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A B S T R A C T

Background: The COVID-19 pandemic has become one of the most important threats to global health.
Midwives are at the core of the response to the pandemic. Women still need midwifery support and care.
The work of midwives is acknowledged as emotionally demanding, and their welfare may be
compromised by a range of workplace and personal stress factors.
Aim: To investigate the experiences and attitudes of midwives who have provided pregnancy and
childbirth care to women with a confirmed or suspected COVID-19 infection.
Methods: A qualitative phenomenological study was carried out in two Spanish tertiary hospitals.
Fourteen midwives were recruited by purposive sampling technique. Data were collected through
individual in-depth interviews and analysed using Giorgi’s descriptive method.
Findings: Three themes emerged: “challenges and differences when working in a pandemic”, “emotional
and mental health and wellbeing” and “women’s emotional impact perceived by midwives”. Midwives
pointed to several factors tied to a safe, supportive and empowering work place: support from staff and
managers, access to adequate personal protective equipment, and reliable guidelines. They also dealt
with professional and personal challenges during the pandemic, showing feelings of fear, anxiety,
uncertainty, discomfort, lack of support, and knowledge. Finally, midwives expressed their concerns
about the feelings of pregnant women with COVID-19, such as fear, anxiety, and loneliness.
Conclusion: The results of this study show some of the challenges for midwives during the course of the
COVID-19 pandemic, emphasizing the value of a good communication, emotional support, and stress
management, to provide woman-centred care.

© 2020 Australian College of Midwives. Published by Elsevier Ltd. All rights reserved.

Statement of significance

Problem
■ The COVID-19 pandemic has become one of the most

important threats to global health.

■ The wellbeing of midwives may be compromised by a

range of workplaces and personal stress factors, which

could affect their performance and care quality.

What is already known
■ Midwives, as the first and most effective providers of

obstetric cares, play significant roles in the process of

labour and childbirth and, as well as perinatal out-

comes.

■ Generally, the work of midwives is acknowledged as

emotionally demanding.

What this paper adds
■ This study reports the experiences and attitudes of

midwives who have provided childbirth care to women

with a confirmed or suspected COVID-19 infection.

■ The findings show three main categories: “challenges and

differences when working in a pandemic”, “emotional and

mental health and wellbeing” and “women’s emotional

impact perceived by midwives”.

■ Changes in the organization of care, increased

workload, feelings of fear, anxiety, discomfort, lack of

knowledge and support are some of the concerns shown
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ntroduction

Coronavirus disease 2019 (COVID-19) is a new, rapidly emerging
oonotic infectious disease [1]. The novel coronavirus (COVID-19),
aused by SARS-CoV-2 (severe acute respiratory syndrome
oronavirus), was first isolated in December 2019 in Wuhan,
hina. On 30 January 2020 the World Health Organization (WHO)
eclared the outbreak a global health emergency, and on 11 March
020, a global pandemic [2]. Cases have spread to almost every
ountry, including 230,183 confirmed cases in Spain at the time of
riting [3]. COVID-19 infection is highly transmissible and poses a
isk to healthcare workers, their patients, and relatives and friends
1]. COVID-19 symptoms range from asymptomatic to severe
neumonia with acute respiratory distress syndrome [4].
At the present time, limited data are available on pregnant

omen with COVID-19. However, it is proven that emerging
nfections have an important impact on pregnant women and their
etus [5]. Recent examples have been the increased risk of
omplications in pregnant women with the 2009 pandemic
1N1 influenza virus and the severe fetal effects of Zika virus
5]. To date, there is no evidence of greater susceptibility to COVID-
9 infection in pregnant women than in non-pregnant women.
oreover, COVID-19 appears to be more benign with pregnant
omen than with their fetus [6]. Compared with SARS (Severe
cute Respiratory Syndrome) and MERS (Middle East Respiratory
yndrome), COVID-19 appears less lethal, acknowledging the
imited number of cases reported to date [7]. These data suggest
hat pregnant women could experience the disease mildly or
symptomatically, as it happens in around 80% of the population
8]. In this sense, new guidelines and workplace practices, based on

