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1 | INTRODUCTION

Choosing to give birth in an out-of-hospital environ-
ment—at home or in a birth center—also known as com-
munity birth,' is an uncommon choice in the United States.

| Brittain Mahaffey PhD’

| Marci Lobel PhD!

Abstract

Background: The COVID-19 pandemic introduced unparalleled uncertainty into the
lives of pregnant women, including concerns about where it is the safest to give birth,
while preserving their rights and wishes. Reports on the increased interest in commu-
nity births (at home or in birth centers) are emerging. The purpose of this project was
to quantitatively investigate psychological factors related to this birth preference.
Methods: This study included 3896 pregnant women from the COVID-19 Pregnancy
Experiences (COPE) Study who were anticipating a vaginal birth. COPE Study par-
ticipants were recruited online between April 24 and May 15, 2020, and completed a
questionnaire that included preference with respect to place of birth and psychologi-
cal constructs: fear of childbirth, basic beliefs about birth, pandemic-related prepar-
edness stress, and pandemic-related perinatal infection stress.

Results: Women who preferred a community birth, on average, had less childbirth
fear, had stronger beliefs that birth is a natural process, were less likely to see birth
as a medical process, and were less stressed about being unprepared for birth and
being infected with COVID-19. In multivariate models, higher stress about perinatal
COVID-19 infection was associated with greater likelihood of preferring a commu-
nity birth. The effect of perinatal infection stress on preference was stronger when
preparedness stress was high.

Discussion: Women's birth preferences during the COVID-19 pandemic are associ-
ated with psychological processes related to risk perception. Community births are
more appealing to women who view being in a hospital as hazardous because of the
pandemic. Policies and prenatal care aimed to increase access to safe in-hospital and
out-of-hospital birth services should be encouraged.

KEYWORDS

beliefs about birth, COVID-19 pandemic, fear of birth, pandemic-related pregnancy stress, place
of birth

Although rates of community births have increased in the
United States since 2004, they still accounted for < 2%
of births in 2017.> The outbreak of the novel coronavi-
rus (COVID-19) pandemic in Spring 2020 has sparked
growing interest among pregnant women, legislators, and
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policymakers in community births. The purpose of this
study was to investigate contributors to preference for com-
munity birth among women residing in the United States
who were pregnant at the beginning of the COVID-19
pandemic.

1.1 | Choosing community births
There are two main types of community births, those at home
(usually with the accompaniment of a midwife) and those at
birth centers (also called freestanding birth centers or natural
birth centers). Community births are not suitable for women
with high-risk pregnancies who are more likely to have com-
plicated deliveries. Although over the years there has been
debate over the safety of community births for low-risk preg-
nancies,>* accumulating evidence suggests that they are a
safe birth option for these women; they are associated with
fewer interventions (eg, lower unplanned cesarean rates),”®
greater patient satisfaction,” and lower cost® than in-hospital
births. Over the last 15 years, there has been a rise in the
United States community birth rate (both home births and
birth centers), but it remains uncommon. %0

Over the last two decades, studies have explored reasons
related to community birth preference including psycholog-
ical factors and maternal characteristics associated with this
preference. Fear of birth has been explored as a predictor of
place of birth, and evidence suggests that women with high
levels of fear are more likely to choose a hospital birth."!
Basic beliefs about birth have emerged in the last few years
as pivotal contributors to women's birth choices.'” These be-
liefs are closely related to conceptualizations of midwifery/
holistic/social birth models
1315 and operationalize the extent to
which women view birth as a natural and safe process and
as a medical and risky one.'® Birth beliefs are predictive of
type and place of birth preference, emergency birth modes
(ie, unplanned cesarean, assisted vaginal birth), and birth
satisfaction.'”" In addition, qualitative research highlights
risk, empowerment, control, and autonomy as key concepts
in community birth preferences: Women who elect to birth at
home or in birth centers often wish to conserve their auton-
omy, to feel empowered and to remain in control of their birth
(eg, not have medical professionals manage their birth and use
medication to control labor pain). They may also view hospi-
tals and obstetric/medical/technocratic birth models as them-
selves risky (eg, concerned about a cascade of interventions,
worried their rights will not be respected, worried they will
be subjected to unnecessary surgery).zo'23 Although knowl-
edge about women's choices of community birth is growing
and evolving, little is known about how the unprecedented
COVID-19 pandemic changed the risk calculus surrounding
birth setting and affected women's birth preferences.

