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A B S T R A C T   

Background: Australia experienced a low prevalence of COVID-19 in 2020 compared to many other countries. 
However, maternity care has been impacted with hospital policy driven changes in practice. Little qualitative 
research has investigated maternity clinicians’ perception of the impact of COVID-19 in a high-migrant 
population. 
Aim: To investigate maternity clinicians’ perceptions of patient experience, service delivery and personal 
experience in a high-migrant population. 
Methods: We conducted semi-structured in-depth interviews with 14 maternity care clinicians in Sydney, New 
South Wales, Australia. Interviews were conducted from November to December 2020. A reflexive thematic 
approach was used for data analysis. 
Findings: A key theme in the data was ‘COVID-19 related travel restrictions result in loss of valued family support 
for migrant families’. However, partners were often ‘stepping-up’ into the role of missing overseas relatives. The 
main theme in clinical care was a shift in healthcare delivery away from optimising patient care to a focus on 
preservation and safety of health staff. 
Discussion: Clinicians were of the view migrant women were deeply affected by the loss of traditional support. 
However, the benefit may be the potential for greater gender equity and bonding opportunities for partners. 
Conflict with professional beneficence principles and values may result in bending rules when a disconnect exists 
between relaxed community health orders and restrictive hospital protocols during different phases of a 
pandemic. 
Conclusion: This research adds to the literature that migrant women require individualised culturally safe care 
because of the ongoing impact of loss of support during the COVID-19 pandemic.   
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Statement of significance 

Problem or issue 

Limited qualitative research exists on the impact of the COVID-19 
pandemic on the experience of clinicians providing maternity care 
to high-migrant populations. 

What is already known 

Health outcomes in migrant populations can be improved. 
Research indicates barriers to high-quality maternity care can be a 
result of rapid changes during the pandemic. 

What this paper adds 

Clinicians in maternity care are impacted by migrant populations 
ongoing loss of support. Culturally competent care should facili-
tate support and promote equitable heath care access. 

Maternity care has shifted focus from women-centred to clinician 
safety. COVID-safe policies should be dynamic and reflect com-
munity risk to optimize staff pandemic policy compliance.   

Introduction 

‘It takes a village to raise a child’… but what happens when the 
village is locked out [1]. The magnitude and speed of the spread of the 
COVID-19 pandemic and its impact since the beginning of 2020 has been 
devastating, including sudden country border closures with Australian 
international borders closing on March 20, 2020 [2]. The impact of 
COVID-19 is largely due to direct associated morbidity and mortality as 
well as indirect economic, social and health care delivery disruptions [3, 
4]. Australia has been fortunate with the early containment of COVID-19 
at the start of the pandemic in 2020. Significant loss of life has been 
avoided through a variety of public health measures including closing 
international borders, quarantining of overseas travellers, comprehen-
sive contact tracing, and a population that was largely compliant to 
intermittent movement restrictions and ‘lockdown’ isolation measures 
when required [5–7]. 

The early containment and management gains of COVID-19 in 
Australia was tempered with a slow uptake and access to COVID-19 
vaccination compared to other OECD (Organisation for Economic Co- 
operation and Development) countries in 2021, with media document-
ing the slow progress [8,9]. The Australian community has therefore 
experienced ongoing vulnerability to COVID-19 outbreaks. This 
vulnerability has been highlighted by sudden varied population lock-
down orders due to state and nation-wide outbreaks of the highly con-
tagious COVID-19 Delta strain in mid-2021. Rolling 
movement-restriction health orders occurred in 2021 primarily in the 
metropolitan areas of Sydney and Melbourne, with Sydney experiencing 
nearly four months of lockdown orders with easing of restrictions from 
mid-Oct 2021. During this time in 2021, COVID-19 cases occurred 
among women in Western Sydney who were pregnant and admitted to 
hospital. The prevalence of COVID-19 in New South Wales (NSW) was 
greatest in the high migrant population in Western Sydney [10]. 

The response to COVID-19 in maternity care across Australia has 
varied since the commencement of the pandemic. A survey of 620 
Australian midwives conducted in May–June 2020 reported a varying 
response by hospitals in implementing restrictions of visitor and support 
persons due to COVID-19 [11]. These restrictions differed from no vis-
itors or support persons permitted to no restrictions at all implemented. 
This is possibly a reflection of the varied assessment of risk in the 
different states and regions of Australia due to the different dynamics 
and risk profiles of particular outbreaks at various times throughout the 
pandemic. In the Bradfield et al. study, 16 midwives from across 
Australia were also interviewed about their experience of providing care 

during the pandemic. Among key findings, clinicians reported experi-
encing many challenges to providing women-centred care [11]. One of 
the main themes also identified in this study was ‘coping with rapid and 
radical change’, reflecting the situation that, despite a low prevalence of 
COVID-19 cases, providing maternity care has been problematic due to 
rapid, and sometimes contradictory, changes in policies. 

A Spanish qualitative study of 14 midwives who had cared for 
COVID-19 positive women during pregnancy and childbirth, explored 
‘challenges and differences when working in a pandemic’ [12]. They 
found staff were stressed and overwhelmed with constant changes in 
guidelines. These findings were consistent with the Australian experi-
ence of midwives reported by Bradfield et al., that midwives found it 
challenging to provide consistent supportive practice and that this was a 
barrier to women-centred care [13]. 

Although Australia has not experienced the death rate from COVID- 
19 that some countries have, significant stress, ongoing risk and impact 
exist for the community and clinicians. A study of health care workers 
(nurses, doctors, allied health and non-clinical) in Melbourne in mid- 
2020, found rates of psychological distress comparable to countries 
that experienced high prevalence of COVID-19 with 30% of health 
workers in Melbourne, Australia during the study screening positive for 
work-place burnout [14]. 

The health order restrictions on movement and border closures 
during the COVID-19 crisis has changed access to family and friends for 
many women potentially impacting their childbirth experience [15,16]. 
Women who utilise the maternity services in Western Sydney Local 
Health District (WSLHD) are predominantly born in a non-English 
speaking country (58%) [17], with relatives living in countries that 
are significantly impacted by COVID-19. A previous study at Westmead 
Hospital found 85% of South Asian or Chinese women planned to have 
relatives visit from overseas to provide support during pregnancy and 
the postnatal period [18]. In person support from overseas relatives is no 
longer available due to government mandated international flight re-
strictions in Australia. How clinicians have perceived the effect of 
COVID-19 on social support networks for overseas born and Australian 
born women and the impact on care in the peripartum period to our 
knowledge has not been investigated. 