 combination of available evidence, good practice and expert
onsensus opinion, have been developed worldwide to provide
uidance to midwives and other healthcare professionals who care
or pregnant women during the COVID-19 pandemic. However, due
o the duration and rapidly evolving nature of the COVID-19
andemic, there is a current lack of high-quality evidence to guide
ractice [8–10].
Midwives are one of the many core professionals responding to

he pandemic. Women are still getting pregnant, still giving birth,
nd they and their families still need midwifery support and care
11]. Midwives, as the first and most effective providers of
idwifery care, play significant roles across the pregnancy, labour
nd birth, and postnatal care. Midwives play an important role in
nabling and empowering women, and so, the midwife’s attitudes,
nowledge and skills can improve outcomes, making mothers
ore self-efficient in childbirth, breastfeeding, self-care, and
eonatal care [12,13]. Thus, midwives play a critical role in
nsuring that the needs of women are met and that the care they
eceive is the individualized and woman-centred [14].

Generally, the work of midwives is acknowledged as emotion-
lly demanding [15]. Caring for women and their families requires
idwives to deal with anxiety, pain, fear and sometimes grief, as
ell as excitement and happiness [15]. Furthermore, the wellbeing
f midwives may be compromised by a range of workplace and
ersonal stress factors [16,17]. Ways of working which lead to
ncreased job satisfaction have been shown to improve patient
afety, reduce costs, and increase the quality of client experience
18–21]. Studies considering the views of midwives show that
irect woman contact, continuity of care, positive support,
eamwork, and the ability to work independently and autono-

Because of the working conditions, the lack of knowledge about
infection prevention, and the limited or inadequate information
and organisational support, it may sometimes be difficult for
midwives to adhere to guidelines and protocols, and to practice the
best possible care [24,25]. As a result, all women may have a higher
risk of inadequate maternal health care during childbirth.

Globally, a limited number of studies have focused on the
viewpoint of midwives with respect to maternity care. The recent
COVID-19 pandemic has prompted concern about midwives’
working practices and behaviours [24]. By identifying barriers
and facilitators to the care provision, we can more easily identify
strategies that will support midwives to undertake the measures
needed at such a critical time in health care internationally. To
extend the knowledge of maternity care for women with infectious
respiratory diseases, such as COVID-19, we carried out this
qualitative study to investigate the experiences, attitudes, and
perceptions of midwives who have provided childbirth care to
women with a confirmed or suspected COVID-19 infection.

Methods

Design

A qualitative study design with a phenomenological approach
was chosen. The method was informed by Husserlian philosophy
which seeks to explore the same phenomenon through rich
descriptions by individuals revealing commonalities of the
experience [26]. The chosen methodology is not intended to
provide generalized results, but to allow the experience of
providing childbirth care to woman with a suspected or confirmed
COVID-19 infection to be understood. In this way, a phenomeno-
logical approach, based on the understanding of lived experiences,
is appropriate to achieve the proposed study objectives.

Participants and settings

The study was carried out in two Spanish hospitals: the
University and Polytechnic Hospital “La Fe” of Valencia and the
University Hospital “Gregorio Marañon” of Madrid. These tertiary
public hospitals attend a population of 284,060 and 320,971
habitants respectively and have an average of 4632 and 5337 births
per year, respectively [27,28].

A total of 14 midwives from both hospitals were included. A
purposive sampling was carried out. This involves identifying and
selecting individuals or groups of individuals that are especially
knowledgeable about or experienced with a phenomenon of
interest [29]. The inclusion criteria were having provided pregancy
and childbirth care to women with a confirmed or suspected
COVID-19 infection and accept to participate. Contact with
participants was made via telephone and in person. All midwives
approached accepted to participate. The size of the sample was
determined progressively until we reached theoretical saturation
of data.

Data collection

After obtaining the candidates’ agreement to participate, we
began the data collection process. In-depth individual open-ended
interviews were carried out for data collection. All researchers
were involved in conducting the interviews. There was no
ously lead to higher levels of satisfaction [20–22]. However,
ifficult and stressful situations like a pandemic, and the mental
nd physical exhaustion that often accompanies midwives in these
orkplace circumstances can contribute to a lack of motivation,

ndifference, frustration, and even illness, which negatively affects
ot only the midwife but also the woman in their care [23].
46
predetermined script, thus allowing the narrative to be steered
by the participants. The opening question was: What has been your
experience in providing childbirth care to a woman with a
confirmed or suspected COVID-19 infection?