and obstetric/medical/tech-
nocratic birth models

1.2 | COVID-19 pandemic and
place of birth

The COVID-19 pandemic has dramatically affected the lives
of pregnant women and potentially affected their childbirth
preferences, including place of birth.”** In Spring 2020,
COVID-19 was declared a global pandemic by the World
Health Organization followed by rapid growth in the num-
bers of infected individuals. In addition, various restrictions
to minimize exposure to the virus were put in place, such as
social distancing, limiting companions during delivery, and
forbidding postpartum in-hospital visitations.”***?” These
issues along with concerns about perinatal infection when
giving birth at a hospital, and a desire to reduce the bur-
den on overextended hospitals may have made community
births more desirable for some pregnant people during the
COVID-19 pandemic. Anecdotal reports highlight the pos-
sible shift in women's preferences about place of birth, 2%
but to our knowledge, there has not been a thorough analysis
of the psychological factors related to preferred place of de-
livery during the COVID-19 pandemic.

Pregnant women experience a variety of stressors related
specifically to being pregnant.30 These include concerns
about bodily changes and physical symptoms, the birth, the
health of the child, and being able to financially provide
for a newborn. The COVID-19 pandemic has added to the
pregnancy-specific stress that expectant mothers are expe-
riencing. Pandemic-related pregnancy stress is a particular
type of pregnancy-specific stress that focuses on two main
concerns related to being pregnant during the pandemic:
preparedness concerns and perinatal infection concerns.*'*?
Preparedness stress refers to feeling unprepared for the birth
and postpartum period because of pandemic-related restric-
tions, such as not being able to exercise and eat well, con-
cerns about not receiving adequate prenatal care because of
the pandemic, and not being able to receive help in the post-
partum period. Perinatal infection stress relates to concerns
about COVID-19 infection for mother and fetus/newborn
and includes worries about infection harming the pregnancy
and contracting COVID-19 during hospital delivery. An in-
strument to assess pandemic-related pregnancy stress was
recently introduced and validated and yielded evidence that
both types of pandemic stress contribute to prenatal mental
health. Although preparedness stress and infection stress are
correlated, they are distinct constructs that are associated
with different predictors; individually and together, they pre-
dict general anxiety symptoms in pregnant women.”!

As a result of their central role in women's emotions during
the COVID-19 pandemic, we hypothesized that pandemic-
related stresses would affect women's preferences related
to where they give birth during the COVID-19 pandemic.
Community births may be appealing to some women based on
the expectation that they will offer more control for women,
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greater autonomy, and self-efficacy.”'** Therefore, opting for
such a birth may require more mental and physical preparation
than a hospital birth. We reasoned that women who feel unpre-
pared for birth, or in other words, have high pandemic-related
preparedness stress, would be less likely to prefer a community
birth. Conversely, high pandemic-related perinatal infection
stress might be a reason why women would prefer a community
birth as a strategy to reduce risk of infection for themselves and
their newborn. To summarize, we hypothesized that women
with lower preparedness stress and higher infection stress
would be more likely to prefer a community birth.