Improved understanding of clinicians’ experience and difficulties 
caring for women and their families during the COVID-19 pandemic can 
assist with enhanced maternity care for families and professional sup-
port. This understanding may improve future pandemic planning to 
deliver care in diverse multiethnic communities. The aim of this study 
was to explore the experience of maternity clinicians serving a high 
migrant population during the COVID-19 pandemic, including investi-
gating perceptions of patient experience, service delivery and personal 
experience of living in the pandemic. 

Methods 

Design 

A qualitative study design with data generated from semi-structured 
individual interviews was employed for this study. Reflexive thematic 
approach was used as described by Braun and Clarke [19]. This 
approach was chosen as it provided the flexibility of inquiry required to 
examine the novel lived experiences of clinicians serving a culturally 
diverse patient population in an evolving pandemic where no previous 
data was available. 

Setting 

Midwives and medical staff were recruited at a major tertiary referral 
hospital in Western Sydney Local Health District (WSLHD), NSW, Syd-
ney, Australia. Sydney is the largest city in Australia with a population of 
5.4 million. WSLHD has the highest overseas migration gain for the state 
of NSW [20]. The study hospital is the tertiary referral hospital for the 
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Local Health District population of more than 946,000 residents [21]. 
This hospital has an average of 5500 births per year. The study hospital 
is within a health district that has 58% of the mothers born in a 
non-English speaking country and the highest South Asian maternal 
population (25%) in the state of NSW [17]. 

Recruitment and interviews occurred during a period of no locally 
acquired COVID-19 cases in the state of NSW, after the first high prev-
alence COVID-19 case period in March-April 2020 (Fig.1). During this 
first surge there had been no COVID-19 positive pregnant women 
admitted at the study hospital. Approval for COVID-19 vaccines did not 
occur in Australia until 2021 and were not available to health staff or the 
community during the study period. 

Participants 

Inclusion criteria for the study required participants to be a regis-
tered midwife or medical practitioner who had been employed at the 
study hospital for greater than 12 months in the Department of Women’s 
and Newborn Health. This inclusion criteria was to ensure participants 
could discuss their experience since the beginning of the pandemic. 
Participants were recruited through information posters in maternity 
care staff areas and routine work maternity staff email pathways. Pur-
posive sampling was utilised to enrich data collection for varied clinical 
experience of participants from all maternity care areas [22]. Recruit-
ment and interviews occurred over a four-week period from 18th 
November 2020 to 16th December 2020. 

Thirteen clinicians were interviewed face to face and one by a secure 
video link. All but one of the participants were women and most of the 
clinicians were midwives, with two participants medical doctors. 
Approximately 40% of the clinicians in the study were migrants them-
selves reflecting the local migrant population. Eight of the participants 
stated they were parents, all with children living at home except one 
who had adult children not living at home. Further demographic in-
formation is presented in Table 1. 

Data collection 

A semi-structured interview schedule was used to collect data con-
sisting of three categories for exploration of the participants under-
standing of: (1) clinicians’ perceptions of patient experience (including 
support required), (2) service delivery and (3) personal experience of 
living in the pandemic. The leading question for each category investi-
gated were: ‘Can you tell me what your perceptions of changes in 

women’s family support has been like during COVID pandemic?’ In 
exploring service delivery: ‘Can you tell me about your experience car-
ing for pregnant women during the COVID pandemic?’ And for the final 
category of personal experience the lead question was: ‘How have you 
felt in yourself during the COVID pandemic?’ Questions regarding 
family support are defined in this study to mean a person’s partner, 
relatives, and people around who can be called on to provide emotional, 
tangible (instrumental), and informational support. 

All interviews were conducted by a single investigator who is an 
experienced midwife and researcher (SM). The interview progress, 
transcript coding and analysis were overseen by an expert qualitative 
researcher (JM). The interviews ranged from 28 to 65 min, with eight 
interviews over 50 min, and one interrupted at 15 min and unable to be 
continued. Recruitment ceased at saturation when sufficient rich data 
from a diverse range of participants was collected to generate insights 
and meaning for the research question. This was in the context of the 
recruitment period occurring in a COVID-19 ‘lull’ with loosened re-
strictions and a stable government COVID-19 response. A total of 665 
min of interviews with clinicians were recorded and subsequently 
transcribed. 

A professional transcription service provided verbatim text of audio 
recording. SM reviewed transcriptions against audio for accuracy. To 
ensure confidentiality of participants all transcriptions were de- 
identified. 

Data analysis 

Reflexive thematic data analysis was used within a framework of the 
three primary areas of clinician perceptions of patient experience, ser-
vice delivery and personal experience of living in the pandemic. 

Analysis was based on the six phases as set out by Braun and Clarke 
[23]; these were not sequential but commenced with deep familiar-
isation with the data. This first step of familiarisation was enhanced by 
the first author completing all interviews, therefore aware of greater 
context below surface transcription detail. Field notes were also used to 
assist with the familiarisation process. The other five phases for analysis 
were generating codes, exploring initial themes, reviewing initial 
themes, finalising and naming themes and then producing the report 
[19]. 

After familiarisation with data, codes were defined by the two pri-
mary authors JM and SJM utilizing both sematic and latent meaning to 
provide richer understanding and categorisation of participant data by 
JM and SM. Assumptions and context of code generation were checked 
through non-discipline social scientist ‘outside’ voice of senior author 
(JM) in the analysis process. 

Generating final themes were based on central connecting concepts. 
The five phases of analysis were conducted by authors SM and JM with 
all authors reviewing and reaching consensus on final themes. 

Fig. 1. COVID-19 hospitalisation in New South Wales, Australia April 
2020–July 2021. 
Recruitment period for COVID-19 maternity clinician qualitative study: 
November–December 2020. 
(Graphic T Melov based on Source https://www.abc.net. 
au/news/2020-03-17/coronavirus-cases-data-reveals-h 
ow-covid-19-spreads-in-australia/12060704#hospitalisation). 

