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Abstract
Background: Numerous studies across low- and middle-income countries (LMICs) have provided
evidence on the risk factors for perinatal mental health. Eventful pregnancies such as diagnosis of
preeclampsia adds another layer of concern to the maternal mental health concerns, this is because
preeclampsia (PE) is a major cause of maternal and perinatal mortality and morbidity, especially in low
and middle-income countries. On the contrary, research on protective and resilience-promoting factors
for these eventful pregnancies is still sparse and a better understanding of these positive health factors
could add to existing intervention approaches.

Methods This reflexive thematic analysis included various materials (e.g. documents, webinars, written
stories, events and a documentary) that captured perspectives from pregnant and postpartum women,
healthcare providers. These materials were developed by Action on Preeclampsia Ghana (APECGH), a
survivor and patient-led Ghanaian non-governmental organization working to educate and raise
awareness about preeclampsia.

Findings Five overarching themes of resilience and protective factors- were identified: existing policies,
structures and facilities; support from relatives; effectiveness of healthcare system and healthcare
providers; availability of psychological counselling and other protective and resilience promoting factors.

Discussion and conclusion: In this research, institutions and organisational partnerships have been
identified as being able to serve as protective factors for maternal mental health and for women
diagnosed with preeclampsia. Diverse support from partners, family and other institutions can be of
emotional, practical and social support. Effective healthcare services that are holistic can increase
resiliency for maternal mental health. Interventions at the community level also serve as resilience-
promoting. Finally, education about misconceptions and empowering women to oversee their wellbeing
could serve as a protective and resilience promoting factor in eventful pregnancies such as being
diagnosed with preeclampsia.

Background
Maternal health refers to women's health during pregnancy, childbirth, and the postpartum period and is
a global goal manifested in the Sustainable Development Goals (SDGs)3. More specifically, SDG target

3.1 aims to reduce maternal mortality to less than 70 per 100,000 live births worldwide03. However,
optimal maternal health care transcends surviving pregnancy and childbirth and encompasses reducing
maternal injury and disability, promoting health and well-being in a respectful manner03,13. The vast
majority (99%) of maternal mortality and morbidity occurs in low- and middle-income countries (LMIC)02.

One in ten (10%) pregnant postpartum women experience a mental disorder, primarily depression14. This
is even higher in LMIC, with 15.6% during pregnancy and 19.8% postpartum. Affected women cannot
function properly and this contributes to the children’s growth and development being negatively
affected14. Numerous risk factors for adverse perinatal mental health have been identified in LMIC and
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include, poverty, migration, exposure to intimate partner violence, and conflict situations14. On the
contrary, research on protective and resilience-promoting factors is still sparse. Protective factors are
defined as behaviors, genetic, psychological, environmental, or other characteristics that are associated
with a lower probability that a woman will develop a perinatal mental disorder or that reduce the severity
of a perinatal mental disorder04. Resilience-promoting factors are factors that help women successfully
adapt to challenging experiences through mental, emotional, and behavioral flexibility and adaptation to
external and internal demands and are therefore more intentional in nature compared to protective
factors04. Resilience is also defined as healthy or adaptive functioning over the passage of time in the
aftermath of adversity 25 in this case eventful pregnancies. In other words, in the presence of adversity,
protective factors supersede the risk of developing mental problems or other difficulties and provide a
more positive outcome than might be expected in the context of such adversity 26. Therefore, resilience

cannot be easily explained as just the opposite of risk 27. Thus, irrespective of the evidence on risk
factors in pregnancy and postpartum periods, results from research with a unique focus on protective
factors and resilience in pregnant women is also needed. A better understanding of this positive health
factors could add to existing intervention approaches, which generally focus on reducing risk factors but
are challenged with situations such as financial sustainability, inadequate skilled workforce, and poorly
implemented mental health policies17. In addition, it reoriented the narrative away from a deficit to
include perspectives of (community) resilience and strength. Identifying and investing in protective
factors that promote women's resilience can also strengthen the sustainability of a preventive approach
to improving maternal health and well-being as these can be integrated into interventions and help curb
mental health distress that exists during pregnancy and postpartum period 15.

Methods

Aim and study design
This study aimed to explore protective and resilience-promoting factors for maternal mental health
among women affected by preeclampsia in Ghana. A qualitative research design was employed, using
reflexive thematic analysis to examine patient advocacy materials. This approach was selected for its
theoretical flexibility and its suitability for analysing experiential data, enabling an in-depth understanding
of participants’ lived experiences, perceptions, and coping mechanisms. [19]

Setting and data sources
The study was conducted using secondary qualitative data derived from materials produced by Action
on Preeclampsia Ghana (APECGH), a patient-led advocacy organisation focused on awareness,
education, and support for women affected by preeclampsia. Data sources included publicly available
and organisation-provided materials such as webinars, documentary content, written patient narratives,
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and recordings from a support group programme launch event. These materials captured experiences
from Ghana within a broader low-resource context.

