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A B S T R A C T

Problem: COVID-19 guidance from professional and health organisations created uncertainty leading to
professional and personal stress impacting on midwives providing continuity of care in New Zealand
(NZ). The COVID-19 pandemic resulted in massive amounts of international and national information and
guidance. This guidance was often conflicting and not suited to New Zealand midwifery.
Aim: To examine and map the national and international guidance and information provided to
midwifery regarding COVID-19 and foreground learnt lessons for future similar crises.
Methods: A systematic scoping review informed by Arksey and O’Malley’s five-stage framework. A range
of sources from grey and empirical literature was identified and 257 sources included.
Findings: Four categories were identified and discussed: (1) guidance for provision of maternity care in
the community; (2) guidance for provision of primary labour and birth care; (3) Guidance for midwifery
care to women/wahine with confirmed/suspected COVID-19 infection, including screening processes and
management of neonates of infected women/wahine (4) Guidance for midwives on protecting self and
own families and whanau (extended family) from COVID-19 exposure.
Conclusion: Guidance was mainly targeted and tailored for hospital-based services. This was at odds with
the NZ context, where primary continuity of care underpins practice. It is evident that those providing
continuity of care constantly needed to navigate an evolving situation to mitigate interruptions and
restrictions to midwifery care, often without fully knowing the personal risk to themselves and their own
families. A key message is the need for a single source of evidence-based guidance, regularly updated and
timestamped to show where advice changes over time.

© 2021 Australian College of Midwives. Published by Elsevier Ltd. All rights reserved.

Statement of significance

Problem or issue

COVID-19 practice guidance for midwives created uncer-

tainty leading to professional and personal stress impacting

on midwives providing continuity of care in New Zealand.

What is already known

Continuity of care improves outcomes and is desired by

women. COVID-19 guidance for New Zealand midwives from

international and national sources was not consistent in the

initial stages of the pandemic.

What this paper adds

This review illustrates how inconsistency in practice

guidance impacts on midwifery during a quickly changing

pandemic practice context. It is imperative to be prepared for

future pandemics to help ensure quality safe midwifery

continuity of care continues. Policy makers must consider

midwives and their families when issuing practice guidance.
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yndrome coronavirus 2 (SARS-CoV-2), created a fast-moving and
hanging public health crisis globally [1]. This was evident within
aternity and midwifery services [2,3] and impacted women [4]
round the world. New Zealand adopted a quick decisive early
pproach to COVID-19 with the intention of eradicating the virus
ithin the borders [5,6]. The subsequent national health
mergency resulting in shutdown of all services except essential
nes, placed frontline health workers including midwives in a
hallenging and dynamic situation which they had never
ncountered. As the situation unfolded much uncertainty
ontinued. Despite uncertainty, midwives across New Zealand
eeded to grapple with major practice situations for which they
ad never been prepared [7]. The fluidity of the government-
oordinated risk management advice created uncertainty and
mbiguity in a workforce under stress [8,9], that has also been
eflected in the media coverage of maternity experiences in New
ealand [7]. The ever-changing guidance and myriad sources of
nformation coming from the global networks and national
rofessional bodies and New Zealand Ministry of Health (MoH)
dded to a situation which has been reported anecdotally as
dding stress to an already demanding practice reality [10].
ealing with sudden changes to how they work with women and
hanau during pregnancy, birth and postnatally, especially in the
ommunity, required unprecedented innovation and adaptation
y midwives in all settings. This scoping review reports on how
his guidance came from multiple sources over a four month
eriod and illustrates the complexity of the practice reality of the
ew Zealand midwifery workforce who continued to work in
ays that ensured, as much as possible, a preservation of the New
ealand model of maternity care. This model of care is built upon

 foundation of relational continuity, partnership and safety of
he women/wahine, families and whanau and communities. The
alance between keeping themselves safe, their own families and
hanau safe whilst continuing to work at the frontline of
aternity services is highlighted.

ackground

The New Zealand maternity system provides free maternity
are for all eligible women/wahine. Women/wahine who choose
he additional services of a private obstetrician will pay for this
ervice. Nevertheless, every birthing woman in NZ will have a
idwife involved in her care. Women may choose their Lead
aternity Carer (LMC), who can be a midwife, General Practitioner

GP) or obstetrician, who is accountable and responsible for all the
are. Around 95% of women/wahine in NZ have a midwife LMC.
ontinuity of care is a standard for maternity care in NZ [11]. This
ontinuity of care model is available to women/wahine and their
amilies and whanau in the community and in secondary and
ertiary facilities [12]. New Zealand’s unique model of care
ontinued despite the disruption to health services following
he announcement in March 2020 of a State of Emergency and full
ockdown, which mandated social distancing and self-isolation