2 | METHODS

2.1 | Participants and procedure

Data for the current study are from the first time point of the
COVID-19 Pregnancy Experiences (COPE) Study. Between
April 24 and May 15, 2020, pregnant women 18 years or older
were invited to participate in the COPE Study through social
media. Facebook paid advertisements targeted women in the
United States with pregnancy-related interests (95% of partici-
pants). In addition, research assistants posted an identical ad-
vertisement for the study on various pregnancy-related social
media groups and pages (Facebook, Instagram, and Reddit).
The advertisement included a request to share pregnancy-
related experiences during COVID-19. The online question-
naire was completed through a HIPAA-compliant online survey
platform. Inclusion criteria were being currently pregnant,
>18 years old, and able to read and write in English. Research
assistants reviewed all participants’ responses, consequently re-
moving 189 women who had not completed the entire question-
naire and women who did not meet inclusion criteria (ie, were
postpartum or had experienced fetal demise before completing
the questionnaire), resulting in 4424 participants. Participants
who completed the questionnaire were enrolled in a raffle with
a 1/100 chance to win a $100 gift card. The study was approved
on April 21, 2020, by the Institutional Review Board of Stony
Brook University. Since the main outcome of the current analy-
sis is preference for community birth, we included only women
who were anticipating a vaginal birth, resulting in a final sam-
ple of 3896 women.

2.2 | Measures

Sociodemographic and obstetric factors included maternal
age, ethnicity and race, financial status (based on subjective
impression of financial state being below average/ average/
above average), relationship status (married or cohabiting/
serious relationship/ single/ other), and health insurance sta-
tus (private, Medicaid, uninsured). Obstetric factors included

parity, gestational age, and self-reported high-risk pregnancy
status (No vs Yes or unsure).

Childbirth preferences assessed how and where women
preferred to give birth. Women were asked: “For this preg-
nancy, how would you prefer to give birth? (select the most
likely)” with the following options: (a) cesarean birth at my
own request (without medical reason); (b) cesarean birth for
a medical reason; (c) vaginal birth with epidural pain medi-
cation in a hospital; (d) vaginal birth without pain medication
in a hospital; (e) birth at a natural birth center or freestanding
birthing facility; (f) home birth; and (g) other. Women prefer-
ring cesarean deliveries (1 & 2) and choosing other (7) were
excluded; women preferring in-hospital births (3 & 4) were
coded as 0, and women preferring community births (5 & 6)
were coded as 1.

Fear of childbirth was measured using the two-item Fear
of Birth Scale.* Women were asked about their feelings
about the upcoming birth on a 0-100 visual analog scale
(VAS) with the following anchors: Calm versus Worried and
No Fear versus Strong Fear. Internal consistency was excel-
Ient (o = 0.90), and scale scores were calculated as the mean
response of the two VAS items (range 0-100).

Basic beliefs about birth were assessed using the Birth
Beliefs Scale.'® Women reported their agreement with 11
items related to the physiological nature of the birth process
on a scale from 1 = strongly disagree to 5 = strongly agree.
The instrument is comprised of two factors: beliefs about birth
as a natural process (five items; eg, “The body knows how to
give birth”) and beliefs about birth as a medical process (six
items; eg, “There are many things that could go wrong during
birth”). Scale scores were calculated as the mean response of
items on the corresponding factor (range 1-5). The natural
and the medical factors had acceptable internal consistency
(as = 0.68 and 0.75, respectively).

Pandemic-related pregnancy stress was assessed using
the Pandemic-Related Pregnancy Stress Scale (PREPS)—a
novel instrument that was recently validated in the United
States®® and several other countries.****We used the two
PREPS factors: preparedness stress (seven items; eg, “I am
worried that the pandemic could ruin my birth plans”) and
perinatal infection stress (five items; eg, “I am worried that
my baby could get COVID-19 at the hospital after birth”)
with a response scale from 1 = very little to 5 = very much.
Scale scores were calculated as the mean response of items
on the corresponding factor (range 1-5). The preparedness
and stress factors were internally consistent (as = 0.81 and
0.86, respectively).

