
Brygger Venø et al. BMC Primary Care          (2022) 23:187  
https://doi.org/10.1186/s12875-022-01773-0

RESEARCH

Challenges in the cross-sectoral 
collaboration on vulnerable pregnant women: 
a qualitative study among Danish general 
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Abstract 

Background: Vulnerable pregnant women, defined as women threatened by social, psychological, or physical risk 
factors, need special support during pregnancy to prevent complications in pregnancy, birth, and childhood. Proper 
cross-sectoral collaboration in antenatal care is paramount to delivering sufficient supportive care to these women. 
General practitioners (GPs) often face barriers when assessing vulnerable pregnant women and may; as a result, 
under-identify and underreport child abuse. Little is known about how the cross-sectoral collaboration in antenatal 
care affects the GP’s opportunities of managing vulnerable pregnant women. This study explores GPs’ perceived bar-
riers and facilitators in the antenatal care collaboration on vulnerable pregnant women and in the reporting of these 
women to social services.

Methods: A qualitative study with semi-structured focus group interviews among twenty GPs from the Region of 
Southern Denmark. A mixed inductive and deductive analytic strategy was applied, structured according to the Theo-
retical Domains Framework (TDF).

Results: Three themes emerged: I) collaborative experience, II) motivation, and III) organizational working conditions. 
Barriers were lacking experience, i.e. knowledge, skills, and attention to antenatal care collaboration and reporting, 
inadequate organizational working contexts, i.e. insufficient pathways for communication between health care and 
social care systems, and laws restricting feedback on the consequences of reporting. This decreased the GPs motiva-
tion, i.e. poor confidence in navigating the system, fear of breaking the patient alliance when collaborating in ante-
natal care and reporting with the social services. GPs motivation to collaborate and report was increased by knowing 
the working contexts of their collaborative partners in the antenatal care and social services system and by a strong 
doctor-patient relationship enabling them to describe the vulnerability to collaborators.

Conclusions: GPs experience system-related barriers to collaborating and reporting on vulnerable pregnant women 
within the health care sector and in the interplay with the social services sector. Organizational development of cross-
sectoral antenatal care collaboration should imply user involvement of all collaborative partners. Results suggest that 
health authorities should consider establishing accessible communication pathways between the GPs and the social 
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Background
An increasing number of women of the fertile age report 
signs of vulnerability due to mental health and social 
problems [1]. If the vulnerability is missed among preg-
nant women, the risk of complications during the preg-
nancy, birth, and the offspring’s childhood increases [2]. 
Vulnerability in pregnancy has been described in terms 
of women threatened by social, psychological, or physi-
cal risk factors, combined with a lack of adequate coping 
skills or support [3–11]. The risk factors could be either 
obvious or vague [12].

The goal of antenatal care (ANC) is to ensure that preg-
nant women get the necessary level of care concerning 
obstetric and psycho-social risk factors to prevent pos-
sible complications during pregnancy, birth, and early 
childhood. Special preventive support is dedicated to 
vulnerable pregnant women, which involves collaborat-
ing with several partners in the health care system and 
social services system [2]. However, there is a deficit in 
the ANC for vulnerable pregnant women since less than 
25% of pregnant women with severe vulnerability are 
identified in Danish general practices [13]. In the UK, 
with a similar health care system, approximately 50% of 
pregnant women with perinatal depression and anxi-
ety are identified by health care professionals [14]. Stud-
ies from other developed countries point out that health 
care professionals face many barriers when assessing vul-
nerability among pregnant women [12, 15–19] and that 
general practitioners (GPs) generally under-identify and 
underreport child abuse [20–22].

Little is known about how the cross-sectoral collabo-
ration in ANC affects the GP’s opportunity of manag-
ing vulnerable pregnant women. Recently, the Royal 
College of General Practitioners in the UK concluded 
that inconsistent teamwork between GPs and the cross-
sectoral partners in ANC is the most critical barrier to 
proper collaboration on pregnant women with men-
tal health problems [14]. Experts in health innovation 
argued that effective changes to the health care system 
should be based on knowledge of the clinician’s perceived 
complexity of collaborating in the system [23]. Our pre-
assumption in the field derives from our experiences as 
GPs engaging in the cross-sectoral ANC collaboration 
on vulnerable pregnant women. We assume that GPs 
are influenced by multiple barriers such as insufficient 
communication pathways and lacking cross-sectoral 