Table 1 
Characteristics grouped by years of experience of 14 maternity clinician par-
ticipants during the COVID-19 pandemic in a tertiary referral hospital Sydney, 
Australia.  

Years of experience Age group represented Primary maternity clinical area (n) 

1− 5 <30 
Continuity of Care (1) 
Antenatal Clinic (1) 
Mixed Areas (2) 

6− 9 30− 40 Continuity of Care (1) 
Postnatal Ward (1) 

10− 20 >40 Birth Unit (1) 
30− 40 Mixed Areas (2) 

>20 >40 
Antenatal Clinic (3) 
Postnatal Home Care (1) 
Continuity of Care (1) 

Interviews conducted over four weeks: November-December 2020. 
Registered midwives: 11, Student midwife: 1, Trainee obstetrician: 1, Obstetri-
cian: 1. 
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Consensus was reached iteratively for final themes and final report. 
NVivo was used for data management and analysis (QRS International 
Pty Ltd 2020). 

Investigators addressed reflexivity particularly in consideration of 
the primary researcher’s own position as embedded within both the 
subject matter and shared participant professional experience as a 
clinical midwife. A further reflexive consideration was that all in-
vestigators were experiencing the pandemic and it is acknowledged this 
shared experience enhanced insight into the areas under investigation in 
this study. 

The collection, analysis and presentation of in-depth, detailed and 
contextualised data, paying critical attention to matters of reflexivity 
from the perspectives of authors SM and JM – in the interview process 
but also in the rationale and implementation of all phases of the study – 
enhanced rigour, trustworthiness and quality. Quality of data coding 
and analysis was further strengthened by author JM evaluating, cross 
checking, and, where necessary, reassessing both coding frames and 
coded text in iterative dialogue with author SM. 

Ethical considerations 

The interviewer is employed in the same institution however has no 
managerial role and no working relationship with any participant. All 
participants were provided with written information and signed a con-
sent form that is stored by the interviewing researcher in a locked 
research room. Audio data was securely deleted after transcription 
verification. All transcriptions and data were de-identified for analysis 
and investigator discussions to ensure anonymity of the participants 
from researchers who may be colleagues. All research data is securely 
stored with password protection and access only by named in-
vestigators. The final manuscript was reviewed for identifiers by an in-
dependent study-site midwifery researcher. Approval was granted by 
Western Sydney Local Health District Human Ethics Committee (2020/ 
ETH02074) 23 September 2020. 

Findings 

The three main themes within the areas explored were: COVID-19 
related travel restrictions result in loss of valued family support for 
migrant families; For the greater good, loss of efficient women-centred 
care; Challenges and difficulties in difficult times- you just dealt with 

it. The main themes and subthemes are provided in Table 2. 

Clinicians’ perceptions of patient experience 

COVID-19 related travel restrictions result in loss of valued family support 
for migrant families 

In this culturally diverse migrant population, the main theme woven 
through all aspects of this area of inquiry ‘Perception of patient expe-
rience’ were related to the impact travel restrictions had on family 
support, which in turn impacted both patients and clinical care. All 
clinicians described the lack of family support from overseas as one of 
the biggest challenges they perceived for women during the COVID-19 
pandemic at the study hospital. A typical response was: 

…the most important thing is the inability to have extended family, 
potentially, travel to be with them to give support around the time of the 
delivery, and with the newborn baby… that choice has been taken away 
from them. (Clinician 11 Obstetrician). 

Birth and cultural differences: “…they’re just by themselves, as opposed to 
an Aussie couple…” 

Four clinicians identified that there was a difference that separation 
from traditional family support had on overseas born women when 
compared to Australian born women. One clinician observed that 
women from India were highly reliant on relatives, and they had a 
strong family connection. This midwife explained she found the 
connection to family was different to Australian born women who often 
wanted to experience the pregnancy journey with just their partner. 

…the women seem to be very sad and depressed and lonely because their 
mother and their mother-in-law can’t come from India to support them… I 
think they feel as though they’re being abandoned because of the virus, 
that they’re just by themselves, as opposed to an Aussie couple that feel as 
though they want to cope by themselves. (Clinician 1 Antenatal Clinic 
Midwife) 

This midwife, with over 20 years’ experience, went on to explain 
how she found that there was not a reliance or even usually a mention of 
relatives for Australian born women: “They talk about the couple and 
themselves, whereas [Indian women] tend to incorporate the whole family 
into this childbearing support mechanism.” Other clinicians also mentioned 
the individualistic nature of pregnancy for some Australian born 

Table 2 
Main themes and sub-themes. Exploring the COVID-19 pandemic experience of maternity clinicians in a high migrant pop-
ulation and low COVID-19 prevalence country: a qualitative study.  

1. Clinicians’ perceptions of patient experience  

Main theme  
COVID-19 related travel restrictions result in loss of valued family support for migrant families  
Sub-themes  
Birth and cultural differences: “…they’re just by themselves, as opposed to an Aussie couple…”  
The cultural practice of postpartum extended in-house support from overseas  
Loss of support and impact on clinical care  
Changing support from partners: “…the fathers themselves actually did step up”  
Mental health impact of loss of support: “Big time struggling because she’s sort of just very isolated”  
Missing out on important life events in the pregnancy journey “…husbands are missing the births of their babies”  
The hospital is not a safe place to be “… we’re a big tertiary hospital, and we’re the COVID central”  

2. Maternity care service delivery during COVID-19  

Main theme  
For the greater good, loss of efficient women-centred care: “it was just a matter of plugging the holes when you could identify them”  
Sub-theme  
Doing your own thing: “This doesn’t feel right …”  

3. Clinicians’ personal experience during COVID-19  

Main theme  
Challenges and difficulties in difficult times- “you just dealt with it”;“… and we came straight off the bushfires”  
Sub-themes  
Guilt- “can I keep everyone safe?”; “…that was the fear. Taking it home and then … them not surviving it.”  
Self-care: new activities and work facilitating connection with people  

S.J. Melov et al.                                                                                                                                                                                                                                 



Women and Birth 35 (2022) 493–502

497

families. A young trainee obstetrician observed; “Caucasian families seem 
to just really want their partner and no one else” (Clinician 10). Two 
midwives stated that some of the Australian born nuclear family units 
found COVID lockdown beneficial to isolate themselves from the 
available but uninvited extended family and visitors, COVID-19 re-
strictions provided protected time. 