Narratives were collected mainly face-to-face but also via video
call due to the confinement decreed in Spain during the pandemic.
6
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Twelve of fourteen interviews were conducted face-to-face in the
workplace. The other two were conducted by videoconference at
the time agreed with participants. Narratives were recorded using
the “Voice Memos” smartphone application, during May and June
2020. In addition, non-verbal gestures and researchers’ observa-
tions were recorded in a field notebook.

Ethical considerations

All participants received verbal and written information on the
study. The midwives were informed about guaranteed confidenti-
ality, voluntary participation and the right to stop at any time
without any adverse consequences. They signed a written
informed consent prior to each interview.

The study received approval from the University and Polytech-
nic Hospital “La Fe” Biomedical Research Ethics Committee.

Data analysis

All interviews were transcribed verbatim and the midwives’
identities were protected using code numbers. Interviews were
transcribed by the authors. Data analysis was conducted by using
Giorgi’s four-step phenomenological approach and occurred
simultaneously with data collection [30]. These steps were: (1)
reading the entire disclosure of the phenomenon as described by
the participant to obtain a sense of the whole; (2) reading the
transcripts again, breaking down the whole through analysis into
common elements, (3) transforming the language of the partic-
ipants into a conceptual perspective of the experience, relative to
the phenomenon of interest; and (4) combining and synthesizing
these meaning units into a final general description that reflects
the lived experience of the participants. Following this approach,
the transcripts were read repeatedly to determine its wholeness
followed by a sentence by sentence analysis where common
elements were extracted and restated in more general terms.
Meaning units were identified and these were then coded.
Subsequently, code-groups or categories were formed along the
way and adjusted as new codes emerged from data. The Atlas.ti v.8.
qualitative data analysis software was used for data analysis [31].

Together two authors (AGT, RAB) analysed the narratives and
interviews both as a whole and for meaning according to a
phenomenological lifeworld approach [30]. Initial findings were
conferred in a research team meeting and discussed until
consensus was reached around categories and sub-categories
which added rigour to the data analysis. All the researchers agreed
on the final thematic structure.

In order to assess the rigour of research process we have based
ourselves on the general criteria described by Guba and Lincoln:
credibility, transferability, dependability and confirmability [32].
Specific strategies to attain trustworthiness such as researchers
and methodological (within method) triangulation, reflexivity,
member checks, as well as a thick description of the context,
phenomenon, participants, data collection tools, analysis strategy
and findings were used as recommended by Guba and Lincoln [32].

Data were triangulated by two researchers who examined
evidence from the sources and used it to build a coherent
justification for themes. We used the member checking strategy in
order to determine the accuracy of the qualitative findings through
taking the final report or specific descriptions or themes back to
the participants and determining whether those participants felt
that they were accurate. Self-reflection was also done by
researchers. The authors identified and explored their own views
and opinions as possible influences on the decisions taken. This
was done because of the subjective nature of qualitative research
to protect the methodological rigour of the study [31]. Finally,
detailed information about researcher’s role, informant’s position
and the context from which data was gathered has been offered to
readers.

In addition, COREQ (Consolidated Criteria for Reporting
Qualitative Research) criteria were applied to enhance the quality
and transparency of reporting the study [33].

Findings

The purpose of this research study was to explore midwives’
lived experience of caring during childbirth of women with
suspected or confirmed COVID-19 infection. The mean age of the
participants was 37.4 years old. All but one were women, and they
had an average experience of eight years working as a midwife. The
details of the sociodemographic characteristics of the study
participants are shown in Table 1.

Three main categories were identified: “challenges and differ-
ences when working in a pandemic”, “emotional and mental health
and wellbeing”, and “women’s emotional impact perceived by
midwives”. From these categories, several subcategories emerged
(see Table 2). Representative quotations from the participants are
used in order to verify and validate the findings.

Challenges and differences when working in a pandemic

From this category, five subcategories emerged: “changes in the
organization of care”, “misinformation and lack of coordination

Table 1
Sociodemographic characteristics of participants. I: interviewee, GM: Gregorio Marañon Hospital of Madrid.