transmission of relevant information indicating vulner-
ability in families. We had experienced how vulnerable 
women had sometimes slipped through our hands since 
important information indicating vulnerability in our 
patients existed in the social system, i.e., social support 
needs. This information is only shared coincidentally 
through the patient. We believe that the lacking cross-
sectoral transmission of information on vulnerability 
indicators can limit the GPs’ attention on vulnerability 
in pregnancy. This article aims to explore GPs’ perceived 
barriers and facilitators in the cross-sectoral collabora-
tion on the care of vulnerable pregnant women and in 
reporting on these women to the social services.

Methods
Design and theoretical framework
The study is a qualitative interview study based on a 
focus group method approach with semi-structured dis-
cussions among GPs. It is part of a multi-method pro-
ject exploring barriers and facilitators for assessing and 
managing ANC of vulnerable pregnant women in gen-
eral practice [12, 24]. The research group developed the 
interview guide based on a literature search, experience 
working with ANC, field studies in social-obstetric units, 
interviews with social workers and health visitors, and a 
pilot focus group interview with GPs. The interview guide 
(Additional file 1: appendix 1) comprised open questions 
on challenges in the cross-sectoral collaboration on vul-
nerable pregnant women and barriers and facilitators for 
reporting suspected social support needs of the woman. 
We chose the focus group method approach with discus-
sions among peers to enable GPs to exchange experiences 
and inspire each other to reflect on their practices of col-
laborating and reporting on vulnerable pregnant women. 
The safe environments rendered a deep nuanced dialogue 
and encouraged them to disclose deficient performances. 
This allowed us to achieve deep nuanced insights into 
the field. The interviewer acted neutral and like-minded 
without disclosing preconceptions in the area. The study 
design followed the COREQ criteria [25]. See the com-
plete checklist in Additional file 2: Appendix 2.

As a theoretical framework, we used the Theoretical 
Domains Framework (TDF), which is based on theories 
of behavior change. We chose the TDF as it has been 
shown as an effective theoretical lens to view the GPs’ 
cognitive, affective, social, and environmental influences 

services to improve options for proper cross-sectoral communication and feedback to GPs, thereby improving care 
trajectories of vulnerable pregnant women.

Keywords: Vulnerability, Pregnancy, General practice, Cross-sectoral collaboration, Antenatal care, Social reporting, 
Barriers, Facilitators
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in various settings [26–31]. It was developed to iden-
tify causes of implementation difficulties and promote 
understanding of how to change health professionals’ 
behavior. TDF is based on the integration of 33 theo-
ries and 84 constructs from behavioral theory, resulting 
in 14 theoretical domains useful for categorizing barri-
ers and facilitators to specific behaviors [26, 32–34]. The 
domains appear in Table  3. TDF has been validated to 
facilitate research into implementation problems [34, 
35], and it has been used in empirical studies address-
ing GPs’ barriers to implementation problems in differ-
ent clinical areas [28–31, 36–38]. Therefore, this method 
was perceived helpful in exploring the GPs’ perceived 
barriers and facilitators for collaborating and report-
ing in the cross-sectoral ANC. We developed a code-
book accommodating the TDF domains for the concept 
of cross-sectoral collaboration (See Additional file  3: 
appendix 3).

Institutional setting and organization of Danish antenatal 
care
The study was conducted in a general practice setting in 
the Region of Southern Denmark. The Danish health care 
system is free of charge. Almost all Danish citizens are 
listed with a GP, and approximately 90% of the popula-
tion visits their GP a least once a year. Patients have a free 
choice of GP if access is available [39].

The Danish ANC system consists of a formalized col-
laboration between GPs, midwives, obstetric depart-
ments and health visitors [2]. All pregnant women 
consult their GP for a first pregnancy exam at gestational 
age 6–10, which precedes all other ANC contacts within 
the health care system. Two additional pregnancy exams 
are offered in general practice at gestational ages 25 and 
32, and a fourth postnatal exam at eight weeks postpar-
tum [2]. The GPs’ task is to assess the woman’s comorbid-
ities and psychosocial resources and decide on referral in 
one of four levels of ANC. The pregnancy chart functions 
as a communication and assessment tool, from the GPs 
to the midwives and the obstetric department, to decide 
the level of ANC (Fig. 1) [2].