Data selection and characteristics
A purposive sampling strategy was used to identify relevant materials. Content was included if it: (1)
featured women diagnosed with preeclampsia or discussions relating to their experiences; (2)
addressed maternal mental health; and (3) contained references to protective or resilience-promoting
factors.

The dataset comprised narratives from women with lived experience of preeclampsia (experts-by-
experience), as well as contributions from healthcare professionals and maternal health advocates,
including clinical psychologists, midwives, nurses, obstetricians and gynaecologists, and medical
officers. This combination of experiential and professional perspectives enabled a multi-layered
understanding of maternal mental health in this context.

Data collection and processing
All included materials were transcribed verbatim. Where audio clarity was limited, unclear sections were
marked accordingly. Transcriptions were conducted by one researcher and cross-checked against the
original recordings by a licensed clinical psychologist to ensure accuracy and completeness.

Data analysis
Data were analysed using reflexive thematic analysis as described by Virginia Braun and Victoria Clarke.
An inductive approach was adopted to allow themes to emerge directly from the data without imposing
predefined categories.

The analysis followed six phases: familiarisation with the data, initial code generation, searching for
themes, reviewing themes, defining and naming themes, and producing the report. Coding was
conducted using NVivo software.

An initial open coding process was used to identify meaningful data segments reflecting values, beliefs,
attitudes, and lived experiences. This was followed by more detailed, line-by-line coding to refine and
organise codes into broader categories. Codes representing protective and resilience-promoting factors
were grouped into themes based on conceptual similarity.

Themes were developed collaboratively through iterative discussion among the research team, which
included a clinical psychologist, an epidemiologist, and the primary analyst. Representative quotations
were selected to illustrate each theme and to preserve the richness of participants’ accounts.

Rigour and trustworthiness
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To enhance analytical rigour, an iterative and reflexive approach was maintained throughout the analysis.
Coding and theme development were reviewed and discussed among researchers with interdisciplinary
expertise. Reflexivity was applied to acknowledge the influence of researchers’ perspectives on
interpretation. The use of verbatim transcripts and illustrative quotations further supported credibility
and transparency.

Ethical considerations
This study used secondary qualitative data consisting of previously recorded webinars, videos, and
patient stories that had been authorised for public dissemination through APECGH platforms for
advocacy, education, and research. Direct consent was therefore not sought specifically for this
secondary analysis. The analysis formed part of a broader research project on maternal mental health in
low- and middle-income countries, with a focus on Ghana, which received ethical approval from the
Ghana Health Service Ethics Review Committee. The use of secondary data followed applicable ethical
standards for research involving human participants.

This analysis forms part of a broader research project on maternal mental health in low- and middle-
income countries, which received ethical approval from the Ghana Health Service Ethics Review
Committee. All procedures adhered to established ethical standards for research involving secondary
qualitative data.

Statistical analysis
Not applicable, as this study employed a qualitative design.

Results
In the thematic analysis, six primary sources were analyzed: four individual patient stories of experience
with preeclampsia, a documentary with other patient stories, and the proceedings of the launch of
APECGH's group counselling program, which primarily contains expert opinions on the topic (Additional
File 1, Table 2).

The analysis identified 32 protective and resilience-promoting factor codes, which were categorized into
five overarching themes and 13 sub-themes (categories). The five overarching themes were existing
policies, structures and facilities; support from relatives of women; effectiveness of healthcare system
and healthcare providers; availability of psychological counselling and one miscellaneous category with
“other” protective and resilience promoting factors mentioned. Both protective and resilience promoting
factors were used interchangeably and could not therefore be separated in the themes. All themes,
categories, and codes are summarized in Table 1 and discussed in more detail in the next section.
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Table 1
Themes, categories, and codes identified in the thematic analysis of protective and resilience-promoting
factors for mental health for women with preeclampsia experience (Themes marked in bold, categories in