Participants Hospital Gender Age Nationality Midwifery work
experience (years)

Nursing work
experience (years)

Date of last birth assisting a
COVID-19 positive woman

I1 GM Woman 35 Spanish 6 10 End of April
I2 LaFe Man 53 Spanish 14 17 Early April
I3 GM Woman 29 Spanish 2 6 months Mid-March
I4 GM Woman 32 Spanish/Colombian 5 0 End of March
I5 GM Woman 41 Spanish 12 4 Early April
I6 GM Woman 28 Spanish 5 2 months 23rd of March
I7 GM Woman 39 Spanish 15 2 End of March
I8 LaFe Woman 36 Spanish 9 6 Early April

I9 LaFe Woman 50 Spanish 18 10 31st of March
I10 GM Woman 28 Spanish 4 0 14th of April
I11 GM Woman 30 Spanish 5 0 Early March
I12 LaFe Woman 24 Spanish 1 2 28th of March
I13 LaFe Woman 58 Spanish 14 16 End of March
I14 LaFe Woman 40 Spanish 7 13 End of March
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nd management”, “adapting the role of the midwife” “increased
orkload” and “the use of personal protective equipment”.

hanges in the organization of care

The working environment plays an essential part in ensuring
he quality of care rendered by midwives as well as job satisfaction
nd the enhancement of the professional development of the
idwives. Midwives are responding to increased demands on their
ervices, and they have had to change how they work overnight.
he environment in which midwives had to provide this care
rogressively changed to help prevent the spread of the virus.
We have found clear differences between months in relation to

he organisation of the maternity workplace. Most midwives
tated that at the beginning of the pandemic the organisation was a
haos:

“As it was at the beginning of the pandemic, everything was
very chaotic, nobody knew how to act, and in the end you
neglected the woman, in her emotional sphere of accompani-
ment, because you are more concerned with how I dress, how I
undress, what I do with the baby, where . . . this I can do it, this
I can’t do it!! . . . . well, it was a chaos”. (I4)
“I experienced it as an absolutely uncontrolled situation ( . . . )
no one was clear about what we had to do . . . waste
management . . . the order how to remove the PPE . . . ”. (I10)

The midwives reflected how over the following weeks and
onths the organization improved. Specific birth rooms were set
p to care for COVID-positive women, the organisation of the
aternity hospital was restructured, access to both companions
nd personnel involved in care was restricted, and more personal
rotective equipment (PPE) was provided. A midwife reported:
“The birth I attended was at the end of April, which is different
from the experience that my colleagues had at the beginning of
March ( . . . ) In April everything was more organized, we had an
exclusive birth room for women tested positive for COVID-19, the
material was prepared outside, we already had full protective
equipment, which was not like at the beginning that we didn’t
have any, and we also started doing PCR on all the pregnant
women who came in active phase of labour”. (I1)

isinformation and lack of coordination and management

Although many midwives expressed how they were struggling
ith the lack PPE, others reinforce the fact that the main
roblem facing the challenges of the COVID-19 pandemic were

misinformation, and lack of coordination and management. An
experienced midwife said: “I think that we have never lacked
protective material, what has failed has been the lack of knowledge
and many contradictory orders” (I13).

Midwives also expressed their disappointment with the
constant change of protocols and policies. One participant stated:
“A lot of mess with the protocols, everyday a different story ( . . . ) we
didn’t know if a woman tested positive for covid-19 which birth room
we should have used or which health care circuit was in force . . . ”

(I1). Particularly, they advocated for the right of the woman to be
accompanied during birth: “From that moment on, the husbands
were forbidden from accessing the labour ward ( . . . ). That
instruction continued nearly a week, until the midwives’ collective
demanded a review of the protocols to adapt them to the available
evidence” (I14).

Adapting the role of the midwife

While few midwives referred their role was similar to what they
have when attending a birth of a non-COVID infected or suspected
woman, “The only difference from an ordinary birth is that you keep
social distance, ( . . . ) and that you have to carry your personal
protections but nothing else” (I2); many mentioned that for them
there were clear differences between both situations: “Yes, we
acted completely different, even in an urgent caesarean section” (I4).