All health care professionals are obliged by law to report 
suspicions of a severe vulnerability in a pregnant woman 
or her partner to the social services. This covers the suspi-
cion that a child might need special support immediately 
after birth due to the parents’ condition [2, 40]. Therefore, 
referral to level four in ANC mainly implies that the GPs’ 
should report to the social services [41].

A social report prompts the social services to assess 
the parenting resources of the pregnant women and their 
partners and the potential need for social support for 
families and children [42]. The health care and social ser-
vices sectors act under separate laws, which hinder the 

free transmission of information between different sec-
tors [42–44].

Data collection
Twenty GPs participated in five focus group interviews 
between March 2019 and January 2020. On average, 
four GPs participated in each group. Participants’ demo-
graphic details are shown in Table  1. The study used 
purposive sampling to include GPs representative con-
cerning gender, seniority, practice type, and practicing in 
rural and urban communities with patients from differ-
ent socioeconomic levels. Recruitment channels were let-
ters, e-mails, and phone calls. GP trainees were included 
as ANC consultations are conducted by GPs with all sen-
iority ranges.

The interviews were led by LBV and DEJ and lasted 
60 min. The flexible interview guide encouraged free dis-
cussion involving all participants. Ongoing adjustments 
to the interview guide were made to elaborate on newly 
emerged perceptions of barriers and facilitators. Sam-
pling continued until enough data had been obtained 
to answer the research question, thereby reaching high 
information power [45].

Data management and analysis
All interviews were audio-recorded, transcribed ver-
batim by LBV and uploaded to NVIVO for analysis. All 
members of the research group read the first transcripts 
thoroughly before coding. The data analysis switched 
between open inductive coding with systematic text con-
densation [46] and deductive thematic coding to TDF 
[34], as illustrated in Table 2.

The inductive coding ensured in-depth investigation of 
themes and subthemes which could emerge freely. The 
additional focused coding to TDF provided comprehen-
sive coverage of barriers and facilitators. LBV and RE 
conducted the inductive coding, and JVL assisted the 
deductive coding by LBV.

As the standard for managing collaboration around 
vulnerable pregnant women, we used the Danish guide-
line recommendations for ANC [2] and the Danish social 
service law about health care professionals’ obliged duty 
to report [40]. Inspired by these recommendations, two 
behavior areas were formulated to guide the analysis 
(Fig. 2).

Results
The GPs reported several barriers to accomplishing proper 
ANC for vulnerable pregnant women related to the cross-
sectoral collaboration. Facilitators were also reported, 
although less prominent. We divided the GPs’ statements 
according to the two behavioral areas 1) collaboration and 
2) reporting to the social services. Three overriding themes 
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emerged with associated barriers and facilitators as shown 
in Table 3: I) collaborative experience, II) motivation, and 
III) organizational working conditions.

Behavior area 1: collaborating in the cross‑sectional 
antenatal care
Theme I: collaborative experience
The GPs’ expressed varying knowledge (a) of the sup-
portive opportunities in ANC for vulnerable pregnant 

women. Barriers to collaboration were insufficient knowl-
edge (a) of the contents of levels in ANC and the working 
functions of the collaborative partners in ANC, as well as 
lack of skills (b) navigating the system.

“There’s so many opportunities combined in differ-
ent ways, so to orient in this jungle… how do you 
get the pregnant woman or her family to the right 
opportunity of care? This can be a challenge” (GP1C, 
female,< 45 years)

Fig. 1 The assessment of pregnant women in Danish antenatal care (ANC). The assessment is dynamic and can be changed depending on events 
in pregnancy. GPs = general practitioners, GA = gestational age

Table 1 Participant demographic details

Years of experience Practice type Practice area Gender

0 years (GP trainees) (3) Single-handed practices (0) Urban area (5) Female (12)

1–5 years (5) Partnership practices (20) Semi-urban area (11) Male (8)

6–10 years (2) Rural area (4)

11–15 years (5)

 > 15 years (5)
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A barrier was that some GPs seemed to lack attention 
(c) to the benefit of collaborating with relevant part-
ners in ANC. Contrary, GPs’ who were attentive to col-
laborating with relevant ANC partners perceived it to 
increase the care of vulnerable pregnant women. Some 
GPs described how their close collaboration with munici-
pal health visitors hindered vulnerable pregnant women 
from being lost in the system.