bold, and italics; codes in black)
Existing
policies,
structures and
facilities

Support
from
relatives
of women

  Effectiveness of
health care system
and health care
providers

Availability of
psychological
counselling

Other protective
and resilience-
promoting factors

Involvement
and support

from
organizations
and

institutions

Financial
support

Psychological care Group
counselling

Other protective
and resilience-
promoting factors

Increased
focus on

psychological
health by

institutions and
organisations

Partnerships
between

organisations

Support from
institutions in

addressing
maternal
mental

health issues

Financial
support by
husband

Practical
support

Practical
support by
partner

Practical
support by
family

Emotional and
social support

Emotional
support by
partner

Emotional
support by
family and
friends

Early screening of
pregnant woman´s
mental health

Early treatment of
mental health
problems

Increased focus on
psychological
health by healthcare
providers

Psychological first-
aid by healthcare
providers

Relationship and
communication
with woman

Good relationship
between woman
and healthcare
provider

Empathetic
healthcare provider

Good
communication by
healthcare
providers regarding
pregnancy
complications

Quality of
healthcare

Increase in
healthcare

Introduction of
group
counselling

Sharing of
experiences
among women

Supporting and
learning from
each other

Partner included
in group
counselling

Family included
in group
counselling

Introduction of
psychological
counselling

Introduction of
psychological
counselling in
general

Psychological
counselling in
church

Psychological
first-aid by
church
counsellors

Quality and
training of
counsellors

Counteract stigma
and
misconceptions
about pregnancy
complications

Empowerment of
woman
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Existing
policies,
structures and
facilities

Support
from
relatives
of women

  Effectiveness of
health care system
and health care
providers

Availability of
psychological
counselling

Other protective
and resilience-
promoting factors

providers

Good training of
healthcare
providers

Quantity of care

Quality of
healthcare and
providers

Training of
counsellors

Qualified
practitioners in
counselling

Existing policies, structures and facilities
Existing policies, structures and facilities were primarily discussed during the APECGH's launch of the
group counselling program that examined the role of institutions and organizations in Ghana in
promoting resilience in maternal mental health. Institutions and organizations mentioned relevant for
mental health protection and resilience were the Ghana Health Service, the Ministry of Health, the
Ministry of Gender and Social Protection, health insurance companies, organizations involved in
traditional care practices, and non-governmental organizations working to improve mental health. One
code identified was "increased focus on mental health by institutions and organizations”', with several
experts on this topic mentioning the lack of focus on maternal mental health set by institutions and
organizations also due to the main emphasis placed on the physical health of expectant mothers. A
policy maker suggested that maternal health care should not only consider the physical well-being of the
mother, but there should be a shift towards also incorporating the psychological and social dimensions
of pregnancy, as can be read in the following quote from the digital launch:

“Unfortunately, these [our institutions] haven´t been very helpful or I would better say we have not
received the type of result that we expected from our institutions because our institutions usually focus
on the physical well-being of mothers leaving out to a great extent the psychological and the social
dimension of it. So we are aware that preeclampsia for instance creates some level of anxiety in mothers
and the holistic way of managing would mean that there should be a psychological approach, so that
those who go through complications (…) revive to a great extent to their new or original status but that
has not been the case in most of the situations.” ~ Ghana Health Service Official in the Launch of
APECGH Group Counseling program

A factor that was mentioned often by several speakers was the introduction of partnerships between
organisations in order to support each other in improving the status quo of perinatal mental health and
in introducing initiatives that promote resilience to developing mental health disorders, as the APECGH
Group Counseling Program aims to do. Partnerships between organisations interested in traditional care
are seen as facilitative toward the provision of the holistic care needed in Ghana.
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“It is good that within the coming years we [Ghana Health Service] will be able to form formidable
partnerships with APECGH Ghana and any other organisation that is interested in helping in this
direction of holistic care so that at the end of the day women in Ghana who (…) deliver childbirth receive
the best care which will consider them as biological beings, psychological beings, and social beings and
that will be the holistic care that we think we (…) in this country every day.”~ Participant in the Launch of
APECGH Group Counseling program

Lastly, the support from institutions and organisations for women experiencing preeclampsia was found
to be protective. Doing research on the topic, playing an advocate for improved holistic health care, or
the provision of interventions like the APCEGH Peer Counseling Program, was seen as vital in order to
improve maternal mental health. In the following quote, institutions themselves are even described as "a
source of solace" and several institutions and organisations are listed to assist women with the
challenges that come with pre-eclampsia:

“So, what is the way forward? In our current situation we look through institutions as a source of
solace. And here we are talking about the Ghana Health Service, the Ministry of Health, the Ministry
of Gender and Social Protection and all other agencies, health insurances to come and hand in
support to most of these women when they go through challenges during childbirth as we are
familiar with.”