Due to access restrictions during birth and hospital stay for
companions, the worry of giving birth alone is one that midwives
took very seriously. They felt that their role was to provide
emotional support for pregnant women, at a time when they were
being asked to keep physical contact to a minimum.

“We had strict orders to spend just the time that was necessary
in the room and I think that was excessive ( . . . ), I think that
using masks, and keeping social distancing it would have been
the same”. (I9)

Midwives referred in some cases to the dehumanization of
childbirth, or how the lack of closeness or face contact handi-
capped the provision of emotional support:

“It was a bit dehumanised, it seemed to me much colder than an
ordinary caesarean section”. (I6)
“As your face is covered, you have to rely a lot more on the
expressiveness of your eyes, and your voice. There is no more
hugging, no more touching”. (I11)

Increased workload

All participants agreed that due to the pandemic the volume of
work had increased. For example, one participant stated: “We have
increased the birth rate because two nearby labour wards have closed.
We have expanded two birth rooms for the pandemic”. (I1)

The use of personal protective equipment

PPE, including surgical mask, eye protection, gloves, gown, and
hand hygiene, is likely effective in protecting health care providers
from COVID-19. However, not always adequate PPE was available,
causing consequently in many midwives a feeling of lack of
environmental protection and safety measures.

able 2
entified categories and subcategories.

Categories Subcategories

Challenges and differences when
working in a pandemic

Changes in the organization of care
Misinformation and lack of
coordination and management
Adapting the role of the midwife
Increased workload
The use of personal protective
equipment

Emotional and mental health and Fear, anxiety and uncertainty

wellbeing Discomfort

Dissatisfaction vs. satisfaction
Lack of knowledge
Lack of support

Women’s emotional impact
perceived by midwives

Surprise and frustration
Fear and anxiety
Loneliness

46
“We didn’t have full PPE, the neck area was quite uncovered . . .
and what I do remember is that we, both the neonatologist and
I, had to put on a soaked pad tied around the neck which was
really uncomfortable”. (I3)
“As it was very early in the period of the epidemic, the tests took
4–6 hours to come out, therefore most births were attended
8
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using a normal surgical mask, gloves and a green paper but not-
insulating gown which made me feel very unprotected”. (I14)

There are also accounts of midwives having to work without
PPE, or being forced to use poor substitutes, as regular PPE was
diverted to other healthcare workers:

“We all had protective material, but I consider that not all were
protected in the same way. The anaesthetist, for example,
would not administer an epidural without a full PPE, but we did
not have the choice and the time to choose in many occasions”.
(I10)

Emotional and mental health and wellbeing

Under this main category, the subcategories “fear, anxiety and
uncertainty”, “discomfort”, “satisfaction vs. dissatisfaction”, “lack
of knowledge” and “lack of support” were derived.

Fear, anxiety, and uncertainty

Almost all participants did not fear the contagion of themselves,
but they were preoccupied with the health of their families as well
as their colleagues and clients, as expressed by some midwives:

“I was not afraid for me . . . ( . . . ) but then you go home and
you have to take care of yours . . . your mother, your daughter,
and that is the true fear” (I10)
“It was no longer fear only for me but for my family because I
could infect people, the rest of the women with whom I was
working” (I14)

Nonetheless, some midwives also stated that they were afraid
and anxious to face the new challenges brought by the coronavirus
crisis, mainly at the beginning of the pandemic. Due to human
resources restrictions, sometimes, the midwife had to cope alone
with urgent situations, that in other situations had been managed
in a team, as said by one participant:

“I was the one who entered into theatre for caesarean section
( . . . ) two neonatologists stayed outside, who would enter if
necessary ( . . . ) But facing alone a resuscitation of a 28 weeks
new-born while they get prepared outside scared me, but thank
God the child was born well . . . and immediately had to be
transferred without resuscitation . . . If it had been necessary
to give him more resuscitation at the beginning, until the
outsiders had dressed, I should have helped him” (I7).

Clear components of nerves could also be observed in the
verbatim quotes of some participants:

“Well, as it is a special operating room, it was the first time that I
went to that operating room, first I did not know that there was
no telephone inside . . . (nervous laugh)” (I5).