A GP realized the need for increased knowledge of the 
interplay between the different partners in ANC. This led 
to behavioral regulations (d) with efforts to arrange local 
education in the clinic, which increased their capability 
to collaborate more efficient in ANC.

Theme II: motivation
The GPs’ agreed that collaborating in ANC on vulnerable 
pregnant women was a meaningful part of their social 
and professional role (e).

Motivational barriers to collaboration on vulnerable 
pregnant women were related to low professional con-
fidence. The GPs were confident navigating in ANC for 
the women with well-known obvious psychiatric dis-
eases or social problems. However, they had low beliefs 
in their capabilities ( f ) navigating in the ANC collabo-
ration on pregnant women, when the vulnerability indi-
cators were rather vague, and their concern was based 
on their gut feeling.

“I have this pregnant girl, well-educated with a 
history of having a kind of personality disorder 
(…). I can’t give her a diagnosis. I can’t send her 
to the social-obstetric clinic – she’s too old for 
that, but I have this feeling that she does not 
have the eligibility to be a parent (…). I feel like 
I don’t have any options to act… I simply don’t 
know who to communicate with”. (GP3C, female, 
> 45 years).

Table 2 The steps and content of systematic text condensation and TDF

Fig. 2 Behavior areas for general practitioners: collaborating in antenatal care (ANC) and reporting to municipal authorities around vulnerable 
pregnant women
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GPs reporting to have a strong relationship with their 
vulnerable pregnant patients were more confident and 
believed in their capabilities (f ) of collaborating in ANC.

“There are women I call fragile, with whom I’m hav-
ing a great relationship and will consult frequently 
in my attempt to make a great socio-medical effort. 
Meanwhile, I would put effort into describing my 
acquaintance of her personality and her family – 
leaving it for the obstetricians to decide the level of 
support” (GP2B, female, > 45 years)

Some GPs reported experiencing a loss of control while 
collaborating with the social services and believed the 
consequences (g) that involving the social services could 
break their alliance with the pregnant woman. This was 
due to fear of complaints about circumventing confiden-
tiality or that the patient would move to another GP.

The GPs were aware of the collective agreement rein-
forcing (i) collaboration with ANC and social services 
partners by financially remunerating participation in 
cross-sectoral meetings. However, the GPs’ reported 
varying attitudes on the benefit of participating in these 
meetings and whether the remuneration counterbal-
anced the time spent.

The GPs expressed varying goals (j) regarding whether 
to prioritize cross-sectoral collaboration on their vul-
nerable pregnant patients, both regarding time spent on 
telephone calls and participating in cross-sectoral collabo-
rative meetings outside their clinics. Some GPs prioritized 
participating in cross-sectoral meetings with the social-
obstetric units or social services, whereas others reluc-
tantly argued the time missed for other patients. As a GP 
prioritized on his pregnant patient with schizophrenia:

“The social-obstetric unit arranged a network meet-
ing with many collaborative partners where I was 
invited too, but I chose not to participate for several 
reasons. It was placed at a foolish time during noon, 
and I would have to cancel my whole noon schedule. 
So, I agreed with the patient that she could brief me 
afterwards.” (GP5A, male, > 45 years)

Theme III: organizational working conditions
The GPs perceived their environmental context and 
resources (m) as barriers to ANC collaboration due to 
troublesome pathways of cross-sectoral communica-
tion. Especially lack of clear and easy communication 
pathways with social workers in the social services was 
perceived as a collaborative barrier. The GPs’ reported 
difficulties navigating the extensive sized social services 
and troubles finding the relevant social worker to dis-
cuss minor concerns of vulnerability. They believed that 

two-way electronic communication was unavailable 
between the health care sector and social services regard-
ing minor concerns of vulnerability. Their only option 
to communicate with the social services was through a 
social report, which was perceived as exaggerated in situ-
ations of vague vulnerability based on intuition.