~ Head of the Safe Motherhood Program Ghana Health Service in the Launch of APECGH Group
Counseling program

Support from the relatives of women
Support from relatives like the mother, the partner, or the family of the women in general was identified
as helpful and likely to benefit their wellbeing in various ways in the stories of womens’ preeclampsia
experiences. Relatives were seen as sources of financial support, practical support, and emotional
support. Help with housework was frequently mentioned as practical support, as well as running errands
and buying medicines for the woman. Within these three categories, five codes could be identified:
“Financial support by husband”, “Practical support by family”, “Practical support by husband”, “Emotional
support by family and friends'' and “Emotional support by husband”. One woman who described her
experience with preeclampsia mentioned the following in this context:

“My husband was very supportive, he was available anytime, financially, physically, emotionally,
purchased all medications and many. And since my husband works I also had to bring my younger
sister to come and help with the house chores for my husband to be able to go to work.”

~ Anonymous woman in Story of Hope 7

The financial, practical, and emotional support by the husband were all explored and with our
professional knowledge classified to be protective of the women's mental health during pregnancy. The
practical support by family members, like the sister, concerning house chores was mentioned as well.
Emotional support from the partner was mentioned most often as a source of solace, followed by
support from the family in the Stories of Hope:
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“Supported by my family members, especially my husband and mother, I managed to put myself
together. They were holding my hand along the way.”

~ Anonymous woman in Story of Hope 5

Effectiveness of the healthcare system and healthcare
providers
The role of the healthcare system at a macro level and the healthcare providers at the micro level in
improving the status quo of maternal mental health was extensively covered within the stories of the
women as well as by professionals in the field in the support group launch. One category formed the
psychological dimension of healthcare given to pregnant women who experience pregnancy
complications. Statements identified in this context were “Increased focus on psychological health by
healthcare providers”, “Early screening of mental health”, “Early treatment of mental health problems”
and “Psychological first-aid by healthcare providers”. It was mentioned that healthcare providers such as
midwives, nurses, and doctors involved in the care of pregnant women with pre-eclampsia should not
only focus on identifying physical complaints of the women during pregnancy, but also keep an eye on
their mental state, therefore taking a more holistic approach in caregiving. Also mentioned was that early
screening for mental health problems can lead to these problems being treated at an early stage and
prevent mental disorders from worsening during pregnancy and postpartum. Additionally, it was reported
that the healthcare providers detecting mental health problems in a patient could give out some
psychological first-aid28 in order to limit the distress before referral. One expert during the launch hereby
suggested giving midwives and nurses training to be able to identify mental health problems and provide
such psychological first-aid:

“So what we can do is to give the midwives and nurses some kind of training so that they´ll be able to
identify and give some kind of psychological support.”

~ Speaker from audience in the Launch of APECGH Group Counseling program

The relationship between the healthcare providers and the women as well as the communication
between the providers and the women was found as being influential on their mental health state. The
three codes “Good relationship between woman and healthcare provider”, “Empathetic healthcare
provider” and “Good communication by healthcare providers regarding pregnancy complications”
were incorporated into this category as codes. One professional mentioned a good relationship with
the healthcare provider as a protective factor since this would make women more likely to confide
with the healthcare provider and might prevent the delay of symptom reporting of mental health
disorders. Healthcare providers should be empathetic towards the woman and make her feel safe
and understood during pregnancy complications to make her experience less traumatic. Additionally,
it was found to be crucial that the healthcare providers communicate pregnancy complications
directly to the woman for her to be able to make sense of her condition. Multiple women noted the
lack of communication about their diagnosis in their stories, one mentioning this:
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“But the sad thing is that they never tell you what was happening. I had to read through google and
you know google doesn't give you all the right answers. So, I think one of the times, I just went to one
of the nurse's rooms and I saw the charts about high blood pressure, preeclampsia, eclampsia and
what happens. So that was when I realised that I was suffering from preeclampsia”

~ Patient story by Anonymous woman in Preeclampsia Diaries Documentary

This story is specifically about how a woman found out about her condition herself through the internet
and an information board at the hospital due to healthcare providers not informing her about her
condition, which could introduce uncertainty, anxiety or stress about her physical condition20. It could be
protective if healthcare providers inform the women about their condition and the risks related to it for
the women to also build trust towards the healthcare workers and be knowledgeable about their
condition20.

The last category identified refers to the quality of the healthcare system and the healthcare providers,
entailing four aspects to be protective for women's mental health, which are “Increase in healthcare
providers", “Good training of healthcare providers”, “Quantity of care” and “Quality of healthcare and
providers”. In this respect, professionals have criticised healthcare being understaffed and not being
sufficient in quality to provide the holistic care that is required. One professional hereby stated the
following:

“Others would also probably argue that we even don't have the personnel or the professional skill to
address most of the psychological dimension and provide the holistic care that we´ve been
advocating for.”