Despite the extraordinary stress and uncertainty, midwives
continued to provide an invaluable service to the expecting
women. One midwife expressed:

“At no time was I afraid to say I don’t want to attend to her or
anything, on the contrary, it seemed to me that she needed
much more attention than any other pregnant woman at
another time because the woman was scared and the truth is
that the information had been scarce”. (I9)

“After 10 minutes of wearing the PPE I realised how exhausting
it is, I was short of breath, I sweated a lot . . . ( . . . ) We decided
to change the strategy and finally instead of being all the
induction of labour inside the room I spent most of the time
outside”. (I8)
“I had a very bad feeling and experience taking care of that
woman . . . I thought I was going to faint right there”. (I11)

Satisfaction vs. Dissatisfaction

We observed contradictory reports regarding the personal
satisfaction of midwives in the care of these high-risk women.
In general, the midwives interviewed had positive feelings in
and for their work and aimed to create a positive atmosphere
so that the parents could feel safe and not frightened of going
through the process of giving birth. They explained how they
did what they could to try to ensure that the woman received
quality care and had the most satisfactory experience possible.
However, many midwives described how midwife felt that the
overall birth experience was not what they would have liked to
offer.

“I would have liked to offer a closer relationship ( . . . ) the truth
is that the woman was in the centre isolated”. (I6)

Lack of knowledge

The midwives explained that they found it difficult to provide
the best quality of care as they lacked knowledge. A midwife
explained how she was doing her best to make good decisions with
the information she had, in that rapidly evolving and challenging
circumstances:

“As there was a lot of ignorance around how to manage a covid-
19 pregnant women during birth at the end you do what you
can, you try to be there for the woman, you try to explain the
situation a little, but . . . you don’t know if you are doing well or
wrong” (I4).

Midwives also reported training for staff provided to front line
care was inadequate or non-existent: “We have not received specific
training. They have directed us to an online platform with explanatory
videos ( . . . ) in my opinion we learnt by doing” (I1).

Lack of support

The participants felt that they needed support from other team
members to ensure optimal care for these women. However, most
midwives felt lonely and referred to not receiving much support
from others.

“I was inside all the time alone, I rang the bell a couple of times
so that a colleague would give me some material that I needed
( . . . ) I did not feel very supported . . . it was the feeling that
no one wanted to enter into the birth room at all ( . . . ). It was
my duty, and I was the one who had to take care of that woman
during an entire shift . . . ” (I3)
“There were many people looking out the small window . . .
but they weren’t very cooperative when needed”. (I10)

Women’s emotional impact perceived by midwives

Discomfort

Another of the relevant aspects recognised by the participants
was the discomfort found when working using individual
protection suits. The exhaustion they produced even generated
a feeling of dizziness and feelings of weakness in some midwives.
469
Pregnancy is a special time full of excitement and anticipation.
But for expectant mothers facing the outbreak of the coronavirus
disease, fear, anxiety, and uncertainty are clouding this otherwise
happy time. From this category, “surprise and frustration”, “fear
and anxiety” and “loneliness” emerged.
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urprise and frustration

Many women were about to give birth when they learned they
ad COVID-19 infection. They did not expect testing positive for
oronavirus, as they were mainly asymptomatic. This situation
enerated great surprise in them as well as frustration. During
nterviews, midwives reported:

“She was also disoriented as she did not understand how she
could have been infected if she had been confined at home all
the time. She was very surprised and shocked, she started to
cry . . . ” (I9)
“Well, as the result was not expected, the woman was so
extremely scared that she started behaving as if she did not
control the situation . . . for her it was a surprise”. (I13)

ear and anxiety

Pregnancy can be an anxious time for many women, and the
andemic has magnified that. Midwives reported how stressful
irth was for some expecting women:

“The woman experienced her birth as a horror film because
suddenly all her plans were dismantled ( . . . ). Someone from
outside enters the birth room and says ‘Covid positive’ and
consequently everyone stares and disappears. I was the only
one that stayed by her side ( . . . ). In the postnatal ward she was
alone too, so I think she did not have a good memory of her
birth, not because of the birth itself, but because of everything
that surrounded it”. (I13)
“It was a stressful for the woman. There was a general chaos
around a caesarean section of COVID-19 positive woman.
Moreover, she was in active phase of labour and baby’s
presentation was breech. She ended up being intubated” (I10)

oneliness

The restricted visiting rules within maternity implemented to
urther reduce the spread of COVID-19 and to protect women,
abies, family and staff have been very upsetting for the expecting
oman attending hospitals for birth. Although midwives showed
hem that they did not intend to leave them, sometimes
articipants stated that women felt that loneliness:

“She said that the only one who did not leave her alone was the
midwife” (I13)
“She thought she had to go through the birth alone” (I1)

iscussion

In the present study, the experiences of midwives who have
rovided childbirth care for women with suspected or confirmed
OVID-19 infection were investigated via qualitative analysis and
ssigned to three main categories. The first identified main
ategory “challenges and differences when working in a pandemic”
mphasises the importance of the workplace conditions and a
ood organizational culture for adequate childbirth care. The
econd main category “emotional and mental health and wellbe-
ng” summarizes the feelings that midwives experienced in their

concerns. For midwives and other healthcare providers, the
pressure of work is cited as one of the main contributing factors
leading to reduced motivation, increased levels of sickness, and
ultimately, to leaving the profession [34]. An excess of duties and
demanding requirements at work also exert negative influences on
job satisfaction [35]. Moreover, there is a close relationship
between workforce safety and patient safety. Optimal performance
is achieved when there is a well-equipped and safe working
environment that supports ethical practice and treats workers
fairly [36].

The findings are in agreement with those of previous studies
where healthcare workers point to several factors that influence
their ability to follow Infection Prevention and Control (IPC)
guidelines when managing respiratory infectious diseases [37,38].
These include factors tied to the guideline itself and how it is
communicated, workplace culture, training, physical space, access
to and trust in PPE, and a desire to deliver good client care. In this
sense, health professionals felt unsure as to how to adhere to local
guidelines when they were long and ambiguous or did not reflect
national or international guidelines [38].These guidelines need to
be of sufficient quality and up-to-date; otherwise health profes-
sionals could feel overwhelmed when guidelines are constantly
changing. Healthcare workers also described how their responses
to IPC guidelines were influenced by the level of support they felt
that they received from their management team [38]. In this
respect, factor-statements relating to workplace protocols and
guidelines have been a significant predictor for job satisfaction for
midwives [34].

Our findings suggest the childbirth care provided to a woman
with suspected or confirmed COVID-19 infection was different
from a “normal” birth. As a pandemic evolves, healthcare
professionals can find themselves unable to realistically provide
the standard and level of care that they are otherwise used to
providing [39]. Moreover, certain behaviours that would ordinarily
be regarded as unethical may be seen as justified in the crisis
situation. Research also suggests that when people are faced with
danger situations, they will abandon “the illusion that certain
values are infinitely important” and make moral compromises
[37]. Being ethical in adverse situations can be particularly
challenging because it may not be clear what the “right thing to
do” is and contradict “any of the values we hold dearest”, such as
providing each patient with the best available care [37,39].

As a group with a high probability of infection, midwives are
faced with a certain degree of psychological challenges in the
process of facing the epidemic [40]. According to the literature, a
considerable proportion of health care workers reported
experiencing symptoms of depression, anxiety, insomnia, and
distress, especially women, nurses, providing nursing care to
people with suspected or confirmed COVID-19. Studies have
showed that those health care workers feared contagion and
infection of their family, friends, and colleagues, felt uncertainty
and stigmatization, reported reluctance to work or contemplating
resignation, and reported experiencing high levels of stress,
anxiety, and depression symptoms, which could have long-term
psychological implications. Hospital workers felt significantly
more anxiety about infection, pressure, exhaustion and workload
on the pandemic [41,42].

With regards to discomfort, midwives’ experiences are in
agreement with similar studies where some healthcare workers
found it difficult to use masks and other equipment when it made
aily work during the pandemic. The last identified main category

women’s emotional impact perceived by midwives” includes
eelings showed by pregnant women during the COVID-19
hildbirth.
In our study, midwives expressed the increase of work demands

nd the lack of adequate supplies of protective equipment as
47
patients feel isolated, frightened or stigmatised. Healthcare
workers found masks and other equipment uncomfortable to
use. They also described how IPC strategies led to increased
workloads and fatigue, for instance because they had to use PPE
and take on additional cleaning [38]. These environmental
0
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stressors in the work environment and emotional exhaustion are
strongly related to job dissatisfaction [43].