…for some [Australian born women], they didn’t mind it, actually, 
because that meant less family coming over. And so they could enjoy that 
time just with their partner and with their baby, … They were like, “Yeah, 
I prefer it. I can just stay at home, and now I can use COVID as an excuse 
for them not to come. (Clinician 8 Continuity of Care Midwife) 
They really liked being isolated and living in their bubble. And I found that 
for couples, in particular, the dad and the mum and the baby were just this 
tiny little world …No, the Australian, particularly the Australians have 
loved it. (Clinician 4 Postnatal Home Care) 

Some clinicians stated this contrasted with the deeply felt sense of 
loss of support from extended family that overseas born women 
frequently discussed. 

The cultural practice of postpartum extended in-house support from overseas 
The loss of support for many overseas born women is within the 

context of a cultural norm. Most clinicians described the importance and 
common practice among South Asian and Chinese migrant women of in- 
home family support coming from overseas during pregnancy and for 
many months postpartum. 

…it’s nearly always the mum, or the mother-in-law, are always there, 
especially for the first three months, to help out, to cook, to help to clean. 
And that’s just their normal way of life. And if they were back home in 
their country that’s how it would be. They would have even more family, 
and that’s just their way of life. So to be here in a foreign country, and to 
not have that community that you usually have that’s normal to their 
culture, would definitely … really depress them. (Clinician 8 Continuity 
of Care Midwife) 

Clinicians described the very practical and tangible nature of support 
during the postpartum that some cultural groups of women knew they 
were missing. One clinician stated that relatives: 

…do everything for these mums; they will cook, clean, they take care of 
their baby, they do the night shift if mum needs a sleep. Mum really 
doesn’t need to do anything except have the baby handed to her to 
breastfeed basically. (Clinician 4 Postnatal Midwife) 

The support traditionally provided and now absent from overseas 
relatives, can be extended and substantial; 

“they stay for about six months, sometimes longer and then they swop 
over depending on each side of the family. So, there’s a good year or a 
couple of years that they have support in the home where they’re not 
having that now”. (Clinician 10 Trainee Obstetrician) 

Loss of support and impact on clinical care 
More than half the clinicians described the impact on clinical care 

from loss of support from overseas relations as increased time commit-
ment for two primary reasons: providing greater parenting education 
and increased time required in the clinical encounter to address psy-
chosocial needs. Clinicians stated both new mothers and multiparous 
women may require extensive help as some multiparous women had 
previously had live-in assistance from relatives with all baby care needs 
and therefore required more education support. This lack of support was 
exacerbated as clinicians felt many women did not attend antenatal 
classes or were unable to attend due to COVID-19 antenatal education 
class disruption. As one midwife described it: 

The primips [primiparous women] in particular with their mother crafting 
and breastfeeding, they needed more intensive support. Multips 

[multiparous women] who weren’t used to it also needed reminding. Do 
you remember what it was like before? And they had to stop and think 
how much their mum did for them, or their mother-in-law. (Clinician 4 
Postnatal Midwife) 

The increased time required for patient care by clinicians was also 
due to greater demand for emotional support for women. Another 
midwife described a woman from Europe who had a history of post-
partum depression and had organised for her relatives to fly-in to pro-
vide support, which, because of international flight restrictions, did not 
happen. 

… she couldn’t get her sister or her mum, or anybody from overseas, really 
made things worse… you have to take on that added responsibility of 
being that friend and that family and the clinician at the same time. And 
that woman was very draining. (Clinician 8 Continuity of Care 
Midwife) 

Changing support from partners: “…the fathers themselves actually did step 
up” 

Nearly all clinicians discussed the changing role of husbands to 
provide support that would have been provided by overseas relatives. 
Research has found that during the pandemic partners have felt they 
were missing out on aspects of the pregnancy journey [24]. However, in 
our findings clinicians stated some cultural groups may have benefited 
from more opportunities to be with their partner in protected time to 
provide support that may have been provided by female relatives 
traditionally. As one clinician explained: 

And a lot of the women said that’s the expectation in Australia that the 
husband and the wife or both parents are involved in looking after the 
baby. Not just the mum and the grandmother or the dad getting a few 
cuddles at the end of the day. And the husbands were actually pretty 
happy to be allowed to do that because I think culturally, they are pushed 
out. They’re pushed out by the older women… I think a lot of them 
actually felt really great that the older women weren’t around bossing 
them around and the couple could actually work it out for themselves. 
(Clinician 5 Continuity of Care) 

More than half the clinicians discussed in some way how the COVID- 
19 experience had impacted and challenged traditional male provider 
role, particularly regarding gender roles and equity, this was perceived 
as more apparent within migrant couple’s experience. The role of male 
partners engaged with parenting, inclusive of division of household 
tasks were highlighted as external support network was absent due to 
restrictions placed by COVID-19 on overseas relatives: “the fathers are 
doing a lot of it now, and I’ll tell you what, they’re doing a great job” 
(Clinician 4 Postnatal Home Care). 

Mental health impact of loss of support: “Big time struggling because she’s 
sort of just very isolated” 

Almost all clinicians stated they felt COVID-19 had increased 
migrant women’s feeling of isolation. Ten clinicians discussed that the 
pandemic had increased mental health concerns for all women. Most of 
the clinician who discussed mental health, specified that they felt that 
there was an increase in anxiety among women both antenatally and 
postnatally. This was often attributed to loss of support from relatives 
unable to travel to stay with migrant women. Some clinician reported 
cases they recalled of women not coping: 

…she has no friends, her family are all in the UK, they were going to come 
support her for the birth, but now they’re not. So she’s really massively 
struggling. She’s having anxiety attacks. Big time struggling because she’s 
sort of just very isolated. (Clinician 7 Birth Unit Midwife) 

Clinician 8 who works within the continuity of care model stated loss 
of support: “It’s definitely increased levels of anxiety”. This clinician also 
reported that the fear of COVID-19 also impacted mental health “there 
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was a lot of questions about how it could affect my baby, how it could affect 
me, and that increased levels of anxiety for all women”. Another experi-
enced midwife (Clinician 5), who was able to observe women and their 
families at home throughout their pregnancy journey with continuity of 
care said: “…some of the women felt sad that their babies were born at this 
time. They felt that they weren’t able to be joyous and weren’t able to really 
celebrate the birth of their children with their family.” 

