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Abstract 

In the Republic of Guinea, maternal mortality remains alarmingly high due to serious shortcomings in the quality of 
prenatal care. This study aimed to analyze the quality of the relationship between healthcare providers and primiparous 
women during prenatal care at the Bernard Kouchner Community Mother and Child Medical Center in Kaloum, and to 
assess its impact on the quality of care provided. This was a qualitative cross-sectional study conducted among 23 
primiparous women aged 18 to 28, 16 health care providers—including five doctors, four nurses, seven midwives, and 
four administrative staff members. The results revealed that the caregiver-primiparous woman relationship is generally 
perceived as caring and satisfactory, based on the caregiver’s perceived technical competence, respectful 
communication, and availability. However, structural constraints such as service overload, language barriers, and 
sociocultural norms related to gender and marital authority limit the full effectiveness of this therapeutic relationship. 
These findings suggest the need to strengthen relational training for healthcare professionals, adapt communication 
strategies to the ethnolinguistic diversity of patients, and improve the organizational conditions of prenatal care to 
reduce maternal mortality and improve women’s adherence to prenatal care in Guinea. 
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1. Introduction

Women’s health during pregnancy is a critical consideration, as it can have a significant impact on the mother (Audic et 
al., 2023), fetal development, and even the child’s future life. Stressful situations—such as financial problems, family 
conflicts, a history of depression, and, above all, difficult interactions during medical appointments—can exacerbate 
health issues during this period. Pregnancy and childbirth remain high-risk periods for maternal and neonatal health 
(Ammar et al., 2026). 

Approximately 830 women die every day from complications related to pregnancy or childbirth, 99% of them in 
developing countries (Alkassoum et al., 2018). In sub-Saharan Africa, maternal deaths accounted for 66% of the cases 
recorded worldwide in 2017 (Foumsou et al., 2018).  In Guinea, the situation is particularly alarming, with maternal 
mortality estimated at 679 deaths per 100,000 live births in 2023 (UNICEF, 2023), compared to 576 in 2017 (Guinea 
DHS, 2018). These deaths reflect significant and profound weaknesses in the quality of prenatal care systems. Several 
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factors account for this excess mortality (Bah et al., 2025; Madjita and Hélène, 2026). These include inadequate health 
infrastructure, low coverage of prenatal care, a shortage of qualified personnel, and, above all, compromised quality of 
care due to deficiencies in caregiver-patient interactions. 

Despite the progress made over the years—with a 38% reduction in the maternal mortality ratio between 2000 and 
2017 (a rate of 211 deaths per 100,000 live births)—the persistence of this level underscores the urgent need for action 
(WHO, 2019). The average annual reduction rate of 2.9% reflects the sustained efforts of governments and the 
effectiveness of public health interventions (WHO, 2019). In Conakry, in the Kaloum district, health facilities are facing 
growing demand amid high urban density. 

The Bernard Kouchner Community Mother and Child Medical Center in Kaloum receives a large number of pregnant 
women every day. They are often first-time or multiparous mothers. Their care raises questions about the quality of 
care provided and, specifically, about the nature of interactions between healthcare providers and patients. There is a 
lack of adequate communication between healthcare providers and pregnant women—especially first-time mothers—
within the Community Medical Center, which affects their use of services, their overall trust in the care provided, and 
their perception of the quality of care. However, a well-established patient-healthcare provider relationship forms the 
essential foundation of medical practice (Behe and Genty, 2024) and ensures that the patient is listened to and that their 
personal situation and treatment choices are taken into account (Bouthors et al., 2021; Guañabéns et al., 2025). It 
influences patient satisfaction, adherence to medical follow-up, and return visits. This relational dimension remains 
understudied in the Guinean context. The power dynamics observed in the patient-caregiver relationship have a 
significant effect on patients’ autonomy, choices, and decisions (Masella and Godard, 2024). 