“In the good old days, we could call the social worker 
in the municipality for a talk – but we can’t any-
more. I can’t remember writing an ordinary letter 
of concern – I don’t know if it is possible anymore. I 
think a social report is the only way nowadays (…). 
We need a communication channel that is more 
than a social report- versus no social report. Like 
a two-way communication where you can discuss 
lower levels of concern” (GP5A, male, > 45 years)

However, some GPs perceived a better utilization of the 
cross-sectoral collaboration when practicing in minor 
municipalities. As a GP stated on collaboration with 
social services:

“One or two social workers came to our clinic at 
scheduled appointments, where we discussed cases 
of vulnerable pregnant women and their families. 
Then you got a sense of the different options, and you 
could discuss things without making a big case out of 
it.” (GP1C, female, < 45 years)

Some GPs stated that mutual communication was used 
insufficiently between health care partners in ANC, leav-
ing information to be delivered through their patients.

“The midwives and health visitors – they’re running 
autonomous – You feel that it’s a coincidence what 
information comes to you. Suddenly a pregnant 
woman consults you about sleep disturbances, and 
during the conversation, the woman says that the 
health visitor is worried about antenatal depression. 
That information was relevant to me… I miss this 
dialogue” (GP1C, female. < 45 years)

Another communicative barrier related to the environ-
mental context (m) of cross-sectoral collaboration was 
that important information on the social resources of a 
woman or her partner is not shared between the health 
care sector and the social services sector. A GP reported 
not being informed about social support initiated by the 
social services to his female patient, which indicated poor 
social resources in the family.

“I remember examples of not being informed about 
social reports about my patients made by other pro-
fessionals. I had a family where I was worried and 
made a social report. Then the mother told me she 
already had a municipal supportive person in her 
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house, and apparently, a lot of support was initiated 
that I did not have a clue about. The mother hasn’t 
told me because she was embarrassed. I would have 
liked to be informed about such things” (GP5A, 
male, > 45 years)

The GPs’ attitudes toward cross-sectoral partners were 
affected by social influences (n), e.g. socially comparing 
their values relative to others or alienating experiences 
leading to a lack of interprofessional trust. Dissatisfying 
collaboration experiences affected the GP’s value percep-
tion and trust in collaborative partners. Especially the 
GPs’ expressed negative value perceptions of the social 
workers in social services. Contrary, the GPs’ perceived 
the health visitors and social-obstetric collaborators in 
ANC as good-hearted caretaking professionals with the 
ability to see the women’s needs.

“I think there is a difference in culture, like social 
workers, they might be brought up with box-think-
ing – where should the money come from… It is 
more the cold part, and then there are the health 
visitors, who with a good heart can see that there is 
a pregnant woman or mother who needs extra care” 
(GP1A, female, > 45 years)

The GPs’ reported both positive and negative experi-
ences of collaboration with social workers in the social 
services, where negative experiences were related to 
situations where their reaction was perceived as exag-
gerated. This made the GPs reluctant to collaborate with 
the social services regarding minor concerns of vulner-
ability in pregnant women. A GP told how she perceived 
a pregnant woman with a dependent personality disor-
der as vulnerable due to loneliness. The GP offered the 
woman conversational therapy in practice. Meanwhile, 
she reported to the social services with the intention that 
the woman would get further social support. But the GP 
was surprised:

“After having referred this pregnant woman to the 
social services family department, I was thinking 
“, what have I exposed this woman for?” because 
they were going on with all this…she had the feeling 
that they were evaluating the need for the forcible 
removal of her child, where I did not doubt her par-
enting skills. It was totally out of my hands- it was 
far too violent” (GP1A, female, > 45 years)

Behavior area 2: Reporting to social services
Theme I: collaborative experiences
Some GPs lacked knowledge (a) of the rationality that 
reporting is an individual responsibility, ensuring munic-
ipal support in case the vulnerable pregnant women fail 

to seek help. Some GPs felt unable to decide upon the 
need for reporting and delegated this decision to collabo-
ratives with no preexisting familiarity with the woman’s 
resources (decision process (c)). However, other GPs were 
aware of their obliged duty to report. GPs who delegated 
the decision to report argued with lack of trained skills 
(b) in reporting about vulnerable pregnant women.

“It happens so rarely, and therefore I don’t have any 
routine. There are the social-obstetric units you can 
refer to, and then they can decide whether to report”. 
(GP2F, male GP > 45 years)

A GP whished further knowledge (a) of how the social 
services manage social reports about vulnerable pregnant 
women.