~ Head of the SafeMotherhood Program Ghana health service in the Launch of APECGH Group
Counseling program

The lack of skill and staff was addressed as one of the challenges which keeps healthcare
institutions from providing sufficient and quality support for women experiencing mental health
issues. While also addressing the importance of empathy by healthcare workers, the quality of care
was also addressed in another comment during the launch:

“I believe part of the training our midwives can relate very well to the pregnant woman since they've
learned that pregnancy puts one in a stressful mental state. Our attitudes as midwives, instead of
helping the client, sometimes makes them more stressed. Quality of care is an issue and we are
working towards that and the person says I pledge to continue to be an agent of change.”

~ Speaker from the audience in the Launch of APECGH Group Counseling program

In addition, it was mentioned that the quantity of care and attention given by healthcare providers to
women could also have a protective effect, as more attention could increase the likelihood of
healthcare providers identifying change in mood and affect and detect mental health problems in
their patients and could also make women feel more supported. Finally, good training of healthcare
providers is needed so that they can take the protective measures mentioned above, such as
exhibiting empathy toward the patient and engaging in good communication with the patient about
pregnancy complications. One professional summarised many factors discussed above quite well in
her statement:
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“There is a need for good training and risk communication and support during pregnancy, not just
letting mothers know about the risk but supporting them through the fear they may experience.”

~ Speaker from the audience in the Launch of APECGH Group Counseling program

Availability of Psychological Counselling
During the introduction of the Group Counseling program by APECGH, the importance of psychological
counselling in improving maternal mental health was frequently mentioned, and reference was made not
only to the importance of group counselling but also to the importance of introducing psychological
counselling in general. Within the theme of psychological counselling, four categories emerged which
refer to the type of counselling offered, the introduction of psychological counselling generally and the
quality of the counselling offered. The categories are “Introduction of psychological counselling”,
“Psychological counselling in churches', “Group counselling” and “Quality and training of counsellors”.
Regarding the introduction of psychological counselling, it was suggested having at least one
psychologist attached to antenatal clinics will be helpful. The importance of making room for individual
counselling besides the option of group counselling to fit the needs of women that need psychological
support individually was also illuminated. To improve awareness about pregnancy complications like
pre-eclampsia, counselling as a tool to provide education about the condition was identified as being
protective. One expert in this respect stated the following:

„I would like to say that counselling applies to many other areas so far as the issue of pregnancy and
preeclampsia is concerned. For example, it is important for people who are planning to marry to
understand this condition or disorder before they get married. Which means that during the pre-
marriage counselling, especially the specific topic of childbearing and parenting, people should be
talking about conditions or disorders related to pregnancy, and specifically preeclampsia.”

~ Rev. of the church in the Launch of APECGH Group Counseling program

One woman additionally pointed out in her story about her experience that the introduction of such
support in the local dialect could promote awareness even more efficiently. In line with the
importance of religion in Ghanaian society, the inclusion of church or religious counsellors in the
provision of mental health services was discussed. In this context, it was discussed that these
church counsellors could be trained to expand their counselling skills and offer support to pregnant
women with pregnancy complications:

“On the other hand, the lay practitioners are almost everywhere, they are in the churches, most of
them are in the churches. And they are focused on pre-marital counselling and marital counselling,
so what I believe we can do, because the churches are everywhere, is to train these church
counsellors, give them additional skills, so that they´ll be able to help.”

~ Speaker from the audience in the Launch of APECGH Group Counseling program

Group counselling was, given the purpose of the virtual conference, the most discussed variation of
counselling. Regarding what group counselling should entail, the following was stated, incorporating
the aspects of this program quite well:
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“We will do our best to recruit all mothers if possible into this program such that weekly, we would
gather at this possible venue and then go through the distresses, then challenges and then find
solutions together, share the experiences, so that we can go support all pregnant women who go
through preeclampsia, to have a very safe pregnancy and to feel supported in this process.”

~ Clinical Psychologist in the Launch of APECGH Group Counseling program

'Sharing experiences’ was hereby often mentioned within the context of group counselling and was
often mentioned to be protective for women included in the program. This was espoused as a
protective factor which will help not make women feel isolated and alone during their eventful
pregnancy and realise there are others who also experience the same. Linked to this, “supporting and
learning from each other” was also identified as a resilience-promoting factor. This meant women
could come together and teach each other how they dealt with difficult conversations such as
receiving their diagnosis and the chances of losing their pregnancy. This is entailed in the group
counselling promoted by APECGH Ghana:

“So that not just share the pain and the experience but ways they can be better, solutions that are
working for this, because in this group therapy, what you learn is that you are not alone, so in this
group therapy you can learn new skills from other people and how they are going about it.”