Communication and the relationship that develops between pregnant women and healthcare professionals are now a 
key factor in improving maternal care (Hatem et al., 2018), particularly in prenatal settings where challenges remain 
numerous. Based on observations of attendance patterns and pregnancy outcomes—particularly among first-time 
mothers—at the Bernard Kouchner Mother and Child Health Center in Kaloum, effective communication is believed to 
improve prenatal care and reduce maternal mortality. The relevance of this research lies in assessing the relationship 
between healthcare providers and primiparous women in relation to the quality of care within a society deeply rooted 
in socioeconomic, cultural, and institutional inequalities. This study seeks to answer the following question: How does 
the quality of the relationship between healthcare providers and pregnant women influence the quality of prenatal care 
at the Bernard Kouchner Community Maternal and Child Health Center in Kaloum? 

2. Methodological Approach 

2.1. Population and Sampling  

This is a qualitative cross-sectional study conducted in the city of Conakry at the Bernard Kouchner Mother and Child 
Health Center in Kaloum. This study collected non-numerical data, specifically the respondents’ statements on the 
research topic. The target population consisted of 23 primiparous women aged 18 to 28, 16 health care workers—
including five doctors, four nurses, seven midwives, and four administrative staff members. 

The sample of 23 primiparous women aged 18 to 28 was selected using a non-random method with the convenience 
sampling technique, meaning that those encountered who were immediately available were interviewed. The study 
sample of health care workers (doctors, nurses, midwives) and administrative staff was selected using a non-random 
method with the volunteer technique, such that those who agreed to answer the questions were included in the sample. 

2.2. Data Collection Tools and Techniques 

Interviews with the participants were conducted using a specific interview guide tailored to each participant. The data 
collected focused on the caregiver-primiparous woman relationship and perceptions of communication during prenatal 
care. Cultural representations and the relationship between the caregiver and the pregnant woman were also 
documented. The interviews were conducted using a cell phone (Tecno Camon 50 Pro, Model CN5c) equipped with a 
voice recorder, with the respondents’ consent. Data collection lasted 45 days, from April 23 to June 6, 2026, with the 
support of interpreters trained in the collection and management of qualitative data. Semi-structured interviews were 
conducted with the defined target group until saturation was reached. 

2.3. Data Analysis 

After transcription, the interviews—based on the items contained in the interview guide—were analyzed and then 
grouped by theme to compare the responses obtained with the research hypothesis. Responses that were more or less 
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identical were classified by area of interest. Indeed, after carefully listening to the interview recordings, units of meaning 
were identified in order to give substance to the themes and subthemes that emerged from the interviews as a whole. 

3. Results  

The relationship between a primiparous woman and her healthcare provider encompasses symbolic, emotional, and 
social dimensions; analyzing these dimensions provides a better understanding of the dynamics of seeking and adhering 
to care. It is therefore not limited to a mere technical interaction between a healthcare professional and a patient. In the 
context of prenatal care, the focus is on primiparous women within this relationship. This relationship is of particular 
importance because first-time mothers are experiencing their first pregnancy and find themselves in a situation of 
discovery and physiological, psychological, and social vulnerability. Based on the communication between first-time 
mothers and healthcare providers, it is recognized that the dynamics of active listening and counseling are critical to 
the quality of their prenatal care. 

All the women surveyed expressed overall satisfaction with the attitude of the healthcare staff toward them. Their 
comments point to a common perception: that of a warm welcome, attentive care, and a conflict-free relationship. In 
line with this, one first-time mother stated: 

They’re taking good care of me, and I’m happy, since this is my first pregnancy (A. K., age 20; first-time mother; April 
2026). 

In a similar vein, another respondent linked the quality of a caregiver’s attitude to professional competence. She stated 
the following: 

They do a great job; they’re very good at what they do, and they take good care of me. That’s what I think (A. S. S., age 
22; first-time mother; June 2026). 