2.3 | Statistical analysis

Statistical analysis was conducted using the SPSS ver-
sion 26.0.°” Initially, we conducted univariate analysis
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(chi-square, t test and one-way analysis of variance, and
Pearson's correlations). Thereafter, we performed multi-
variate analysis by conducting a binary logistic regression
using all of the study variables as predictors of prefer-
ence (in- vs out-of-hospital birth), including the interac-
tion between preparedness stress and perinatal infection
stress. Finally, we examined the interaction between the
two PREPS factors using PROCESS Macros.*® Because
missing data for study variables were minimal, ranging
from 0.0% to 0.1%, listwise deletion of cases was used. A
P value < 0.05 was considered significant.

3 | RESULTS
3.1 | Sample characteristics and descriptive
results

The average age of the 3896 study participants who anticipate
having a vaginal birth was 30.6 + 4.6 years, their average
gestational age at survey completion was 26.6 + 8.7 weeks,
and 55.2% (n = 2151) were nulliparas. The majority of par-
ticipants (91.7%, n = 3574) preferred having a hospital birth.
Additional sample characteristics can be found in Table 1.
Mean scores of psychological variables can be found in
Table 2.

Pandemic-related stress was correlated with perceptions
of birth (Table 2). Both Preparedness stress and perinatal
infection stress were strongly and positively correlated with
fear of birth. PREPS factors were correlated significantly,
although modestly, with beliefs about birth—medical and
were inversely and weakly correlated with beliefs about
birth—natural.

3.2 | Univariate correlates of place of
birth preference

More women preferring a community birth reported below
mean income compared with those preferring a hospital birth
(24.4% vs 15.4%; Xz(l) = 17.74, P < 0.001), more of the
former were insured through Medicaid or were uninsured
(25.0% vs 13.9%, Xz(l) = 28.95, P < 0.001), and they were
less likely to be nulliparas (41.7% vs 56.5%, y*(1) = 26.33,
P < 0.001). Participants with high-risk pregnancies and those
who were unsure about having a high-risk pregnancy were
less likely to prefer a community birth (5.4% and 4.2% vs
10.2%, X2(2) = 37.43, P < 0.001). For this reason, women
who reported a high-risk pregnancy and those who were
unsure were grouped together in further analyses; the rest
were considered low risk. Race/ethnicity, relationship status,
age, and gestational age were unrelated to preference for in-
hospital or out-of-hospital birth (Table 3).

IV Ey-

TABLE 1 Maternal sociodemographic and obstetric
characteristics of 3896 pregnant women during the COVID-19

pandemic outbreak, the United States, April-May 2020

n (%)

Race/Ethnicity®

Non-Hispanic White 3195 (82.0)

Non-White and/or Hispanic/Latino 701 (18.0)
Relationship status

Married or cohabiting 3579 (91.9)

Some or no relationship 371 (8.1)
Financial security

Below average 628 (16.1)

Average 2300 (59.1)

Above average 967 (24.8)
Insurance

Private 3319 (85.2)

Medicaid 538 (13.8)

Uninsured 39 (1.0)
Maternal age

Less than 35 years old 3122 (80.2)

35 years or older 770 (19.8)
Parity

Nullipara 2151 (55.3)

Multipara 1741 (44.7)
High-risk pregnancy

No 2632 (67.6)

Unsure 261 (6.7)

Yes 1003 (25.7)
Preferred birth

Hospital birth with epidural 2217 (56.9)

Hospital birth without epidural 1355 (34.8)

Freestanding birthing facility 178 (4.6)

Home birth 146 (3.7)

*Women who endorsed any racial or ethnic identity other than White non-
Hispanic were included in this group.

As can be seen in Table 3, on average, women who pre-
ferred a community birth had less Fear of Birth, weaker
beliefs about birth—medical, stronger beliefs about birth—
natural, lower pandemic preparedness stress, and lower peri-
natal infection stress.