Missing out on important life events in the pregnancy journey “…husbands 
are missing the births of their babies” 

Almost all clinicians identified that partners and other important 
support people for women were missing significant life experiences in 
the pregnancy journey. Clinicians stated this was felt differently by some 
cultural groups in the birth unit. As one trainee obstetrician observed; 
“Pacific Islander patients, they often have a lot of family members in birth – 
like, all the women. So not having that might have been hard for them” 
(Clinician 10 Trainee Obstetrician). 

The rules to provide a COVID-19 safe environment within the hos-
pital appeared to some staff to not be consistent with the flexibility of 
social distancing rules that NSW state public health orders were allow-
ing for the general population at the time of the study. 

It’s pretty brutal, really. I think even now they’re still only allowed one 
[support person]. But you can have a whole football stadium full of 
people, but you can only have one person. So a lot of them are choosing 
not to have their partners at the birth. (Clinician 7 Birth Unit) 

This clinician continued that they felt the support person rules were 
not equitably applied within the hospital: “…if you contacted the [hos-
pital] and gave a reason of some kind, then basically you were approved for 
two … and it’s only the ones that kick up a song and dance that have been 
allowed to have more than one [support person].” This raises the issue of 
equity of access for non-English speaking women who find it more 
difficult to negotiate the healthcare system and actors within it [25–27]. 

The hospital is not a safe place to be “… we’re a big tertiary hospital, and 
we’re the COVID central” 

Seven of the clinicians discussed that woman felt that the hospital 
environment may be unsafe, a risk for COVID-19 exposure… “I think 
they just didn’t want to risk coming in; either would not ring up or would 
cancel” (Clinician 3 Antenatal Clinic). Substantial evidence exists that 
there are barriers for migrant populations to access health care, COVID- 
19 places another barrier for women during this period [26,27]. 
Particularly in the first wave of the pandemic when there was more 
uncertainty, a Continuity Care Midwife (Clinician 5) said; “I think they 
were just really scared, really, really scared, and just didn’t really want to 
come [to hospital]”. 

Maternity care service delivery during COVID-19 

For the greater good, loss of efficient women-centred care: “it was just a 
matter of plugging the holes when you could identify them” 

All clinicians discussed issues that were essentially rooted in the aim 
of a health care system attempting to rapidly reorganise to protect the 
greatest number of staff and patients from the looming threat of COVID- 
19 infection; ‘For the greater good’. Providing optimal care was 
balanced with providing COVID-19 safe care. Some staff expressed 
concern that their safety was not prioritised and others that too much 
concern was given to staff safety and consequently patient care was 
reduced. Nine clinicians identified unclear and constant changes in 
practice guidelines as impeding care and creating uncertainty for both 
clinicians and the families in their care. As one clinician put it: 

…the rules about one person in the birth unit only, no swapping. And then 
at one point it became OK, you could swap, but only once. I think now you 
can swap more than that. I’m not really sure, really... “Maybe ring birth 
unit when you’re closer to term, and I’ll ask them.” Which, you know, 

then when you’re in birth unit and the phone never stops ringing, you sort 
of think, “Oh, maybe I shouldn’t have said that”. (Clinician 10 Trainee 
Obstetrician) 

Some clinicians thought mixed messages to staff resulted as hospital 
administration assessed changing COVID-19 risks, based on evolving 
overseas experiences and also the process of interrogating existing 
clinical practices. “Well, we had five different rules in five days [laughter]. 
So, it was just a very drastic change, just a different rule every day that was 
being brought in with all the emails and things’ (Clinician 9 Antenatal 
Clinic). However, other clinicians expressed how well they thought the 
service had responded: 

I think there was a lot of people really making an effort to work out the 
best thing to do. I think it was excellent how quickly they shut down the 
hospital. I think that made a massive difference to our service capability. I 
think if we’d left the hospital open for six weeks it would have been 
pandemonium. (Clinician 5 Continuity of Care) 

Doing your own thing: “This doesn’t feel right ...” 
Most clinicians in our study have found the shift in clinical care from 

the centrality of a ‘woman-centred’ approach to the ‘greater good’ of 
safety for both patients and a new higher focus on staff safety, to be 
problematic. Maternity staff in this study stated they were often making 
their own judgment about risk and clinical care. A sub-text of ‘doing 
your own thing’ expresses the underlying concept of comments by most 
clinicians to provide optimal care that adjusted to the new rules but also 
conformed to their individual ethical maternity care standards. This was 
particularly in the context of low or zero COVID-19 local community 
prevalence. 

…they encouraged phone consults. And I tried one. I did do one, but it just 
didn’t feel right. And then also with the women as well. They’ll be like 
“Oh, so you’re not going to see me?” And that just – yeah, it was … It was 
like a wounded soul. They’re so hurt by it. They understand but they’re 
hurt, and I’m like – and then I was like, nah, just … This doesn’t feel right. 
(Clinician 8 Continuity of Care) 

Clinicians expressed frustration at following recommendations to 
reduce exposure risk to COVID-19 to themselves at the expense of 
providing optimal care. This was discussed by most clinicians regarding 
the time limitation rule for consultations with women and the perceived 
impact this had on clinical care. Clinicians found following the short 
visit rule, of staying with a patient for only 15 min to reduce COVID-19 
contact risk and maintain social distancing, unsatisfactory. As one 
clinician said: “you’d find that they had other questions, so we were 
constantly going over time… it was really difficult, and I could never sort of 
say to them, uh, 15 minutes is up, I’m leaving” (Clinician 5 Continuity of 
Care). Another clinician elaborated: 

You know, say you’re talking to a diabetic mother about expressing, and 
wanting to give her the syringes and the info sheet. If you really stuck to 
the 15, well, you just wouldn’t be able to do that. You’d just get through 
her diabetic care, check her scan, and send her on her way. But that was 
really suboptimal. (Clinician 10 Trainee Obstetrician) 

Clinicians’ personal experience of living through the pandemic 

Challenges and difficulties in difficult times- “you just dealt with it”;“… and 
we came straight off the bushfires” 

When clinicians discussed their personal experiences of living with 
the pandemic a central theme was; ‘Challenges and difficulties in diffi-
cult times- you just dealt with it’. All clinicians expressed that they had 
experienced adversity personally during the COVID pandemic. Some 
adversity was psychological with increased stress and anxiety. “I was on 
hyperalert, but I didn’t recognise it at the time … you just dealt with it” 
(Clinician 4 Postnatal Home Care). Three clinicians who had partners 
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that were either healthcare workers or essential workers stated this 
situation increased the complexity of issues to deal with, including 
concerns with risk and safety. This is also within the context of the state 
of NSW experiencing the worst bushfire season on record with 4.9 
million hectares of the state burned over the summer period [28]. 