~ clinical psychologist in the Launch of APECGH Group Counseling program

To make the group counselling as efficient as possible, it was discussed expanding the tentacles of the
program and including family and the woman's partner into the program. It was concluded that the
relatives of the pregnant woman can better support her in her pregnancy if they are involved in the
counselling and in the process learn some skills to support her and also understand her physical
condition better. The following was stated by one expert represented in the launch:

“I think it is quite important that we also consider the partners of women who have pregnancy-related
complications because sometimes we are doing all these things for a woman and we don't even
inform her partner or her husband and sometimes even when we do we just say it casually, “ Oh she
needs this and that”, but it doesn't sink in, he doesn´t internalise it so how is he going to support her
or how is he going to be on board with the treatment that we are giving, so I think that in the long
term, it's also about expanding the tentacles of this program, not just for women that are
experiencing complications but also for their partners and for their families as well.”

~ Obstetrics and gynaecology researcher in the Launch of APECGH Group Counseling program

Lastly, the quality of the practitioners leading the counselling sessions and the training of such
counsellors was elaborated on. It was hereby advised that more counsellors should be trained and
that the practitioners leading the sessions should be licensed practitioners:

“I would like to (…) them [APECGH] on to make use of licensed qualified practitioners when they are
offering the services because a person in the field understands the theories behind the therapy and
the skills that the person uses.”

~ Rev. of the church in the Launch of APECGH Group Counseling program

Other protective and resilience-promoting factors
Two other protective factors were identified that did not match any theme discussed previously. A
frequently mentioned factor was "counteracting stigma and misconceptions about pregnancy," which
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referred to the assumption that women must keep quiet about their pregnancy complications to not be
labelled as being weak or not being fertile28, but also to misconceptions that exist about mental health
problems during pregnancy and pregnancy complications in general. Throughout the launch, the notion
of “breaking the barriers” was repeatedly discussed, like in the following excerpt:

“We need to continue to break the barriers that pregnancy complications affect women just in that
moment it's something that they often times live with for a very long time”

~ Obs and Gynae researcher in the Launch of APECGH Group Counseling program

Finally, women's empowerment, a factor related to addressing stigma and misconceptions, was
elaborated on and refers to having a voice to talk about pregnancy complications and their impact on
their mental health as well, and having a voice within the family circle to better navigate problems within
the family, something that a healthcare provider or counsellor may not be able to address.

Overall, support from a variety of sources in the form of emotional, practical, financial, or social support
was found to be the most important factors in fostering protective and resiliency during and after
pregnancy and emerged as a predominant theme in the material analyzed.

Discussion
This thematic analysis of various activities and materials from the patient- and survivor-led organisation
Action on Preeclampsia Ghana (APECGH) identified several protective and resilience-promoting factors
for maternal mental health. These include existing policies, healthcare structures and facilities, the
effectiveness of healthcare providers and systems, psychological counselling, and notably, the support
of relatives. Each of these factors contributes in varied ways to the mental well-being of women affected
by preeclampsia, particularly during pregnancy, childbirth, and the postpartum period.

Although maternal mental health research has grown over the past two decades, particularly in low- and
middle-income countries (LMICs), investigations into protective and resilience-promoting factors remain
limited²¹. Even more underexplored is the mental health of women affected by pregnancy complications
such as preeclampsia [22]. Most existing studies, primarily from high-income countries, tend to focus on
identifying risk factors for maternal mental health¹⁴. To ensure context-specific and effective
interventions, there is a pressing need to understand the resilience mechanisms and protective factors
relevant to LMICs [23]. These constructs are complex, often cyclical, and shaped by individual, familial,
institutional, societal, and cultural dynamics30 [29]. [11, 12]

The role of multiple stakeholders emerged strongly in this study. Governmental agencies, health
facilities, patients and their families, traditional healthcare providers, and patient-led non-governmental
organisations (such as APECGH) all contribute to protection and resilience, depending on the timing,
mode, and setting of the support provided. Governments are particularly tasked with establishing and
maintaining functional healthcare infrastructures³3. Additionally, they bear the responsibility of
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implementing sustainable, accessible, and well-funded mental health policies³3. Such policies can
improve patient experiences, treatment effectiveness, and the long-term sustainability of services³4 [34].
[30, 33]

However, other studies have highlighted that the sheer diversity of health-influencing factors, growing
demand on healthcare systems, and limited resources mean that governments alone cannot meet all
healthcare needs, especially in mental health [31]. Non-governmental and advocacy organisations thus
play a critical bridging role. These groups can lead awareness campaigns, convene platforms for
discussion, and advocate for women's mental health during and after pregnancy [35]. Their value has
been acknowledged in literature, which notes that NGOs often step in to deliver services traditionally
provided by governments, particularly in resource-constrained settings32. [37, 39]