[13]. Midwives employed in hospitals and birth centres (known as
core midwives) continued to provide care to women across the
whole spectrum of care in a rapidly-changing practice environ-
ment. This includes midwifery care for primary (women with
uncomplicated pregnancies), secondary (women who require
input from obstetric services but not a transfer of care) and
tertiary maternity (women with pregnancy complications requir-
ing transfer of care). The complexity of delivering midwifery care
during COVID-19 represents a defining moment in New Zealand’s
maternity services because the situation has highlighted the need
to be resilient and to address existing professional concerns. Due to
the collective uncertainty within the profession, convening on
online web conferencing and social media platforms was ubiqui-
tous. New Zealand midwives, including the authors, engaged with
online communication to discuss practice concerns. Midwives
working in the primary setting engaged extensively in online
platforms due to the need to communicate with each other about
clinical practice concerns. Through participation in online forums
the authors noted the concerns midwives raised, and formulated
several questions:

1 What is the best way to provide midwifery and ensure
continuity of care and partnership with women/wahine and
families and whanau during a pandemic?

2 How do midwives keep the families and whanau they serve safe
during COVID-19 pandemic?

3 How do midwives keep themselves safe during COVID-19
pandemic?

4 How do midwives keep their own families and whanau safe
during COVID-19 pandemic?

These questions prompted a larger study investigating mid-
wives within the context of COVID-19 New Zealand of which this
scoping review is a part. The aim of this scoping review is to
address these questions by: examining and mapping the national
and international guidance and information provided to mid-
wifery and maternity health care providers regarding the COVID-
19 pandemic, illustrating the complexity for frontline NZ mid-
wives, and to foreground learnt lessons for future similar crises.
The regional uniqueness of this scoping review highlights the
contextual reality of midwifery continuity of carer when
confronted by an array of changing pandemic guidance over
time that posed restrictions on movement, social distancing and
evolving requirements for protective measures as evidence
emerged. Table 1 provides New Zealand specific terms and
acronyms. This scoping review contributes to a larger three stage
study that aims to inform future practice arrangements and
guidance provision for the ongoing COVID-19 situation and future
pandemics. A search for similar scoping review protocols in
progress or completed was undertaken. To the authors knowledge
no other scoping review on this topic within the New Zealand
context has been undertaken. This review protocol has been
registered and published [14].

able 1
egional and domain specific terms and acronyms.

DHB District Health Boards
LMC Lead Maternity Carer. Self-employed, can be a midwife, GP with a diploma in obstetrics or obstetrician. Most LMCs are midwives practising in the

community, with a focus on primary birthing,
Core midwives Employed midwives practising in primary, secondary and tertiary units.

MOH Ministry of Health
NZCOM New Zealand College of Midwives
OECD Organisation for Economic Co-operation and Development (OECD)
RANZCOG Royal Australian and New Zealand College of Obstetricians and Gynaecologists
RCOG Royal College of Obstetricians & Gynaecologists
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Methods

The method of this scoping review was informed by the five-
stage framework by Arksey and O’Malley [15]; a framework further
enhanced to increase transparency of the process by Levac et al.
[16]. Scoping reviews are becoming a popular form of evidence
synthesis to address research questions through gathering of data
over multiple sources [17]. A Scoping review can be used to inform
policy and practice although the focus is not necessarily related to
questions of feasibility, appropriateness, or effectiveness; instead
the purpose is concerned with identifying and clarifying research
priorities and questions by providing background and contextual
information [18]. A scoping review framework described by Arksy
and O’Malley was suitable because it led to synthesised evidence
that enabled identification of policy changes pertinent to
midwifery practice in the early stages of the pandemic. Sourcing
an array of sources over a critical timeline resulted in a trustworthy
evidence synthesis that has proven to be an invaluable adjunct to
the larger COVID-19 NZ midwifery research project still underway.
The review started with an a priori protocol developed before
commencing the review and registered with the Open Science
Framework, 2020 [19] and published [14] (Fig. 1).

Stage one: identifying the question(s)

Stage one clarifies the research question and purpose of the
review. The purpose is to examine and illustrate the complexity for
frontline NZ midwives during COVID-19 lockdown contributing to
a larger three stage study that highlights lessons learnt for future
similar crises by informing future practice arrangements and
guidance provision. The overarching question of this review is
‘What guidance and information has been provided and available
to maternity health care providers in the period of the 1st Nov 2019
to the 30th June 2020 regarding the COVID-19?’ Although the novel
coronavirus was first formally announced 31st December there
was some information emerging prior to the formal announce-
ment and we wanted to capture all these early sources. During the
authors initial exploration of the media coverage and, social media
platforms [7] four distinct categories of the phenomenon of
interest emerged, these became the four categories which are
elaborated later.