It’s been tough because my husband’s …on the front line as well and we 
came straight off the bushfires. So he was off attending to those and not at 
home all the time with that and then we went straight into COVID. … 
challenging for our kids in that with both their parents being on the 
frontline. (Clinician 14 Postnatal Ward) 

One in nine adults in Australia are informal carers and these are most 
likely to be women and often disproportionately take on extra duties of 
unpaid care [29]. Of the predominantly female group of fourteen cli-
nicians interviewed, five clinicians described COVID-19 as a barrier to 
providing support to elderly parents. Some of these difficulties are 
shared by the general public, however, clinicians felt they were more at 
risk of infecting vulnerable or elderly relatives with COVID-19 “Am I 
transmitting the virus because I’ve interacted with so many people during the 
day?” (Clinician 1 Antenatal Clinic). One clinician who worked in the 
busy birth unit discussed this in relation to their particularly vulnerable 
parent: “My dad was unwell with cancer and having treatment, so we 
couldn’t go and see him” (Clinician 7 Birth Unit). 

Clinicians from migrant backgrounds had similar stressful experi-
ences to the migrant patient population with forced separation from 
extended family and restricted international flights. A Continuity of Care 
Midwife (Clinician 12) experienced the death of their mother during the 
pandemic who lived overseas: “…in February, when my mum passed away, 
I was able to go back to my home country to sort out things”. She discussed 
the difficultly as an only child of managing remotely the complexity of 
caring for their elderly father, with significant health issues, who was 
left alone after the death of his wife. 

…so I hire a 24-hour nanny as well. …he has to have 24-hour care. So I 
just worried about COVID-19, when it’s going to stop, because I have to go 
overseas next year to kind of sort things. So, I’m not sure at this stage. … 
the relatives visit him quite regularly. … no way to go, so yeah…I have like 
a webcam, like a kind of camera. I can just talk to them. (Clinician 12 
Continuity of Care) 

The difficulties of negotiating international travel and organising 
ongoing remote care of the clinician’s father highlights the complexities 
that a migrant workforce live with, maintaining connection to family in 
their country of origin. In our patient population these issues are focused 
on family and birth. However, in our workforce the issues also include 
illness and death, as the clinician continued “That’s the thing. I haven’t 
buried my mum’s ashes yet, so I am hoping next year I can go” (Clinician 
12). 

Guilt- “can I keep everyone safe?”; “…that was the fear. Taking it home and 
then … them not surviving it.” 

‘Guilt’ was another theme for clinicians living in the pandemic. 
Feelings of guilt were explicitly expressed by five clinicians. Some of the 
guilt was based in the personal ethical dilemma of balancing profes-
sional beneficence and personal risk to family. Anxiety surrounding the 
fear of COVID-19 transmission to vulnerable pregnant women or to 
clinicians’ families was expressed by nearly all clinicians. They also 
talked about stress around potentially not working if a long quarantine 
was required or when waiting for COVID-19 swab results. As one 
clinician put it, “You feel like why do I feel guilty. You think- I could be 
working, I’m really actually OK. But you can’t come in” (Clinician 7 Con-
tinuity of Care). Some of the guilt was driven by knowing that there 
could be extra stress and workload for colleagues in this situation “… 
there’s always that burden that you’re … because in nursing you’re never 
replaced, so when you don’t come to work everybody else has to carry your 
load. So, you’re already feeling guilty” (Clinician 4 Postnatal Home Care). 
This altruistic concern to keep yourself safe for preservation of the 

maternity service was expressed by both midwives and medical staff as 
an obstetrician explained “anxiety around, especially, the vulnerability of 
yourself. So, if I was to get coronavirus or have to have a test, then it would 
mean me needing to be absent from work and unavailable for a period of 
time” (Clinician 11 Obstetrician). Another clinician elaborated the fear 
and anxiety associated with coming into contact with a potentially 
COVID-19 positive patient: 

…the anxiety that I felt was sickening because I thought, uh, my goodness 
what have I done yesterday. So that was the Tuesday, and she rang me on 
the Tuesday night, so I was already home. So, I’d seen her. I’d seen other 
women. I’d seen my team members. I’d been at the hospital. I’d been 
home. I’d been with both of my children, who worked, and my husband 
who’s working from home, and I was panic stricken with the number of 
potential contacts that I could have hit. (Clinician 5 Continuity of Care) 

There were five participants who had school age children, most 
discussed the importance of keeping their children safe. When discus-
sing the greatest personal concern during the pandemic one clinician 
described the fear for the survival of her vulnerable children. 

I think my kids getting it. Because they were high risk and maybe they 
wouldn’t survive it. I’m pretty healthy. I think if I – hopefully I would 
survive it. But maybe my kids wouldn’t. So I guess that was the fear. 
Taking it home and then … Them not surviving it... everyone else is at 
home and isolating, and you have to come to work and potentially look 
after these women. And then take that home to your kids. That was scary. 
(Clinician 7 Birth Unit) 

For most clinicians attempting to ‘keep everyone safe’ to reduce risk 
manifested in what could be described as ‘coming home rituals’. As a 
clinician explained: 

…we allocated this toilet, and my kids put [a sign] there, ‘the Corona 
room’ [laughs], ‘don’t enter’ They didn’t go in that. We told them, we said 
OK, because we are both parents working in the hospital. OK, now with 
during this pandemic, we just need to try to protect you, what we can do. 
So that’s why. So we say OK, mummy and daddy were just changing our 
uniform in that room, and we will shower, everything in that room. 
(Clinician 6 Mixed Areas) 

Clinicians discussed keeping safe mentally as part of what could be 
termed COVID safe rituals: As one clinician put it, “I feel OK, because I 
have enough toilet paper.” 