“I would like to know how they [the SS] assess these 
vulnerable pregnant women. Do they differentiate in 
groups? “(GP1A, female,> 45 years)

Theme II: motivation
The GPs mentioned several barriers decreasing their 
motivations to report on vulnerable pregnant women. 
Prominent barriers were ethical challenges in the GPs’ 
professional role (e) related to the duality of handling the 
interests of both the unborn child with obligations to 
report and the interest of the pregnant woman.

“A decision of reporting to social authorities is not a 
quick decision – it’s weighing the pros and cons of the 
expected result, how to formulate it so you can argue 
to the coming mother (..) we have to be able to stand 
by our decision to report. A report to the social ser-
vices is an instrument that requires that you’re using 
your professionalism” (GP3B, male, > 45 years)

Another de-motivating factor was low confidence in 
judging the necessity of reporting on vulnerable pregnant 
women. The GPs were confident in reporting conditions 
of the pregnant women comprising an apparent threat 
to the unborn child – i.e. alcohol- or drug abuse during 
pregnancy. However, most GPs had no or only minor 
experiences reporting on vulnerable pregnant women. 
Therefore, they had low beliefs in their capabilities (f ) 
judging the necessity of reporting on a vulnerable preg-
nant woman.

“If it’s about abuse, then it’s clear, then you’re obliged 
to report on it, but if it’s just a level of concern – then 
it’s something else” (GP2E, female < 45 years old)

A strong doctor-patient relationship could be a barrier 
to reporting. The GPs described having refrained from 
reporting due to beliefs in consequences (g) of damaging 
the doctor-patient alliance.
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“It is difficult when we are saying – okay, we are 
writing a social report and starts up the whole bat-
tery. Because then you’re sure that she will not con-
sult you the next time” (GP3A, female, < 45 years).

Another barrier to reporting was that the GPs’ 
acquaintances of the situation are often based on diverg-
ing histories from the mother and father. The GPs 
believed the consequence (g) that a report could cause 
families to break up during the pregnancy, thereby dam-
aging the doctor-patient alliance.

However, a strong and trustful doctor-patient rela-
tionship was also perceived to increase the GPs’ beliefs 
in their capability (f ) arguing the need for support to 
the pregnant woman, thereby facilitating the decision to 
report.

A GP expressed a pessimistic attitude belonging to the 
domain of optimism (h) that a social report was some-
times pointless.

“We might be biased that our family departments in 
the social services are on their heels and that it will 
take much before they intervene. (…). If the reports 
are just lying there collecting dust” (GP5A, male, < 
45 years)

Contrary, GPs’ having positive experiences giving opti-
mism (h) about the consequence of collaboration with the 
social services about vulnerable pregnant women seemed 
to facilitate the decision to report.

Theme III: organizational working conditions
The environmental contexts(m) with lack of pathways for 
two-way correspondence with social services about lower 
levels of concerns were an additional barrier affecting the 
GP’s motivation for reporting.

“So, you’re like in doubt of when to push the button 
and make the report. Maybe we’re doing all too few 
reporting, but we’re missing an option for commu-
nicating on those who just need a little help with-
out digging down in the deep psychosocial whole” 
(GP5A, male, > 45 years)

The GPs were frustrated because they missed feedback 
from the social services on whether their reports led to 
any supportive initiatives. They were aware of the obli-
gation of the social services to maintain confidentiality. 
However, in the context of ANC of vulnerable pregnant 
women, the concern of confidentiality of the woman was 
perceived as a barrier to collaboration.

“I know that the social services are working on the 
case with my patient, but I don’t know what it is 
about. It is a huge challenge that their work is sur-
rounded by such secrecy to us, even if the women 

give consent. It’s my impression that we don’t get 
any feedback (..) I would like to know which initia-
tives they put through… e.g. if they put on a support-
ive person in such a family. All I know is what the 
woman told me”. (GP5A, male,> 45 years)

Social influences (n) from collaborative partners 
requesting the GPs to report were a barrier. It brought 
the GPs into a dilemma between maintaining the inter-
ests of the pregnant woman or the care of the coming 
child.

“It can be a minefield when a person from the hos-
pital or social services contacts you and ask you to 
make a social report on a patient where you don’t 
have enough information to do it. You are not just 
obliged to report due to the law, but you’re also mor-
ally obligated to be properly informed if you’re writ-
ing a report.” (GP3B, male, > 45 years)

Contrary, when the patients themselves wished for 
help, it was perceived to facilitate reporting. However, 
this was mostly the case after childbirth and not during 
pregnancy.