Another critical finding relates to patient inclusion. In the launch webinar of a counselling support group,
the importance of including patients in all aspects of their healthcare especially decisions concerning
mental health was emphasised. This aligns with evidence from other studies which highlight the use of
patient navigators or advocates as a strategy to enhance care and resource access during critical health
moments [36], such as a preeclampsia diagnosis. Patient advocates provide a crucial perspective,
drawing from lived experience and representing the needs of the populations they serve [38]. [37]

Furthermore, the role of traditional healthcare providers particularly traditional birth attendants (TBAs)
was recognised as protective. In rural and resource limited areas, TBAs often serve as the first point of
care39 40. In Ghana39 and other parts of Africa41, TBAs are known to provide psychological support
alongside physical care [40]. Their integration into maternal mental health policy and programming is
thus essential⁴¹, recognising that they are already deeply embedded within community healthcare
dynamics. [39]

In sum, these findings support the case for a multi-stakeholder, culturally informed, and inclusive
approach to maternal mental health especially for women facing pregnancy complications like
preeclampsia. Greater investment in both formal healthcare systems and community-based support
structures will be key to building resilience and promoting mental well-being.

Support from the relatives of women
Support during pregnancy, childbirth, and the postpartum period plays a crucial role in promoting mental
health among women diagnosed with preeclampsia44. Emotional, practical, financial, and social support
emerged as key resilience-promoting factors. Partners, family, and friends were frequently cited as
sources of this support, making women feel protected and connected. Family connections offer a sense
of meaning and purpose, while also providing tangible and emotional resources that promote well-
being45. However, the quality of these relationships matters greatly, as supportive interactions such as
love, care, and advice contribute positively43, whereas stressors like frequent arguments or excessive
demands can have negative effects on mental health through psychosocial, behavioural, and
physiological pathways44. [42] [56]
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Among the various types of support, emotional support from family and partners was consistently
emphasized as particularly crucial. It offers reassurance, encouragement, and a sense of closeness and
belonging, which helps to bolster hope and confidence. This aligns with findings from other studies that
highlight emotional support as a protective factor for mental health. In addition, practical support
including childcare, household help, and other forms of instrumental aid from family, partners, and
friends was identified as vital in enhancing resilience. Research has shown that women with stronger
practical support networks experience lower levels of postpartum depression [57]. [41]

Financial support also emerged as a significant protective factor, echoing findings from other studies
43,44. Limited financial resources have been associated with reduced access to optimal postpartum
care, especially for low-income individuals, which in turn negatively impacts mental health outcomes.
Furthermore, studies have linked low socioeconomic status to increased rates of postnatal depression.
These insights underscore the importance of financial assistance in supporting maternal mental health.
[45, 46] [24]

In sum, emotional, practical, and financial support collectively help women navigate the stressors and
daily challenges associated with pregnancy and postpartum life, particularly for those facing medical
complications such as preeclampsia43,43,44. These forms of support enhance resilience and serve as
vital buffers against the development of mental health disorders during this vulnerable period.

Effectiveness of the healthcare system and healthcare
providers
Availability of psychological care, quality healthcare provision, patient-healthcare provider relationship
and communication were key factors brought up as ensuring effective healthcare system and service
provision. According to the WHO09, holistic healthcare is the sure bet to morbidity and mortality
reduction amongst the populace, and this is not without the inclusion of psychological care services for
pregnant and postpartum women especially in low resource settings09. [16, 18, 21]

Choi49 and colleagues [48] have reported from their study that quality of healthcare services is
associated with patient satisfaction and a satisfied patient is one with less stressors [49]. Also reported
in other studies [50] is that patients communicated information about their conditions and the process
of treatment helped them understand the professional better and know what to expect from them,
improving the relationship they had. Also reported in the literature [51] is the link between employee
(healthcare provide) satisfaction, quality of care and patient (pregnant and postpartum women)
satisfaction. Indicating satisfied employees deliver better services leading to patient satisfaction. Finally,
quality and continuity of relationships between a patient and healthcare provider influence the quality of
delivered services [50]. This is dependent on the quality of the interaction between a healthcare provider
and a patient considering the healthcare provider's personal attributes of empathy, compassion and
honesty and technical expertise to attain the pregnant and postpartum woman’s trust [50]. [47]

Availability of Psychological Counselling
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Early psychological intervention, group counselling, religious (Church-based) counselling, and the
training of counselling service providers were identified as distinct yet complementary protective factors
for maternal mental health among pregnant and postpartum women diagnosed with preeclampsia. Early
assessment and intervention allow for the timely detection and management of psychological
disorders52, preventing escalation and promoting better outcomes52. Tailored interventions such as
therapy, counselling, and lifestyle adjustments can mitigate the impact of emerging mental health
symptoms. Group counselling, particularly through peer support and shared experiences, has also been
shown to strengthen resilience by offering emotional support and reducing feelings of isolation during
pregnancy and the postpartum period 52,53. [12]