1 Guidance for provision of maternity care visits in the community
(antenatal and postnatal) during the COVID-19 pandemic;

2 Guidance for provision of primary labour and birth care
(excluding births by caesarean section) including place of birth,
labour support, protective equipment for normal birth;

3 Guidance for provision of midwifery care to women/wahine
with confirmed or suspected COVID-19 infection, including
screening processes and management of neonates of infected
women/wahine and

4 Guidance for midwives on protecting self and own families and
whanau from exposure to COVID-19 during the pandemic.

Stage two: identifying relevant sources

Stage two identified relevant sources whilst balancing achiev-
ability with the breadth and comprehensiveness of the review,
whilst maintaining alignment with the studies’ purpose and
questions. Only text and artefacts written in English and found
through the robust systematic search strategy were included. Any
sources with ethical issues were excluded. The search included
research literature, official guidance and information published
globally for maternity health care providers during the COVID-19.
This report only includes identified sources that are peer-reviewed
academic research articles, peer-reviewed or substantiated report
literature (e.g., policy documents, reports, brief reports and fact
sheets that guide practice for maternity health care providers,
government reports, DHB communications, professional bodies
and fact sheets that guided practice for NZ midwives). Where
deemed appropriate for inclusion opinion and editorial texts were
used if verifiable easily accessible sources.

Two genres of sources were included: international and
national. International sources are included because the interna-
tional guidance begun to emerge prior to national sources which
were informed by the emerging global responses and understand-
ing of the pandemic. The first Covid-19 symptoms were verified on
8th December 2019 with the WHO reporting an outbreak on the
30th December 2019 [20]. Before bespoke New Zealand guidance
for practice emerged, New Zealand midwives, their associations
and the Ministry of Health worked through information and
guidance emerging globally from late 2019. Therefore, the time
limits for the international data were from Nov 2019 until 30th
June 2020 in order to capture all advice. The NZ national data
includes sources 1st March to 30th June 2020.

A search strategy together with a research librarian was
developed. The search strategy followed a three-step process
suggested by the Joanna Briggs Institute [21]. Step one: The initial
search was performed in the databases CINAHL, MEDLINE and on
official websites of WHO and NZ government. This was followed by
an analysis of the text words in the title and abstract of retrieved
papers, and of the index terms which informed the key terms to be
used in step two.

Keyword set

For scientific articles, keywords were: (midwif* OR matern* OR
pregnan* OR perinatal) AND (guideline* OR instruction* OR rule*
OR guidance) AND (“COVID-19” OR COVID-19 OR coronavirus)
(midwife OR maternity OR pregnant OR pregnancy OR perinatal)
AND (guidelines OR instructions OR rules OR guidance) AND
(“COVID-19” OR COVID-19 OR coronavirus).

For national or international guidance from government and
Fig. 1. The five-stage framework adapted from Arksey and O’Malley [15].

215
government agencies, we used Google to find information from
government websites. Keywords were:

(midwives OR maternity) (guidelines OR instructions OR rules
OR guidance) “COVID-19” site: govt.nz (midwives OR maternity)
(guidelines OR instructions OR rules OR guidance) “COVID-19” site:
who.int
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In Step two: All identified keywords and index terms were used
o search across all included databases and official websites
CINAHL, MEDLINE, Scopus, Web of Science, PubMed and Google
cholar, WHO, ICM, UNISECO, CDC, Professional bodies-NZ College
f Midwives, Ministry of Health and District Health Boards (DHBs).
he same searches were re-run every two weeks until 30th June to
apture the unfolding nature of the phenomenon of interest. In
tep three: the reference list of all identified reports and articles
ere searched to capture additional studies/sources. Other sources
ere included and explored as the scoping process progressed.

tage three: source selection

nclusion and exclusion criteria

The selection of sources was an iterative process involving all
he authors of the review. Inclusion criteria was based on clearly
dentifiable populations, concepts and contexts (PCC) [21]. Table 2
llustrates how the PCC acronym was applied.

Source selection was performed in several steps. First, author
ndependently screened all titles and abstracts to determine
ligibility based on the inclusion criteria. Only items that included
uidance on the above four categories of the domain were included
n the review. Some items were relevant to more than one sub-
rea. The titles were screened and labelled as “included”,
excluded” and “uncertain”. All articles labelled “included” and
uncertain” were considered in the second step. In the second step,
ach research team member was assigned one of the four
ategories and reviewed the relevant sources. A second reviewer
as assigned to each category to verify inclusion. In case of
isagreements, a third reviewer was involved to reach consensus.
his assured a robust and trustworthy review process. A formal
ssessment of the quality of the literature was not performed in
his scoping review because the aim was to present a map of what
s already done and what evidence exists rather than finding the
est available evidence. The following PRISMA flow chart shows
he inclusion and exclusion process during identification of
elevant sources (Fig. 2).

tage four: charting the data

Stage four involved a systematic search and charting of the
vidence led to a summary of the thematic analysis that addressed
he four categories illustrating the changing guidance and dynamic
hanging nature of such guidance over time. A series of charting
ables are presented to record the key information and data
xtracted from the included sources explicitly showing the
hronological quality of the phenomenon of interest across the

 categories:

 Category one: provision of maternity care visits in the
community (antenatal and postnatal).