3.3 | Multivariate prediction of place of
birth preference

We conducted a binary logistic regression that included
background and obstetric characteristics, pandemic stress
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Range M + SD 1 2

1. Fear of 0-100 55.65 +23.32 -
childbirth

2. Beliefs about 1-5 3.98 + 0.51 -0.22 -
birth—natural

3. Beliefs about 1-5 3.38 + 0.65 0.26
birth—medical

4. PREPS— 1-5 3.46 + 0.87 0.59
preparedness

5. PREPS— 1-5 3.24 +0.99 0.48
infection

Note: All correlations P < 0.001.
Abbreviation: PREPS, Pandemic-Related Pregnancy Stress Scale.

In-hospital birth

(n = 325) (n = 3574)

Maternal age 30.61 +4.63 30.64 +4.81
Gestational week 26.56 + 8.70 26.94 +9.31
Fear of birth 56.61 +22.78 44.32 +26.12
Birth belief—natural 3.94 + 0.49 4.52 + 0.45
Birth belief—medical 3.47 £0.58 2.42 + 0.65
Preparedness stress 3.48 + 0.85 3.15+1.02
Perinatal infection stress 3.26 + 0.97 3.05+1.19

“P < 0.05

**P <0.01

%P < 0.001.

variables, and birth perception variables (Table 4). In the
multivariate adjusted model, of the background variables,
older maternal age, having Medicaid insurance or being un-
insured, and having a low-risk pregnancy were associated
with higher likelihood of preferring a community birth. Of
the psychological variables, all of the predictors except for
Fear of Birth independently predicted preference for commu-
nity birth. Stronger beliefs about birth—natural and higher
perinatal infection stress increased the odds of preferring a
community birth. In contrast, stronger beliefs about birth—
medical and higher preparedness stress lowered the odds of
preferring a community birth. It is notable that the main ef-
fect of perinatal infection stress on community birth (odds
ratio 0.81, 95% confidence interval 0.73, 0.91) indicated
an inverse association—higher perinatal infection stress
was associated with lower preference for community birth.
However, in the multivariate models, when controlling for
other variables confounded with place of birth preference,
perinatal infection stress predicted greater odds of preferring
community birth (adjusted odds ratio 1.40, 95% confidence
interval 1.17, 1.68). The interaction between the two types of
PREPS factors was significant in the regression model, and
therefore, we explored this further using PROCESS Macros

-0.49

—-0.08

—-0.08

Community birth

TABLE 2 Descriptive information

3 4
and associations between perceptions about
birth and pandemic-related pregnancy stress
among 3896 pregnant women during the
COVID-19 pandemic outbreak, the United
States, April-May 2020
0.15 -
0.18 0.59
TABLE 3 Mean differences in
’ psychological variables between women
preferring in-hospital or out-of-hospital birth
0.14 among 3896 pregnant women during the
0.71 COVID-19 pandemic outbreak, the United
819" States, April-May 2020
20.63""
27.93"
5717
3.017

to examine and plot the interaction. The model predicted 42%
of the variance in preference for place of birth.

3.4 | Exploring the role of pandemic stress
on place of birth preference

Variables that were independently associated with preferred
place of birth in the adjusted model (age, health insurance,
pregnancy risk, and both beliefs about birth) were included
as covariates in the PROCESS Macros model. As can be
seen in Figure 1, after controlling for covariates, women
most likely to prefer a community birth were those with
high Infection Stress and those with low preparedness
stress. The association between Infection Stress and prefer-
ence for community birth was nonsignificant when prepar-
edness stress was low (f = 0.10, P = 0.35), the effect size
was medium and significant when preparedness stress was
average (f = 0.34, P < 0.001), and the effect was large and
significant when preparedness stress was high (f = 0.59,
P < 0.001). In other words, women who felt the most stress
about their preparedness for birth were more likely to pre-
fer a community birth when their perinatal infection stress
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TABLE 4 Binary logistic regression predicting community birth preference among 3896 pregnant women during the COVID-19 pandemic

