigation adds to previous work in 
several ways: we showed that the short-term aftercare, specifically the 
week 6-appointment, is currently underutilized for CVD risk education 
and is a major point of dropout. By patient journey mapping and con
trasting the experienced and perceived care trajectories across primary, 
secondary, and tertiary settings, we identified this critical juncture in 
CVRM.

We also identified specific needs and barriers for women from ethnic 
minorities, due to our larger and more socioeconomically diverse multi- 
ethnic sample, e.g., the concerns around out-of-pocket cost. Addition
ally, we show the need for culturally tailored information and lifestyle 
interventions, which Joo et al. (2021) found can reduce health dispar
ities and improve care quality for ethnic minorities [24]. However, care 
must be taken to avoid stereotyping or discrimination, which women in 
our study reported experiencing. Zemouri et al. (2024) recently showed 
that people with ethnic minority backgrounds experience discrimination 
in Dutch healthcare [25,26]. Our study further offers broader insights 
into HCP perspectives, revealing that while most HCPs recognize the 
potential benefit, there is much variation in GP support for routine 
CVRM after HDP/GDM, with barriers listed varying from re
imbursements to a perceived lack of evidence on effectiveness.

4.3. Clinical implications

We identified several leverage points to improve the provision and 
uptake of postpartum-CVRM being; active outreach, the timely in- 
person delivery of CVD risk education, with translated written mate
rials in several languages, and personally tailored (culturally sensitive) 
lifestyle interventions. Specifically, within Dutch context, a routine 
week 6-appointment has been suggested by midwives in our study, 
which would ensure women (who transferred across settings) get in
formation about their future health and monitoring. However, our 
findings suggest that until these measures are uniformly included in all 
guidelines and regional protocols, implementation may remain limited.

4.4. Research implications

Previous studies have proposed including women after HDP/GDM in 
the GP CVRM guideline and the Dutch (insurance covered) integrated 
care program [12,13]. Our study supports that this may improve uptake 
and the continuation of CVRM and reduce barriers that are sources of 
disparities. This may require adopting a ‘life course approach’ to CVD 

risk in women [26] and gaining more broad support among GPs. To 
increase support, we recommend further research efforts to focus on 
generating evidence on the effectiveness of the prevention of CVD risk 
factors after HDP/GDM.

4.5. Strengths and limitations

There are several study limitations to consider that have impacted 
our findings. First, we did not achieve the desired quota of 6–8 partic
ipants in all ethnic subgroups, although the composition of our patient 
and HCP samples reflects our effort to recruit a diverse group of women 
and HCPs. This means we were not able to compare subgroups by 
ethnicity.

Second, we are cautious to generalize our findings to populations 
outside of our study sample and context, which is a general concern in 
qualitative research. Our findings primarily reflect the experiences of 
individuals from diverse ethnic backgrounds who were born or raised in 
the Netherlands, rather than those of first-generation migrants or groups 
with limited language proficiency. The ethnic background of the in
terviewers (e.g., Dutch, Moroccan) may have facilitated recruitment in 
the groups with Dutch and Moroccan backgrounds within the project 
duration, while lower number were achieved for other groups. In
terviewers proficient in additional languages than Dutch and Darija 
(Moroccan Arabic), could have improved our ability to reach these 
women. Moreover, our findings may not reflect experiences across all 
SES groups; our final sample had a higher proportion of women with 
higher education in the Dutch group and more unemployed women in 
the ethnic minority group. In addition, women from the lowest SES 
groups were underrepresented in all groups. We have tried to mitigate 
this by asking participants (both patients and HCPs) about their views on 
how women with diverse ethnic and SES backgrounds, also those not 
easily reached for research, could best be supported. Although this gave 
us valuable insights, it cannot replace accounts of direct experiences. 
Thus, despite reaching conceptual saturation in our analysis, adding 
more women with specific characteristics might have yielded additional 
insights.

Further, the generalizability of our findings might have been 
improved if we had been able to include a larger group of HCPs. By 
design, the HCPs subgroups were too small to reach saturation.

Finally, because we focused on a single context, our findings may 
reflect experiences, barriers, and improvements specific to the Dutch 
healthcare context. In the Dutch healthcare system obstetrical care is 
differently organized than in other countries. Moreover, Dutch primary 
care has a leading role in long-term CVRM in high CVD risk populations. 
This may limit the applicability of our findings to other settings or un
derestimate the disparities in countries with different organization of 
birth care and subsequent CVRM, such as the United States.

5. Conclusions

In conclusion, our study highlights that, at present, there is a high 
rate of drop out for CVRM after HDP/GDM in women with diverse ethnic 
and socioeconomic backgrounds in the Netherlands. Leverage points to 
mitigate dropout and improve postpartum CVRM were identified, 
including active outreach by healthcare providers to ensure continua
tion of care, better utilization of existing follow-up moments for CVD 
risk education and offering culturally sensitive support. Additionally, 
removing the system barriers, more evidence-based guidelines and 
implementation of regional multidisciplinary protocols could reduce 
barriers for healthcare providers to provide continued CVRM and reduce 
health disparities in increasingsly diverse settings.
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