 Category two: provision of primary labour and birth care
(excluding births by caesarean section), including place of birth,
labour support, protective equipment for normal birth.

 Category three: provision of midwifery care to women/wahine
with confirmed or suspected COVID-19 infection, including

screening processes and management of neonates/pepi of
infected women/wahine.

� Category four: guidance for midwives on protecting self and
own families/whanau from exposure to COVID-19.

The following tables provide examples to illustrate the data
charting and analysis. The tables provide a descriptive summary
charting the results linking the review questions and the four
categories and how the passage of time influenced type, style and
frequency of guidance to midwives. The full data set in excel format
is in the supplementary materials (link). Many of the guidance
communications in the early phase of the pandemic were via
emails from DHBs and professional and regulatory bodies to their
members and staff. Therefore, emails were included when they
provided explicit guidance to the midwifery workforce. Although
these sources are not easily accessed online the research team
deemed them significant to include and are available on request to
the primary corresponding author. Inclusion of the emails was part
of the original scoping review protocol, but it was necessary to
include only those emails pertinent to the review when containing
guidance not available in other sources. Not all emails were
nationally distributed and were regionally specific to DHBs. All
DHB email communication followed MoH verified guidance and
content differences between DHB email communications was only
in how guidance was regionally applied (Tables 3a, 3b, and 4 )
(Fig. 3).

Stage five: findings and discussion

Stage five involves interpreting, collating, summarizing and
reporting the results of the selected evidence and identifying the
overarching themes and presentation of implications. This was
undertaken by the research team in an iterative process until
consensus on the thematic results and implications of the scoping
review were agreed. As a scoping review the aim was not to
synthesize or analytically map the results/outcomes of included
sources of evidence or include a formal thematic analysis because
this would be beyond the limits of a scoping review. As such,
outcomes comprised a descriptive summary of the findings in
relation to the purpose of the review. The following discussion
presents a descriptive summary of results linked to the four
categories which classified interventions, strategies and practice
behaviours and how these were modified over time.

Category one: provision of maternity care visits in the
community

As the pandemic rapidly swept across the world in early 2020
resultant global regional lockdowns occurred. Category one
guidance soared in March 2020 in the New Zealand context when
the severest of lockdown across the entire country was initiated by
central government. The provision of community-based midwifery
visits for antenatal and postnatal care episodes was severely
disrupted. Although mask wearing and other forms of PPE were not
mandatory or advised in March there was direction provided on
limiting home visits. In one DHB the advice included exploring
alternative ways of doing clinical care such as tele/virtual contacts

able 2
pplication of the PCC research tool.
Population Midwives referred to in sources of guidance and information and related to the objectives of the study. In this study, registration, regulation and association
of midwifery and be in one the 37 countries OECD membership are considered. Relevant papers to be highlighted if they are outside the OECD and included.

Concept Phenomenon of Interest – Guidance/information for midwives during COVID-19.
Context The COVID-19 pandemic in New Zealand between 1st March to 30th June 2020.

The COVID-19 pandemic in global between 1st Nov 2019 and 30th June 2020.

216



S. Crowther, R. Maude, I.Y. Zhao et al. Women and Birth 35 (2022) 213–222
Fig. 2. A PRISMA Flow Diagram (Moher, Liberati, Tetzlaff, & Altman, 2009) (p.9).

Table 3a
Example of details of the New Zealand sources.

Source code Title Date of public
availability

Author Type of source Main category

NZ153 Aotearoa New Zealand Midwife Issue 97 [22] 1/06/2020 NZCOM Professional magazine Category one
NZ154 Access to this season’s flu immunisation starts this week – message

from the MOH [23]
9/06/2020 MOH Official information Category four

NZ133 Breastfeeding advice for women/wahine who have a confirmed or
probable case of COVID-19 [24]

1/05/2020 MOH Official guidance Category three

Table 3b
Example of the details of the international sources.