Discussion
Statement of principal finding
Several barriers and facilitators related to almost all TDF 
domains affected the GPs in the cross-sectoral collabora-
tion and reporting on vulnerable pregnant women.

Frequent barriers were associated with lacking inter-
play between the GPs and health care professionals 
within ANC and the social services system. Organiza-
tional barriers were insufficient mutual communication 
pathways across sectors and law restrictions limiting 
feedback on the consequences of a report. This affected 
the GPs’ motivation -i.e. low confidence in navigating 
ANC and judging the necessity for reporting, losing con-
trol of care trajectories and fear of breaking the doctor-
patient alliance.

Facilitators were knowing the working contexts of part-
ners in the ANC and social services and having experi-
ence of collaborating and reporting when necessary. This 
increased the GP’s confidence and motivated collabora-
tion and reporting. Other facilitators were organizational 
conditions enabling collaborative meetings with partners 
in the ANC and social services.

Strengths and weaknesses
The qualitative approach with the collaborative nature of 
focus group interviews resulted in rich data on GPs’ per-
ceived barriers and facilitators on the subject. Ongoing 
adjustments were made in the interview guide to elabo-
rate on new perceptions, ensuring coverage of all barriers 
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and facilitators of collaboration and reporting. The study 
sought to achieve high information power by continuing 
interviews until reaching a study sample large enough to 
answer the research question [45]. The COREQ criteria 
ensured transparency in reflexivity, design, analysis, and 
findings [25] (appendix 2).

We aimed for a purposeful sample but accepted a con-
venience sample due to recruitment problems. Of the 60 
invited, 20 GPs accepted with lack of time as the main 
reason to decline. The small-sized focus groups with 3–6 
respondents may have limited the broadness of the dis-
cussions. However, it could also contribute to respond-
ents feeling of confidentiality and safe space in being able 
to get themselves heard. Only GPs from partnership prac-
tices accepted the invitation, and these could represent 
the GPs with a particular interest in the subject or time 
to participate. However, the sample composition varied 
concerning gender, seniority, and practice location from 
different sociodemographic areas throughout Southern 
Denmark. Also, participants differed in frequencies of 
having ANC consultations indicating that participants 
were not only the GPs with a particular interest in the 
subject. We only recruited GPs from one region. The pro-
portion of vulnerable pregnant women may vary slightly 
between regions, and likewise, the organization of social-
obstetric units may vary. However, due to the compre-
hensive sample composition of GPs, we believe that our 
findings represent an accurate picture of GPs’ challenges 
in ANC and therefore are transferable to GPs from other 
Danish regions.

Using TDF as a theoretical frame gave comprehensive 
coverage of GPs’ perceived barriers and facilitators in 
the behavior of collaborating and reporting in the cross-
sectoral ANC. Some text may fit multiple TDF domains; 
nevertheless, it must be coded into the domain which 
best reflects the key theme [26]. We found meaning 
bearing units matching 12 out of 14 TDF domains, cor-
responding with other qualitative studies based on the 
TDF [27–32, 37]. Overlaps are inevitable since reporting 
is part of the cross-sectoral collaboration. Yet, reporting 
was analyzed separately as it reflects more severe man-
agement of vulnerability in pregnancy.

The study only reflects the GPs’ perspectives on the 
collaborative challenges in ANC, which per se must 
be dynamic. The focus group dynamics might have 
affected the GPs’ to withhold diverging attitudes or con-
trary enhanced their sharing of experience. However, 
we believe that the GPs’ responses reflects individual 
attitudes.

The research group of GPs possessing years of expe-
rience working with ANC in general practice and col-
laborating with partners in the ANC and social services 
system gave a good background knowledge of the 

working conditions and possible challenges for the GPs. 
On the other hand, our experiences and preconcep-
tions might have affected the generation of the interview 
guide and the interpretation of the qualitative data. The 
research team continuously reflected on the contrasts 
and similarities between the findings and our preconcep-
tions. Inclusion of other professional expertise, e.g. nurs-
ing science, midwifery science, or sociology, might have 
found different perspectives of barriers and facilitators.