These findings are consistent with the view expressed by health care workers, who believe that the quality of care 
depends on the ability to welcome patients, reassure them, and create an environment conducive to open 
communication. One of the health care workers explains: 

When a patient comes here—for example, there was a woman who came in this morning. I took very good care of her. 
I made her feel very welcome, and we pampered her right up until she gave birth (B. H., 38; Midwife; June 2026). 

 This statement goes beyond the technical aspects of care, incorporating the relational and emotional dimensions as 
well. Similarly, a doctor interviewed about this issue—specifically, the attitudes toward first-time mothers—said: 

First, you have to put the patient at ease. When you put the patient at ease by making her feel comfortable with the 
doctor and nurse, when you create that sense of comfort, the patient will feel better and be able to listen more 

attentively to what you have to say (M. J., 33, Doctor; May 2026). 

This perspective aligns with the statements of the first-time mothers surveyed, as they acknowledge that this subjective 
sense of care depends as much on the attentiveness and respect they receive as on the provision of medical care. 
However, a nuance emerges in the accounts of some first-time mothers which, beyond their satisfaction, reveals 
organizational limitations that may affect their experience regarding the quality of care at the Community Health Center. 
A confusion thus arises between technical expertise and interpersonal skills. For these women, receiving good care also 
means being treated well; these two dimensions are inseparable in the construction of their personal experience of 
healthcare. As evidence, one woman states: 

When you come in for the ultrasound, I’m not going to blame them—how should I put it?—because it takes time, and 
also because it’s so crowded; there are so many people here, especially on Mondays, Tuesdays, and Thursdays. When 

you come—no, you won’t even have a place to sit; it’s the doctor’s fault—he’s on his own… Doing an ultrasound is 
going to take time… it could take all day (M. B., age 26; first-time mother; May 2026) 

The quality of the patient-provider relationship can therefore coexist with structural constraints in health care services. 
The relationship with prenatal care is shaped by both relational and organizational factors, which are influenced by the 
workload and the operations of the Bernard Kouchner Community Mother and Child Medical Center in Kaloum. 
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During the surveys, the emotional experiences of first-time mothers during prenatal visits were discussed. For many 
women, their first pregnancy is a completely new experience, marked by a certain emotional vulnerability. When asked 
about any discomfort, fear, or humiliation they might have felt during prenatal visits, first-time mothers described 
nuanced experiences ranging from rapid reassurance to initial apprehension stemming from the unknown. The majority 
of women surveyed stated that they did not feel humiliated or afraid in their interactions with healthcare providers. 
One of them said: 

This is my first pregnancy here, but I've heard that everything goes smoothly here, so I'm not afraid (A. B., age 20; 
first-time mother; April 2026) 

This verbatim account reflects a mechanism of social reassurance, conveyed by those around her, which positively 
influences the woman’s experience even before her first contact with the healthcare provider. However, an important 
nuance is noted in an interview with a first-time mother. She shared the following: 

Well, yeah, my first time—because it was the first time we’d met, so I didn’t know how she’d react to me or even how 
she’d talk sometimes; I had my doubts. It was actually my husband who was pushing me… She’s told me now that 

she’s available, and every time since then, she’s been the one giving me the courage by calling me (F. B., 20 years old; 
first-time mother; June 2026). 

The emotional experience of first-time mothers is generally positive at this facility. The quality of the initial welcome 
and the availability of healthcare providers appear to be key factors in the relationship between healthcare providers 
and first-time mothers. 

In the context of prenatal care, trust is the foundation of any therapeutic relationship. It takes on a special significance 
because it is built within a relationship that is both intimate and institutional. One respondent shared: 

I trust all of them. Oh, and no one has ever spoken to me rudely here since I arrived (D. F., 25 years old; first-time 
mother; June 2026). 

Another respondent went on to state that: 

She's friendly… she plays with everyone (A. S., 28 years old; first-time mother; June 2026). 