Self-care: new activities and work facilitating connection with people 
Clinicians also described self-care as part of the rituals of keeping 

safe mentally. New activities that clinicians said they purposefully 
engaged in for mental health included cooking, online shopping, doing 
puzzles, sketching and investigating the family tree. Exercise was also 
described as important. One clinician said she had started jogging and 
another two had bought bicycles during the pandemic. 

Clinicians also described the importance and meaning for them to 
continue to work for their mental health during the pandemic. As one 
clinician said: “…being able to still birth with women and have that contact 
with them was a saving grace” (Clinician 5 Continuity of Care). Most 
clinicians felt a sense of purpose providing care for women in difficult 
times. Work was viewed both as anchoring a sense of self and helpful for 
self-care. 

[At the beginning of the pandemic] I felt as though we were like crusaders 
coming to work. We were kind of like on the battlefields, that we deserved 
bravery medals to come because of this unknown. … were we all going to 
die? … when you come to work you think what’s going to happen kind of 
thing. So I felt a sense of purpose and – I don’t know what the word is, but 
you felt like a soldier in the battle kind of thing. For the greater good, here 
we are. We’re all going to die but it doesn’t matter; here we are. (Clini-
cian 1 Antenatal Clinic) 
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Discussion 

It is estimated worldwide there is over 272 million migrants and in 
Australia approximately 50% of its population is either a migrant or a 
child of a migrant [30,31]. Migrant families have unique and more 
complex needs during pregnancy and birth than non-migrants, these 
include higher rates of stillbirth, preeclampsia and depression [32,33]. It 
is important particularly in Australia, to understand in depth the impact 
that the COVID-19 pandemic has had in this population to optimise care 
and understand service provision. Our qualitative study aimed to 
explore the effect of the current pandemic among clinicians providing 
maternity care in a high migrant population. We identified three main 
themes in the data collected from maternity clinicians: ‘COVID-19 
related travel restrictions result in loss of valued family support for 
migrant families’, ‘For the greater good, loss of efficient women-centred 
care’ and personal ‘Challenges and difficulties in difficult times- you just 
dealt with it’. This study adds to the limited maternity literature of the 
impact COVID-19 has had in high-migrant populations. 

To our knowledge this is the first in-depth qualitative investigation 
that has specifically explored maternity clinicians’ perceptions of 
changes to family support including overseas relatives. We have iden-
tified loss of the overseas family support as a major and ongoing concern 
for migrant women during the pandemic which in turn can impact 
service delivery. It is of interest to note there is supporting evidence for 
this finding in the Bradfield et al. study as midwife participants 
mentioned the difficulty in providing women-centred care in a culturally 
safe way. This was to both women from culturally and linguistically 
diverse backgrounds and to Aboriginal women due to unmet cultural 
expectations [11]. 

High quality and supportive social relationships have been increas-
ingly linked to resilience, well-being, and reduced morbidity and mor-
tality [34–37]. High quality social support can be defined to include 
optimally a combination of structural factors such as strong social net-
works and living arrangements or functional self-reported measures of 
support including an internal perception of high-availability of support 
[36]. Robust social support can be drawn on in times of adversity and 
can act as an emotional buffer. Access to strong networks of social 
support have been found to not only impact an individual’s health but 
also influence emotional connection and warmth of a mother and child 
relationship, with some research finding increased social support lays a 
foundation for improved parent child connection [38]. Understanding 
the disruption to this important aspect during pregnancy, birth and early 
childhood can be viewed as understanding an aspect of healthcare that 
has immediate impact and implications for both mental and physical 
health outcomes long-term. Our study has provided clear evidence of the 
impact of lack of support from overseas relatives has had for pregnant 
migrant women on the resulting effects for the provision of healthcare 
by a culturally diverse workforce providing maternity care to this 
population. 

The COVID-19 pandemic is an acutely stressful event that has sig-
nificant and detrimental impacts across the entire Australian popula-
tion, particularly due to the uncertainly and swiftly changing capacity 
for individuals to connect with their usual support networks. In the 
specific context of perinatal care, networks that would usually provide a 
buffer against acute stress around significant events such as childbirth 
were largely absent. In particular, our participants stated that the impact 
on clinical care of the loss of the expected support network for migrant 
women included increased time required with women to provide 
adequate education and increased need for psychosocial support. 

However, adding nuance to this finding, clinicians in our study also 
felt that Australian born women discussed the loss of relative support 
less or indeed stated they benefited from a family unit ‘bubble’ without 
having to interact with intrusive relatives during lockdown periods. 
These varied perspectives highlight the need for clinicians to refrain 
from assumptions about patient preferences and the need to individu-
alise care and utilise cultural competency skills to provide optimal care. 

The negative impact of mandated restrictions on support people 
during antenatal care and birth during COVID-19 pandemic is described 
in our study: as missing out on important life events in the pregnancy 
journey. This issue has been documented in social media and other 
supporting research [13,24,39]. 

Australian research has identified that partners felt psychological 
distress primarily concerning COVID-19 hospital restrictions [24]. 
However, clinicians in our study also described the adaptation and 
positive aspects for partners to the loss of support from overseas rela-
tives. Clinicians felt husbands and partners were ‘stepping-up’ and 
filling the support-gap left by overseas relatives. The perceived benefit 
was that partners were more involved with newborn care, whereas 
previously they may have not had as much opportunity due to the cul-
tural traditions of mothers and mother-laws inhabiting this space. 
Concepts about gender equity, or the lack of it, in the country of origin 
and within the migrant population is important to understand for service 
provision and the subsequent impact on women’s health. The risk of 
negative physical and mental health outcomes is associated with gender 
inequality, often because of reduced decision making within an intimate 
partner relationship [40,41]. The changing male role due to the impacts 
of COVID-19 within some migrant families may result in more equal 
gender relations that may in turn benefit partner’s relationship to in-
fants, and also provide health benefits to women. The clinicians in our 
study were of the view there was some evidence of this changing male 
role in the migrant populations they served. 