Source code Title Date of public
availability

Author Type of source Main Category

Inter01 Expert consensus for managing pregnant women and neonates born
[25]

01/4/2020 Chen, D. J. Research
literature

Category two
and three

Inter02 2020-03-25-COVID-19-antenatal-screening [26] 23/03/2020 RCOG Official guidance Category
three

Inter03 Successful containment of COVID-19 outbreak in a large maternity
and perinatal center while continuing clinical service [27]

20/04/2020 Pediatr Allergy
Immunol

Research article Category four
when continuing primary support for women/wahine and whanau
— this genre of guidance created changes in practice across the
country. Further restrictions on other visitors being around at the
time of visits was recommended which had social and cultural
217
implications especially in cultures that favour more collective ways
of living where there is greater fluidity between households. By
April 2020 the advice changed to promotion of more PPE and mask
wearing and guidance from the NZCOM was to keep any face-to-
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Gynaecologists (RANZCOG). What is evident in this survey of
guidance is the rapidly changing advice from different agencies on
what was deemed safe and appropriate community midwifery
practices. For community midwives, just keeping up on what level
care provision was safe and expected was a significant demand.
The face-to-face connection with women/wahine and families and
whanau by midwives remained a high priority and core value to
the NZ midwifery ethos of care yet was infused with ongoing
uncertainty and resource concerns (e.g. access to PPE in the
community setting). Although NZ midwives have responsibility to
provide care up until six weeks postnatal this normally entails a
transition to well child providers, such as Plunket (Well-child)
services. However, Plunket services withheld all community face-
to-face visits leaving midwives as the sole primary maternal and
infant health care provider in many areas/regions.

Category two: provision of primary labour and birth care

Amidst the plethora of information and guidance on the
management and provision of care during the pandemic coming
from myriad national and international sources comes the very
salient quote, “We are all learning as we proceed” [42]. The
international information and guidance were prolific and ahead of
that coming from national sources, but this likely led to a more
measured response from within NZ. Much of the international
advice to the maternity system during February and March 2020
was targeted at the provision of care to women and babies within
the hospital system where PPE was recommended for care
providers in the hospital setting, and visitors, including support
people during labour, were restricted. Generally, international
advice in the early stages was that COVID-19 was not in itself an
indication for expedited delivery and each woman must be
individually assessed [43]. There was general support for women

able 4
harting of data showing how some guidance changed and emerged over time.

Category Guidance Source of
guidance

March 2020 April 2020 May 2020 June 2020

Four Mask wearing New Zealand
and
international

Do not endorse wearing mask
at this point in the outbreak
[28]

In level 3 and 4 wear appropriate
PPE [29,30]

Maintain the use of PPE as
appropriate [31,32]

No guidance
located

One, two,
three,
four

Face to face
contact

New Zealand Strictly limiting visiting
Explore tele/virtual contacts
and support for women/
wahine and families and
whanau [33]

Minimise physical contact time
with their clients during this period
through using telephone and/or
video calling [34]

Begin to move back to normal in-
person appointments [35]

Midwifery visits
may now be
undertaken face
to face and at
usual intervals
[36]

One Other visitors
to home

New Zealand No visitors [33] No visitors [30] Under alert level 2, visiting is
allowed, but a limit on the number
of visitors or the length of time
they can stay [37]

Follow the
limitations of
social distancing
requirements
[36]

Three Breast feeding
of women/
wahine with
suspected or
confirmed
infection

New Zealand
and
international

a. In China and Singapore,
recommended no breast
feeding, neonates isolated for
14 days, not to be given
mothers expressed milk
[25,38].
b. In Europe and Canada,
recommended breastfeed.
Expressed milk can be fed to
infants unpasteurised
[39,40].

In New Zealand, women/wahine
can choose to breastfeed. If too
unwell to breastfeed women/
wahine can express. If self-isolating
breastfeeding women/wahine
should keep baby with them so that
breastfeeding can continue [41].

Internationally, limited data
suggest COVID-19 not transmitted
via breastmilk. But separation of
covid infected mothers and infants
still advised in many locations.

No guidance
located

ig. 3. (a) Charting of New Zealand data over time. (b) Charting of international data
ver time.
ace visits to less than 15 min for essential hands-on clinical care
hen unavoidable. By May 2020 when the initial community
ransmission had been contained the MoH instructed community
idwives that it was safe to move back to normal in-person
ppointments; this advice was then endorsed in June 2020 by The
oyal Australian and New Zealand College of Obstetricians and
21
with uncomplicated pregnancies, and negative for COVID-19, to
birth in the community including at home. This advice was
positioned around alleviating the burden on the hospital system
[44].

Other management strategies included use of CTG monitoring
during labour due to the possible risk of fetal tachycardia and
8
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potential for fetal compromise should the woman be infectious
[45]. There were no contraindications for epidural for pain relief
[46]. Some authors posited the potential risk of vertical transmis-
sion, however, over time this concern was shown to have no basis
in evidence [47]. Initially there was mixed advice regarding
breastfeeding by COVID-19 positive women with some advising
total separation for mother and baby following birth and feeding
via expressed breast milk. The UNFPA later advocated for
continued direct breastfeeding and uninterrupted care between
the mother and baby [43]. Mask use during breastfeeding was
encouraged.