Trust is directly linked to respect in communication. Women evaluate their healthcare providers based on competence 
and respect. A healthcare provider’s availability, warmth, and approachability are criteria for trust just as much as 
clinical competence. Interpersonal skills are therefore important in building the therapeutic relationship. Regarding the 
issue of trust in healthcare providers, some interviews revealed a conflict between personal preference and marital 
pressure. A first-time mother explained this as follows: 

I just hated women… I’m with a woman because that’s what my husband wants; he doesn’t want a man to see his wife 
(F. S., age 26; first-time mother; April 2026). 

The gender of the healthcare provider is a factor in trust (or mistrust) influenced not only by the patient’s personal 
perceptions but also by societal and community norms. Women do not freely choose their healthcare provider, which 
raises the question of the autonomy of first-time mothers in the context of prenatal care. 

Furthermore, healthcare providers are aware that their relationship with first-time mothers—through effective 
communication—influences the quality of care and directly impacts these women’s well-being. It is in this vein that one 
physician stated: 

Effective communication means making her understand that she is pregnant and that she needs to take care of herself 
(A. A., age 40; Obstetrician-Gynecologist; May 2026). 

First-time mothers’ trust in their healthcare providers is thus based on three key elements: competence, respect, and 
availability. In addition, another important aspect was highlighted during the discussions: first-time mothers’ access to 
information and their ability to express themselves. The ability of a first-time mother to ask her healthcare provider 
questions, seek clarification, and actively participate in her care remains a key indicator of the quality of the caregiver-
patient relationship. 
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The majority of first-time mothers surveyed reported that they ask their healthcare providers for clarification. One of 
the respondents stated: 

Yes, if they speak—even if I didn’t understand—I’ll just ask them, and then they’ll explain it to me (B. B., 22 years old; 
first-time mother; May 2026). 

Another person echoes these sentiments, saying that: 

Whenever there’s something I don’t understand, as soon as I ask, she tells me, “Do this, do that”—like, how I’m 
supposed to behave. She’s often told me, and has continued to do so up to now, to exercise and move my body, but 

without bending over (D. A., 22 years old; first-time mother; June 2026). 

For healthcare workers, there are concerns regarding the needs expressed by women. On this subject, a doctor 
explained: 

Consultations take place in a private setting so that the patient can open up… it’s also important to understand the 
dialect the patient speaks (D. A., age 35; Physician; June 2026). 

The issue of confidentiality and the language barrier was highlighted in this verbatim transcript. In Guinea, where there 
is significant ethnolinguistic diversity, a mismatch between the language spoken by the healthcare provider and that of 
the patient can pose a major obstacle to effective communication. A midwife provided further clarification during the 
interviews. 

It is we midwives who can help pregnant women understand what is known as prenatal care. It is through us that 
pregnant women can receive prenatal care without any problems (D. A., age 32; Midwife; June 2026). 

The relationship between healthcare providers and first-time mothers during prenatal care at the CMC-MEBK in Kaloum 
appears, on the whole, to be functional and supportive, from the perspective of both the first-time mothers and the 
healthcare providers. The women feel free to ask their healthcare providers questions, and the healthcare workers are 
aware of their educational role. Nevertheless, disparities persist in how healthcare providers approach communication. 
Obstacles related to language barriers and confidentiality must be addressed to ensure a higher quality of care for all 
women, particularly first-time mothers. 

4. Analyse 

4.1. A predominantly positive emotional experience, with no reported abuse 

The results of this study indicate that, overall, the primiparous women surveyed did not report experiencing verbal 
abuse from healthcare providers. Studies have revealed attitudes of contempt and impatience on the part of healthcare 
providers toward pregnant women with low levels of education or who are economically disadvantaged (Gentile et al., 
2025; Jacobsson et al., 2025; Kasaye et al., 2023). The fact that the respondents did not report such experiences can be 
explained by several hypotheses. It is possible that the quality of care at the Kaloum MCHC is slightly above the regional 
average. Additionally, social desirability bias may be at play. Some first-time mothers still receiving care at the medical 
center may be reluctant to voice negative criticism of their healthcare providers (Tremblay and Berthelot, 2024), either 
out of fear of retaliation or out of gratitude toward the professionals on whom they still depend. 