outbreak, the United States, April-May 2020

Unadjusted Adjusted
OR 95% CI AOR 95% CI
Older maternal age 1.28 (0.97, 1.67) 147" (1.03,2.11)
Racial/ethnic minority 0.97 (0.72, 1.31) 1.08 (0.74, 1.57)
Married/cohabiting 0.73 (0.45,1.16) 0.84 (0.47, 1.49)
Below-average income 1.78" (1.36,2.32) 1.47 (0.99,2.21)
Medicaid or uninsured 2.06™ (1.58,2.71) 177" (1.18, 2.66)
Nullipara 0.55™ (0.44, 0.69) 0.87 (0.65, 1.16)
Gestational age 1.02 (0.99, 1.02) 0.99 (0.98, 1.01)
High risk® 041" (0.30, 0.55) 0.52" (0.36, 0.75)
Fear of birth 0.59™" (0.53, 0.67) 0.99 (0.83, 1.18)
Birth belief—natural 4,05 (3.47,4.71) 1.54" (1.28, 1.86)
Birth belief—medical 021" (0.18,0.24) 0.28"" (0.23,0.33)
Preparedness stress 0.69"" 0.62,0.77) 078" (0.64, 0.95)
Perinatal infection stress 0.82"" (0.73,0.91) 1417 (1.18, 1.68)
Preparedness X Infection 1.38" (1.27, 1.50) 1.29" (1.14, 1.45)
R* =042
Abbreviations: CI, confidence interval; OR, odds ratio; PREPS, Pandemic-Related Pregnancy Stress Scale.
“Women who reported being high risk and those who were unsure were grouped together.
*P <0.05
**P <0.01
*##%EP < 0.001.
0.04
0.03 o
b - T et .
2002 -———-" et
Re) - T Leee
[
o e
0.01 2°
0.00
Low Infection Stress Average Infection Stress High Infection Stress
Low Preparedness Stress == == Average Preparedness Stress eseee¢ High Preparedness Stress
FIGURE 1 Interaction between pandemic-related preparedness stress and perinatal infection stress in predicting community birth preference

among 3896 pregnant women during the COVID-19 pandemic outbreak, the United States, April-May 2020

was high. Women with high preparedness stress who also
had low perinatal infection stress were least likely to prefer
a community birth, and women who had low preparedness
stress were more likely to express this preference regardless
of their Infection Stress.

4 | DISCUSSION

Our findings suggest that women's birth preferences may
be affected by the COVID-19 pandemic and that pandemic-
related stress can contribute to shifts in childbirth practices.

Women may choose where to give birth based on risk
perceptions,®®*! with common notions that giving birth in
a hospital is the safest option.42'45 However, the possibility
of contracting the virus in the hospital appears to be shift-
ing pregnant people's risk perceptions in complex ways
that intersect with a range of pregnancy-related beliefs and
stressors. Results of this study suggest that perceptions of
COVID-19 risk, combined with additional psychological
factors (eg, feeling prepared for birth, fear of birth, beliefs
about birth as natural or as a medical process), are affecting
women's preference for community birth during the uncertain
time of the COVID-19 pandemic.
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Pandemic-related stresses, namely preparedness stress
and perinatal infection stress, were positively related to fear
of birth and to a basic belief that birth is a medical process.
These stresses were also inversely related to the belief that
birth is a natural process. In addition, as hypothesized, com-
munity birth preference was related to lower preparedness
stress and higher perinatal infection stress. Our findings also
corroborate previous studies, which emphasize the pivotal
role of birth beliefs in birth decision making—beliefs that
have been shown to precede fear of birth. 12 Choosing a com-
munity birth in the United States is an uncommon choice,
yet anecdotal reports and preferences reported by our study
participants indicate that the COVID-19 pandemic could
produce an increase in rates of births at home and in free-
standing birth centers where these are legally permitted25 and
even where they are not permitted or advised.* On average,
women who preferred a hospital birth were more concerned
about perinatal infection. This is most likely related to un-
derlying health anxiety dispositions associated with a stron-
ger belief that birth is a medical process.46 After controlling
for other associated variables, however, it was evident that
infection concerns were associated with a greater likelihood
of preferring a community birth. When considering the mul-
titude of factors that are associated with women's prefer-
ence, having high levels of infection stress is associated with
greater probability of preferring a community birth.