The practice of water immersion and water birth was the focus
of mixed opinion over the early months. In some contexts, e.g.
United Kingdom (UK) the demand of pandemic on the midwifery
workforce meant fewer midwives were available to staff primary
units and attend births at home. In the absence of any real
evidence, the default position was to forbid its use for women with
suspected or confirmed COVID-19 [48]. However, over time the
theoretical risks proposed were considered not valid for non-
COVID-19 negative women, and women and midwives should use
an individualised approach and emerging evidence to inform their
practice [49].

The early information and guidance from within NZ came
mainly from the MOH, the NZCOM, the Midwifery Council of New
Zealand (MCNZ) DHBs. There was strong support for women and
midwives to consider community-based birth including home
birth. Women elected home birth at times due to the restriction in
visitors and support people in the hospitals. For midwives this
meant planning and logistics to ensure available equipment and
resources for home births, such as birth pools, birthing packs and
emergency equipment. Many DHBs provided home birth equip-
ment to facilitate this choice and some welcomed the opportunity
to birth at home [7]. Both the professional and regulatory bodies
for midwives in NZ acknowledged midwifery autonomy, responsi-
bility and informed decision-making in partnership with women,
with MCNZ advising midwives to use their professional judgement
and evidence and to be guided by the Code of Conduct [50]. The
information regarding PPE availability and usage in the community
was very mixed and supplies were slow to reach the community
with many midwives providing their own resources.

Category three: midwifery care to women/wahine with
confirmed or suspected COVID-19 infection, including
screening processes and management of neonates of infected
women/wahine

This was a highly contested category in the literature both
internationally and nationally. Items from international literature
included primarily consensus or position statements, case-series,
technical briefs, special editorials and rapid-reviews. From May
2020 guidance emerged from a broader range of professional
bodies and the first Systematic Reviews of previously published
articles appeared. Authors of these publications generally
emphasised the paucity of research evidence to guide maternity
care providers and advised caution with use of the guidance
provided.

International recommendations varied widely by country. For
example, pregnant women in the United Kingdom (UK) with
COVID-19 were recommended to defer appointments for antenatal
assessment and ultrasound scans for 14 days [51]. If the appoint-

evidence that COVID-19 infection during pregnancy was associated
with adverse fetal effects, continuous fetal monitoring was
recommended during labour. Most advised that a birth partner
labour/support person may be present, although they should be
free of COVID-19 symptoms and not accompany the woman to the
postnatal ward. The safety of labour and birth in water became
contentious once COVID-19 was detected in faecal matter. For
example, women with COVID-19 in an April 2020 UK clinical
briefing were precluded from using a birth pool in areas where this
option existed [49].

The area of greatest discrepancy in the international sources
was between guidance documents and recommendations around
immediate care of the neonate and initiation and maintenance of
breastfeeding for COVID-19 women. The World Health Organisa-
tion recommended delayed cord clamping, skin-to-skin, rooming-
in and breastfeeding for women with COVID-19 an approach that
was generally supported in the UK and Europe. In stark contrast to
this, many organisations recommended immediate cutting of the
cord and complete separation of the mother and infant for 14 days,
with the infant to be formula fed or else fed expressed breastmilk
by a non-Covid infected nurse, notably in China, Singapore and the
USA. When separation of mothers and babies was recommended
clinicians were advised to be aware this was likely to influence
bonding and on women’s psychological wellbeing and bonding
[54]. Such discordant and changeable international clinical advice
only exacerbated an already uncertain challenging situation [45].

In New Zealand, guidance for Midwives on how to manage
women and babies with suspected or confirmed COVID-19
primarily emanated from regional DHBs, professional bodies such
as NZCOM, RANZCOG and the MOH. DHB policy and guidance
primarily consisted of re-iterating MoH guidance, operationalised
for the local situation.

Guidance promulgated during March 2020 and April 2020
emphasised the fact that the impact of COVID-19 on pregnancy was
presently unknown and there appeared to be a greater focus on
recommendations for screening and PPE use by health care
providers than on clinical care of women with suspected or
confirmed COVID-19. Recommendations from RANZCOG emphas-
ised that all women were entitled to high-quality maternity care,
including those with COVID-19 infection [55]. In terms of screening
and entry to maternity services, women were advised to
communicate with the maternity service prior to visits so that
staff could ensure appropriate infection control measures were
taken (single-room, PPE) when seeing women with suspected or
confirmed COVID-19 infection. Non-urgent scans for COVID-19
positive women were recommended to be deferred [51].