4.2. The foundations of trust: a multidimensional construct influenced by cultural and marital factors 

The results revealed that first-time mothers’ trust in their healthcare providers rests on three pillars: perceived 
technical competence, respectful communication, and the provider’s availability. Research has shown that the patient-
physician relationship is based on several dimensions that constitute trust: technical competence, benevolence, 
honesty, confidentiality, and advocacy for the patient’s interests (Derbez, 2023; Isseki and Brasseur, 2024). The data 
collected confirmed the competence and benevolence highlighted in the statements of first-time mothers. The respectful 
attitude of healthcare providers is the main predictor of women’s satisfaction with the care they receive, ranking even 
higher than the technical quality of care (Diallo, 2022; Diarra, 2025). The availability and responsiveness of healthcare 
providers are key foundations for trust and adherence to prenatal care. 

Furthermore, the role of gender norms and marital authority in access to prenatal care was revealed during the 
interviews. This reality has been documented in several studies (Diallo, 2022; Guindo et al., 2023; Kane et al., 2022; 
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Madjita et al., 2026; Pierre et al., 2025; Philibert et al., 2023). In this regard, one study showed that patriarchal norms 
significantly influence the use of healthcare services and the choice of healthcare provider in Guinea (Diallo, 2022). 
Mistrust of midwives reveals the existence of hierarchical professional perceptions within the health care system itself, 
where doctors enjoy a higher social status than midwives. 

4.3. The relationship between healthcare provider and first-time mother and the quality of care: 
communication as a key factor 

All the women interviewed reported that they felt comfortable asking their caregivers questions and receiving 
satisfactory answers. This finding is significant in a context where the caregiver holds the knowledge and the patient is 
expected to comply without questioning. A patient’s ability to ask her healthcare provider questions is strongly 
associated with the sense of security she feels in the relationship (Berghmans, 2026; Thomas and Hazif-Thomas, 2022), 
as well as with her level of education and her understanding of medical consultation ethics (Le CCNE, 2023). 

In the sample of this study, the language barrier was identified by healthcare providers as a structural obstacle to 
communication with first-time mothers in the Guinean context. Furthermore, the language barrier has been identified 
as one of the main obstacles to attending prenatal checkups among women in rural and peri-urban areas (Bagalwa et 
al., 2025). 

5. Conclusion 

The positive experience reported by first-time mothers in this study is an encouraging finding, but one that must be 
interpreted with caution, particularly due to the social desirability bias inherent in interviews conducted in medical 
centers. First-time mothers’ trust in their healthcare providers is a multidimensional construct, influenced by both 
individual factors (perceived competence, quality of communication) and sociocultural determinants (the healthcare 
provider’s gender, marital authority, and hierarchical professional roles). These dimensions, which are integral to 
medical practice, must be taken into account in the training of healthcare professionals and in the design of prenatal 
care policies. 

Furthermore, the quality of care in the caregiver–primiparous woman relationship at the CMC-MEBK in Kaloum was 
discussed at length. This supportive relationship, however, faces persistent structural constraints: overburdened 
services, language barriers, and insufficient confidentiality during consultations. Although these obstacles do not 
systematically compromise the relationship between healthcare providers and first-time mothers, they do limit its 
effectiveness. Improving the quality of prenatal care cannot be reduced solely to the relational dimension; it also 
requires an organizational and institutional response adapted to the Guinean context. Ultimately, strengthening the 
relationship between healthcare providers and first-time mothers, while respecting their autonomy and cultural 
diversity, is an essential foundation for improving the quality of care and ensuring proper prenatal follow-up. These 
strategies will help reduce maternal and infant mortality in health centers. 
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