Overall, women who felt prepared for birth despite the
pandemic (ie, low pandemic preparedness stress) had the
highest probability of preferring a community birth, and their
stress about infection did not affect this preference. Choosing
a community birth is well aligned with midwifery modes of
care, which emphasize women's autonomy during birth.”
Relationships between mother and maternity care practitioner
are often more egalitarian in midwifery models of care and,
consequently, in community births, placing more control in
women's hands; this level of responsibility may not be com-
fortable or preferable for all mothers. Choosing a commu-
nity birth is an active decision that requires preparation, both
mentally and physically, especially since pharmaceutical pain
relief is not an option.47 This choice also requires greater con-
fidence related to feeling prepalred.”"8

Alternately, women who felt least prepared for birth (ie,
high pandemic preparedness stress) were least likely to pre-
fer a community birth, but this association was tempered
among those who were also greatly concerned about infec-
tion. Women likely balance risks when choosing their place
of birth, and the scales may be tilted during the COVID-19
pandemic, such that fears of infection in a hospital setting
outweigh concerns about being u11prepared.9’2°’48

To our knowledge, this study is the first to quantita-
tively investigate psychological factors related to place of
birth preferences during the COVID-19 pandemic. Despite
its strengths, including a large sample and assessment of

validated psychological constructs related to birth choices, it
has several limitations. First, women of color are underrep-
resented—a population that has less access to high-quality
maternity care, both before and during the COVID-19 pan-
demic.* Future studies should engage more relationship-
based approaches that specifically target and engage a more
representative sample of persons giving birth in the United
States. We recognize that the same institutionalized racism
that drives poor maternity care outcomes in the United States
also restricts access to choice of birth setting and practitioner
type for many indigenous people and people of color in the
United States.”® In order to be able to study diverse birth ex-
periences and preferences among marginalized groups, these
individuals would need to have access to such rights and op-
portunities. Second, the study relied on online recruitment
and self-reported data (which could reflect recall bias and
misperceptions) which further limits the generalizability of
findings. Finally, although preferences for community births
are four times higher in this study (8.3%) than national rates
of these births before the pandemic (2%),? the overall percent-
age of women preferring out-of-hospital birth remains small.

The COVID-19 pandemic has introduced a great deal of
uncertainty into the lives of childbearing people, including
whether they can protect themselves and their infants from
the virus and the extent to which they can choose who will be
present and what happens when they give birth.”’ Community
births are a safe, less-expensive birth option for low-risk
pregnancies that may offer a means to improve birth out-
comes for many United States families and especially those
from marginalized populations who experience dispropor-
tionate rates of poor birth outcomes.'® In contrast to previous
data, our findings suggest that community birth preference
is associated with below-average financial status (univari-
ate analyses). It is possible that pandemic-related economic
strains are steering women away from hospitals because of
concerns about out-of-pocket costs. Legislation and health
policy aimed to make community births more accessible to
all,>'? providing evidence-based information about birth to
women, and helping pregnant people feel more prepared for
birth might help promote a shift in birth practices with poten-
tial to reduce the elevated and persistent rates of adverse ma-
ternal and infant outcomes that differentiate the United States
from many other nations. In a separate study of individuals
in this cohort, we found that those who experienced more
stress associated with feeling unprepared for birth were more
likely to have an unplanned operative birth.>* The pandemic
has radically affected maternity care and may result in sub-
stantial changes in women's preparation and their perceptions
about how and where they wish to give birth. Providing a
wider range of options to women for a safe and fulfilling birth
experience, especially in states where various birth options
are limited, may be one of the long-lasting silver linings of
the current pandemic.5 4
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