For labour and birth, women with COVID-19 were advised not to
birth at home or in a primary birthing units and care was to be
overseen by obstetric teams at DHBs due to risk of respiratory
sequelae and later risk of compromised fetus [56]. Vaginal birth
was communicated to be the preferred option for women with
COVID-19 unless otherwise indicated. Delayed cord clamping was
not contraindicated and following birth, skin-to-skin, rooming-in
and breastfeeding were recommended if the woman’s clinical
condition allowed. This advice remained consistent throughout the
included time-period of the review. The MoH provided recom-
mendations for care of pregnant women in isolation and
emphasised that it was the responsibility of DHBs to provide
PPE for community-based midwives. Women were recommended
to continue breastfeeding and practice ‘respiratory hygiene’ i.e.
ment could not safely be deferred women should attend alone and
wear a mask. One source from China advised all Covid positive
women be admitted to dedicated COVID-19 maternity facilities
and quarantined [52].

Internationally vaginal birth was considered the preferred
mode unless otherwise indicated [53]. Following the emergence of
219
wearing a facemask during feeding, coughing into the elbow and
washing hands in-between baby-cares.

By May 2020, new iterations of earlier guidance became
available often including more specific recommendations, for
example, advice that use of a birth pool is not recommended for
COVID-19 positive women, although Entonox and epidural were
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cceptable (NZCOM). While there was no evidence of vertical
ransmission of COVID-19 at this time, reports had emerged of an
ssociation between COVID-19 infection during pregnancy and
reterm birth. This was communicated widely, shifting the
mphasis from infection control to ensuring appropriate care of
omen. Information about re-lactation for women who had
eased breastfeeding due to COVID-19 illness was also circulated.
Postnatal home visiting was advised for COVID-19 positive

omen, according to clinical need e.g. to perform metabolic
creening, weigh infant at day 7 and breastfeeding support, with
he midwife using full PPE. Time spent in physical assessment was
xpected to be kept to a minimum and postnatal care was to be
rovided by telephone where face-to-face assessment was deemed
ot essential. In summary, guidance for care of women with
uspected or confirmed COVID-19 infection was reasonably
onsistent and in-keeping with guidance from the WHO. Although
he reality for NZ Midwives was that the National response to the
andemic was so successful that only a handful of maternal COVID-
0 cases were ever recorded. The MoH provided clear and regularly
pdated guidance which then formed the basis of other advice
rom professional organisations.

Given the rapidly changing situation during a pandemic, there
re benefits to a clearly communicated and centralised approach
ith minimisation of multiple iterations of the same advice. In
erms of potential improvements to dissemination of health
rofessional guidance in future pandemics, a serialised approach
o the release of guidance documents such as clearly named
onthly bulletins could assist clinicians in understanding which

nformation was the most up-to-date. In summary, multiple and
ontradictory guidance regarding the care of infected women and
nfants proliferated during the time-period reviewed. Internation-
lly, expert opinion appeared to take precedence over emerging
vidence with little regard for potential harm of unsupported
ractices such as separation of mothers and babies at birth.

ategory four: guidance for midwives on protecting self and
wn families/whanau from COVID-19 exposure

New Zealand based advice for how health professionals needed
o protect themselves during the COVID-19 pandemic emerged
rom DHBs [57] and the MoH [56]. The advice centred around the
eed to use PPE in various clinical circumstances. The guidelines
ere based on international guidance and followed evidence on

nfection control and prevention to prevent or limit transmission of
OVID-19 in healthcare settings. Initial guidelines stated that
larification was sought in relation to labour and birthing and that

 further update would be provided. In other words, specific advice
or midwives to protect themselves and their whanau were slow to
rrive.
Other guidance came primarily through DHBs, for example,

istribution of PPE, when to use it and videos of how to don and
off it [57]. The advice from the DHBs and the Ministry of Health
vailable in March, did not recognise that at least 50% of midwives
n Aotearoa work in the community. Guidance for community
idwives started to come through the NZCOM, who themselves
ere navigating advice from the MoH, DHBs and international
ources. In a March 16th announcement, the NZCOM published on
ts website that “The College is working on detailed advice for
idwives, midwifery care and advice for women and whanau

elating to COVID-19. We will be updating information regularly on

prior to visiting them, providing care via tele means when possible,
and advice re maternity care to those in self isolation due to
exposure to COVID-19, and providing midwifery care to those who
have COVID-19 [56]. This guidance also stated times when
midwives must not go to work.