Religious counselling emerged as another key protective factor, providing spiritual guidance, emotional
reassurance, and a sense of community. For many women, faith forms a core part of their identity and
serves as a crucial coping mechanism, particularly during health crisis like preeclampsia [55].
Furthermore, the continuous training of counsellors was highlighted as essential in promoting effective
mental health care. Well-trained professionals are better equipped with the skills, knowledge, and
adaptability needed to provide culturally relevant and responsive support 54,55. Together, these
interventions contribute to a comprehensive and multifaceted approach that strengthens mental health
resilience in the perinatal period [53]

Other protective and resilience-promoting factors
Counteracting stigma and misconceptions about pregnancy as well as empowering women were
mentioned as protective and resilient promoting factors. These factors present a supportive
environment making women feel valued, informed, and capable, while reducing the risk of mental health
disorders during pregnancy and postpartum [58]. To reduce stigma and myth, accurate information
about pregnancy, childbirth, and postpartum recovery through healthcare providers, community
programs, and media is protective59. Disinformation on cultural misconceptions and norms that may
contribute to stress or mental health issues is crucial58. Tailored education that respects cultural
contexts while promoting mental health awareness is important in building resilience amongst pregnant
and postpartum women59. This education involves ensuring they have access to accurate information
and resources so they can make informed decisions about their pregnancy and childbirth59. This
includes understanding their rights and birth plans59. Women being in control of these decisions
reduces anxiety and fosters a sense of empowerment61. [47, 56]

Development of strong support networks, including partners, family, friends, and peer groups as
discussed above, helps women feel supported and empowered 44,43. Assurance of a network to rely on
can significantly enhance resilience during stressful times for pregnant and postpartum women59.
Women leading support groups or advocating for maternal health rights59, can also enhance their
resilience59. [56]

Limitation and strengths of study
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First, a major strength of the study lies in its innovative and diverse data source approach. By drawing
from APECGH materials such as interviews, a counselling support group launch, and a documentary, the
research captures personal narratives and shared experiences, which provide rich contextual insight into
the psychological impact of preeclampsia. This unique form of secondary data allows for the inclusion
of varied stakeholders and perspectives, enhancing the depth and scope of the qualitative analysis59.

Second, the expertise of licensed clinical psychologists and qualitative researchers enabled a
meaningful interpretation of data that was not originally intended for research. Although protective and
resilience-promoting factors were not explicitly elicited, expert analysis allowed for valuable deductions
from the participants’ narratives, reflecting real-life mental health challenges and coping strategies.

Third, the inclusion of emotionally expressive material despite being edited for storyline purpose offers
authentic insights into lived experiences. This approach not only enriches understanding but also
highlights the emotional nuances often overlooked in traditional data collection. It provides a robust
background to guide future targeted research and intervention development.

First limitation stems from the nature of the source material. APECGH, as an organisation primarily
focused on education and advocacy about hypertensive disorders in pregnancy, shaped the content to
serve advocacy purposes rather than research. As such, mental health constructs like resilience or
protective factors were not directly probed, making it necessary to infer these elements indirectly. [28]

Secondly, the material analysed often emphasized patients' shared experiences for advocacy rather than
structured exploration of psychological themes. This introduces a bias toward narratives that support
psychological counselling and may not fully capture a diverse range of perspectives, including those less
inclined to seek or value such support.

Thirdly, some materials, such as the documentary, were edited by others, potentially for storyline impact.
This editorial process may influence how experiences and emotional expressions are portrayed, limiting
the rawness and spontaneity often valued in qualitative research.

Lastly, the difficulty in finding adequate materials for analysis itself reflects a broader limitation, the
current scarcity of research on culturally specific protective and resilience factors for maternal mental
health, particularly in relation to preeclampsia. This gap emphasizes the need for more intentional
studies and policy engagement in this area.

Conclusion
We synthesized stakeholder perspectives on protective and resilience-promoting factors for maternal
mental health in the context of preeclampsia in a low- and middle-income country (LMIC). The findings
highlight the role of institutional and organizational partnerships in providing emotional, practical, and
social support, as well as the importance of holistic healthcare services in enhancing maternal
resilience. Community-based psychosocial interventions, particularly group counseling, were identified
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as effective resilience-promoting strategies. Additionally, education to address misconceptions and
empower women was seen as crucial in fostering mental well-being during high-risk pregnancies. Future
research should address gaps in knowledge, and interventions should be locally adapted while drawing
on evidence-based approaches like the APECGH consultation model to better support maternal mental
health.
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