In this study, midwives highlighted the lack of knowledge as a
weakness. Practical and organisational support from workmates
and employer was also mentioned by them as fundamental. These
results are in accordance with present studies about infectious
respiratory diseases where the most consistent findings were the
need for clear communication about IPC guidelines, providing
training and education around infectious diseases, and the
enforcement of infection control procedures [38,44]. Inadequate
staffing, poor team-work and unsupportive management are
reasons for midwives to leave their profession and could be the
reason for midwives experiencing high levels of stress [18,45]. The
presence of fear, insecurity, and lack of knowledge on the part of
health professionals, and the possibility of embarrassment on their
part if they make a mistake or need to ask for help, seem to be
related to the fear of not knowing information [46].

Regarding the women’s feelings perceived by midwives, most
negative perceptions expressed by women, such as fear and
surprise, might be related to a problematic pregnancy course
because of the COVID-19 mother infection, an unexpected process
of labour and birth and uncertainty about the infants’ medical
condition. It seems the birth experience of a pregnant woman with
COVID-19 infection could be a stressful and traumatic time for
parents, as happens in other adverse events that compromise the
health of mother or infant [47]. Some pregnant women felt lonely
during childbirth because of the absence of their partner due to the
hospital’s policy. Other reason could be the lack of support and
companionship of the midwife who was looking after them.
Furthermore, women and babies were sometimes separated at
birth as the baby was taken to the neonatal unit for assessment
which could negatively affect the childbirth experience [48].

Limitations

Certain limitations of this study need to be acknowledged.
Firstly, qualitative researchers should critically examine the
personal bias inherent to the design of the study. Qualitative
researchers closely engage with the research process and
participants and are therefore unable to completely avoid personal
bias. For this reason, investigator triangulation of data was
performed in order to ensure trustworthiness.

Secondly, the participant bias has been considered. Therefore,
in order to avoid the acquiescence bias or the social desirability
bias, open-ended questions to prevent the participant from simply
agreeing or disagreeing were used, which guided them to provide a
truthful and honest answer. Moreover, the questions were phrased
in a manner that allowed the participant to feel accepted no matter
what the answer was.

Thirdly, the sample size was drawn from two tertiary Hospitals.
These midwives may generally be different from general workforce
and thus may be more likely to be burnt-out, particularly due to the
intense demands. Although the results cannot be generalised to the
general population, the depth of our research discoveries from the
experiences of these midwives, in conjunction with the rich
description of the study context, should enable readers to appraise
the transferability of findings to varied maternity settings.

Finally, memory bias might have influenced the results because
of the retrospective design used to collect the data.

responding in a way that validates their thoughts, feelings, and
expectations will provide a platform for sensitive discussions in
order to improve the organisation of care, models of care, and
support systems. Future research has the opportunity to explore
solutions to support midwives in these adverse circumstances.

Conclusion

The COVID-19 pandemic has become one of the most important
threats to global health the modern world has ever seen. As
countries work to prevent or delay the further spread of COVID-19,
the health and wellbeing of healthcare workers must always be
given high priority. Midwives are an essential component of the
workforce and the contact they have with women and their babies
is vital to the continuity of care and the building of a life course
approach to health.

Midwives point to several factors that influence their ability to
perform a safe and respectful care when managing respiratory
infectious diseases, such as COVID-19 pandemic. These include
factors tied to a safe, supportive and empowering work place:
support from staff and managers, access to adequate PPE and
reliable guidelines. Midwives also deal with professional and
personal challenges during the pandemic, showing feelings of fear,
anxiety, uncertainty, discomfort, lack of support and knowledge.
Finally, midwives express their concerns about the feelings of
pregnant women with COVID-19, such as fear, anxiety, and
loneliness, emphasising the value of a good communication,
emotional support, and stress management.

Midwives can and do make a huge difference to the lives of
women and families. Although 2020 is not the year of celebration
originally planned, midwives everywhere should be proud of the
potentially lifesaving and life-affirming roles they are playing in
these adverse circumstances.
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