The imperative to preserve the healthcare workforce has become 
paramount during the pandemic. Large groups of health workers in 
isolation or unwell will result in reduced or possibly even no capacity to 
provide care. Our research found clinicians understood that institutional 
and government shift to a system-level ‘for greater good’ focus, led to 
women-centred care being swept away in a confusing array of changing 
protocols, and policy changes. An underpinning pregnancy care phi-
losophy and policy for many years has been to provide a holistic 
‘woman-centred’ maternity care service, although this ideal is often not 
well understood or achieved [42]. Providing optimal maternity care is 
thought to focus on a woman’s right to have choice of care, to be 
involved in decisions and have care that respects her emotional as well 
as physical needs [43]. A ‘woman-centred’ care framework has more 
recently been embedded in Midwifery National professional standards 
and the Australian pregnancy care strategic guidelines [44,45]. 
Although the precise definition and focus of ‘woman-centred’ care has 
been debated, the ideas remain central to particularly midwifery prac-
tice [42,46,47]. 

Evidence from our study suggests that the pandemic and associated 
protocol and policy changes has undermined attempts to embed 
‘woman-centred’ care in contemporary clinical care, protocols and 
practice. COVID-19 precautions, for a variety of clinical and public 
health reasons, have shifted focus to a central tenant of protection of 
staff. Our findings of the loss of individual women-centred care are 
supported by other research [11]. There may be no ideal solution to this 
issue during high COVID-19 case prevalence and high risk to staff as 
preservation of service is vital. However, there is evidence that health-
care workers during COVID-19 are at greater risk of mental health 
challenges when exposed to practices that may be considered against a 
moral code [48], as one midwife in our study said: “This doesn’t feel 
right”. This information may inform appropriate mental health support 
to be offered to staff who are more acutely aware of morally and/or 
professionally dissonant practices. 

We found the discordance occurred when staff felt a disconnect be-
tween reduced community restrictions due to low or zero case preva-
lence and onerous hospital restriction policies. Beneficence is an 
overarching principle in healthcare, a duty to act for the benefit of others 
[49]. Assessing risk for midwifery and medical obstetric staff is 
embedded in usual practice. In an environment where protocols are 
constantly shifting, we found staff were more likely to be utilizing this 
professional risk assessment skill-set during the pandemic and balancing 
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beneficence and risk by, as clinicians put it, “doing your own thing”. 
Although staff said they “just dealt with it” the challenges and dif-

ficulties the pandemic has thrown up to health worker’s personal lives 
have been significant. Providing care in a high-migrant population may 
also mean this migrant diversity is reflected in the workforce. Our 
research confirmed that COVID-19 related travel restrictions and sepa-
ration from overseas family responsibilities and support structures, may 
also impact staff along with women in their care. This may create an 
added stress to clinicians in these settings. 

Beneficence principles merge with altruism as many staff in our 
study were carers of young children and older relatives, therefore highly 
concerned with the risk their work posed to those in their care. Women 
are more likely have increased family responsibilities during the 
pandemic particularly increased hours on childcare, escalating the stress 
and complexity of their lives [50]. It should be considered that the cu-
mulative impact of increased family responsibilities and stress associ-
ated with healthcare work put this group at particular mental illness risk 
during the pandemic [14]. Our study has illustrated that some clinicians 
dealt with this increased risk to their mental health by inventing activ-
ities and practices we coined as “rituals of keeping safe mentally”, ac-
tivities of self-care that maintained or enhanced their personal 
well-being, some related to symbolic or real practices of infection con-
trol, others related to calming or pleasurable non-COVID related activ-
ities or exercise. 

The capacity for large complex institutions to be flexible and have 
agile proactive policies, require time and consideration that pandemic 
conditions often precluded. At the time of this study the primary re-
strictions within the maternity service was on the number of support 
people and appeared highly restrictive due to low to no cases of COVID- 
19 in the community. However, the study period restrictions and prep-
arations has allowed for a rapid and appropriate clinical escalation of 
restrictions in response to the current mid-2021 surge in COVID-19 cases 
in the local area. Therefore, it may be considered as beneficial to the 
system to have prioritised restrictions in preparedness. This study adds 
to understanding these issues and experiences and may assist in future 
planning and optimising service delivery that ensure that women- 
centred care is optimised as soon as possible in changing conditions. 

Strengths and limitations 

This study explored clinicians’ experience in a single centre, and this 
can be considered both a strength as rich contextualised detailed data 
was able to be collected, but it also brings a limitation to transferability. 
As, to the best of our knowledge, no other research has been conducted 
on a similar culturally diverse clinician group in Australia, it is difficult 
to say whether or how these findings may compare or be generalisable to 
other clinician groups servicing a diverse migrant population. 

Some memory bias may have occurred as all interviews were con-
ducted in a COVID-19 ‘lull’ during loosening of community restrictions 
with no local lockdowns. A significant portion of clinical systems dis-
cussions were concerning the first few weeks of the COVID-19 initial 
outbreak that had occurred up to seven months prior. There is always 
the limitation in qualitative studies of missing divergent opinions of 
participants who are unwilling to be interviewed. As management was 
supportive of the study and interviews could be conducted during work 
time, there appeared to be a general willingness from clinicians to 
participate in this study. Once participants gave informed consent all 
continued to the interview, after a suitable time was arranged. 

The inclusion of both medical and midwifery clinicians as key in-
formants is considered a strength of this study as well as inclusion of a 
variety of areas of maternity care and experience for rich data and 
perspectives. 

Conclusion 

The global COVID-19 pandemic highlights the vulnerability of 

maternity care to migrant communities and their tenuous support net-
works. Providing quality maternity care for all women in a pandemic is 
problematic. However, in high-migrant populations heath care pro-
viders need to be aware of the significant and often long-term support 
role overseas relatives play for women during pregnancy, birth and early 
infancy. Clinicians should be aware the loss of this support during the 
COVID-19 pandemic is ongoing and requires culturally competent care, 
possible extra antenatal education and psychosocial support. 

To assist with maternity clinicians complying with hospital infec-
tious control protocols during the pandemic, the health policies of 
relevant institutions should communicate effectively and strive to be 
compatible with community social distancing and other pandemic 
control measures. 
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