The first published guidance for midwives by Wilson et al.,
provided an overview of important considerations for supporting
the emotional, mental and physical health needs of maternity care
providers [58]. The authors suggested that cooperation, planning
and adequate availability of PPE was critical. They also highlighted
that emotional and psychological support needed to be available
throughout the response to prevent stress and burnout. Despite
this caution we found no sources which provided advice regarding
midwife’s protection of their whanau when they arrived home
from work with regards to removing their clothing or showering
for example. In summary advice re protection of midwives focused
on facility-based midwives initially. Once advice for community
midwives emerged, that advice focussed on screening women for
risk of Covid, and when and where to use PPE.

Conclusion

This scoping review examined, and mapped guidance and
information, regarding the COVID-19 pandemic, provided to
maternity health care providers in Aotearoa New Zealand over
the period 1st Nov 2019 to 30th June 2020. The purpose was to
examine and illustrate the complexity for frontline NZ midwives
during COVID-19 lockdown. The review illuminated how this fast
moving and ever-changing global health crisis impacted maternity
care provision and providers. Guidance and information were, in
the main, targeted and tailored for hospital-based services due to
an understanding that hospital services would become over-
whelmed with numbers of infected people.

In the NZ context, where continuity of care (and carer)
underpins the model of care, there was ambiguity and uncertainty
for midwives providing primary maternity care in the community.
The level of uncertainty regarding safety provoked by the shifting
guidance added further responsibility onto an already busy
professional group. By examining the local guidance, it is evident
that New Zealand midwives, especially those providing continuity
of care across community and maternity facilities, constantly
needed to navigate the evolving difficult circumstances to mitigate
interruptions and restrictions to midwifery care; often without
fully knowing the personal risk to themselves and their own
families.

A key message to emerge from the scoping review is the need
for a sole source of evidence-based guidance and information,
regularly updated and timestamped to show where advice changes
over time, that informs practice both in the hospital system and in
the community. Whilst all were learning as the pandemic
proceeded, this review revealed how maternity services and
midwives rapidly adapted to a new way of working. These lessons
will inform future pandemic planning.

Strengths and limitations

The strengths of this review are its systematic and robust
process based on an a priori protocol. The outcomes of the review
directly inform the context of New Zealand midwives in the
COVID-19. The outcomes are provided in real time, dynamic lived
ur website and Facebook page.” NZCOM continued to provide
pdates through these sources for midwives to protect themselves
round when to use PPE, how to access PPE, and how to conduct
ntenatal, labour and birth and postnatal visits.
In April 2020, the Ministry of Health released guidance for

ommunity-based midwives which included screening women
22
through phenomenon. Limitations to the review include the types
of sources available and that no grading or rating of the quality of
evidence was provided. Other relevant sources of information may
have been omitted due to unavailability of sources either in review
process or still being completed due to the dynamic real time
nature of the phenomenon of interest of this review. However, all
0
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sources included were dependent on the nature and quality of
available sources as they ‘became’ accessible and therefore
implications for practice were uncertain in a dynamic changing
landscape throughout the time of this review. In terms of
transferability the review has limited global practice implications.
Conversely the strength of this single country foci highlighting the
effects of COVID-19 on midwifery services in NZ where continuity
of carer is the foundation of good care, shedding light on how this
model can be sustained during a pandemic.

Implications for future research

In the maternity context, continuity of care has been shown to
make a positive difference to outcomes for women and babies.
Further research on how continuity of care is maintained during a
global pandemic, and an examination of maternal and neonatal
outcomes during the pandemic, is needed. As well, research
exploring the impact of COVID-19 guidance on the provision of
culturally appropriate care would inform future pandemic planning.
Changes made during the pandemic included the use of tele/virtual
care for women and babies antenatally and postnatally. Research
should be conducted to examine and compare outcomes that might
include how did deferring ultrasound scanning impact the diagnosis
of SGA and did that have any correlation to outcomes for babies.
Other key maternity outcomes such as neonatal weight gain,
breastfeeding success, rates of infection can be included.

Implications for practice, education, and policy

This implications for practice and education are to have a plan
in place for how midwives, both in facilities and in the community,
practice safely to protect women, whanau and themselves during a
pandemic (or epidemic). This includes attention to increased
midwifery workloads. For example, the NZ MOH acknowledged the
increased anxiety that women would be feeling, and recom-
mended midwives maintain telephone support for women. While
a valuable recommendation, funding to support this additional
demand on community midwives was slow to come. Education
packages on how to adapt antenatal, labour, birth and postnatal
care for delivery during a pandemic is needed. Midwives also need
more education in infection control including when and how to use
PPE and other infection control measures. Equally important is
education in self-care to prevent stress and burnout during a
pandemic or other natural disaster. For policy makers the
recommendation is a centralised approach to promulgation of
recommendations during a pandemic to ensure ongoing high-
quality maternity care during a pandemic. Any policy to be
developed during a pandemic should be consensus-based,
pragmatic and include consideration of avoidance of harm to
both midwives and the communities they work for.
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