Findings in relation to other studies
System‑level barriers to collaboration
Similar studies from the UK, Ireland and Australia found 
system-level barriers relating to poor joint communica-
tion between GPs, midwives and health visitors [15, 16, 
18]. Even though the organization of ANC might differ 
between countries, we anticipate that the barriers are 
comparable. This study adds to the literature in two ways. 
First, it focuses on GPs’ challenges of collaborating on 
vulnerable pregnant women as a broader perspective that 
perinatal mental health problems, as vulnerability also 
includes social problems and other mental health prob-
lems of the woman and her family. Second, it focuses on 
GP’s views of collaborative challenges within the ANC 
system as part of the health care sector and between the 
health care sector and the social services sector.

Our findings reflect how the cross-sectoral collabo-
ration suffers from insufficient possibilities for mutual 
communication, especially between the GP and the social 
services sector. In Denmark, reasonable communication 
pathways exist between collaboratives in the health care 
system – i.e., between the GPs, hospital outpatient clin-
ics, private medical specialists and healthcare nurses. 
However, the health care system is separate from the 
social services system, and the two systems have no tra-
dition of exchanging information on individual patients 
-e.g. information indicating social vulnerability. There-
fore, necessary knowledge is often withheld from the 
GPs, which otherwise might assist GPs in assessing vul-
nerability in pregnant women, collaborating in ANC, and 
deciding upon the need for social reporting.

Internal barriers to collaboration
Prioritizing time for cross-sectoral collaboration on vul-
nerable women was a diverging issue regardless of rein-
forcing remuneration from collective agreements. Some 
GPs prioritized time for communication and participa-
tion in cross-sectoral meetings with partners in ANC and 
social services, whereas others would instead prioritize 
time on other patient categories. These results are sup-
ported by studies showing the necessity of allocating time 
to implement cross-sectoral meetings [47] and that prac-
ticing in smaller municipalities or having short or average 
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list sizes predicts GP participation in cross-sectoral 
meetings [48, 49].

Barriers to reporting
The present study shows GPs’ barriers to reporting on 
vulnerable pregnant women—i.e. lack of training in 
deciding when to report, lack of trust in social services, 
and fear of damaging the doctor-patient relationship 
when reporting. This is consistent with similar findings 
on GPs’ barriers to reporting child abuse- i.e. lack of time, 
insecurity in suspicion of child abuse, lack of available 
support on the decision to report, bad experiences with 
the social services and fear of damaging the patient-rela-
tion [20, 21, 50]. The GPs seem to struggle between main-
taining professionalism when balancing the interest of 
the unborn child versus keeping a positive doctor-patient 
relationship by managing their patient’s interests. While 
GPs are confident in reporting on obvious signs of vul-
nerability in pregnancy – i.e. psychiatric disease or severe 
social problems [12], then the GPs’ professionalism is 
challenged in the grey zone areas of minor degrees of vul-
nerability, where no specific guidance exists of either col-
laborative opportunities or necessities of reporting [12].

Conclusion
In conclusion, despite a structured and formalized Dan-
ish ANC system, there are many challenges in the cross-
sectoral collaboration on vulnerable pregnant women 
both within the health care professionals in ANC and 
between the healthcare sector and the social services 
sector. Especially, the GPs were insecure about when to 
report and found the reporting system inadequate.

Meaning and implications
An important finding from this study is the need for 
commissioners to evaluate the possibility of estab-
lishing electronic two-way communication pathways 
between the GPs and the social services sector. This 
would enable better conditions for cross-sectoral 
communication and feedback regarding GP’s minor 
concerns of vulnerability in pregnant women not ful-
filling the criteria for a social report. Politicians should 
also consider ensuring that municipal social services 
(assuming patient consent) provide sufficient informa-
tion to GPs about the follow-up taken by the munici-
pality as a consequence of a social report. This is 
important information that can indicate a potentially 
vulnerable woman or family. The TDF aims to identify 
domains applicable in designing interventions [26, 51], 
and the findings can possibly contribute to future inter-
vention strategies optimizing ANC for vulnerable preg-
nant women. A step might be a minor scale municipal 
intervention with user involvement of all collaboratives 

in ANC and the social services, where both legal oppor-
tunities, organizational structures, and remuneration 
could underpin a better cross-sectoral collaboration.

Continuous education might be necessary to increase 
the GP’s awareness of the need to report on vulnerable 
pregnant women and how social services manage social 
reports.

Studies are needed to elaborate further on the organi-
zational and motivational influences limiting GPs in col-
laborating and reporting.
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