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Experiences of Midwestern obstetric clinicians
during the Coronavirus disease 2019 pandemic

Drishti D. Sinha, MD, MPHS; Megan Foeller, MD; Abigail S. Bell, BA; Anthony J. Nixon Jr., MPH;
Darrell Hudson, PhD, MPH; Aimee S. James, PhD, MPH; Amy R. Scheffer; Ana A. Baumann, PhD; Emily Diveley, RN;
Ebony B. Carter, MD, MPH; Nandini Raghuraman, MD, MSCI; Indira U. Mysorekar, PhD; Jeannie C. Kelly, MD, MS
BACKGROUND: The Coronavirus disease 2019 (COVID-19) pandemic led to healthcare system changes aimed at minimizing disease trans-
mission that impacted experiences with obstetric healthcare.
OBJECTIVE: To explore experiences of clinicians providing obstetric care during the COVID-19 pandemic.
STUDY DESIGN: Qualitative, in-depth, semi-structured interviews were conducted with five nurse practitioners and 16 obstetrical physicians
providing a mix of outpatient and inpatient obstetric care during the COVID-19 pandemic in a mid-sized, Midwestern city in the United States.
Interviews elucidated challenges and facilitators of obstetric care provision and vaccination of pregnant patients against COVID-19 during the pan-
demic. Transcripts were coded inductively then deductively using the Health Equity Implementation Framework (HEIF), which integrates a dispar-
ities framework and implementation framework to highlight multilevel factors that influence obstetric care. Thematic analysis was conducted, and
thematic saturation was reached.
RESULTS: We interviewed 21 clinicians. Clinicians recounted personal challenges such as social isolation and burnout that could be countered by
social support. Challenges within the clinical encounter included implementation of infection mitigation efforts, vaccine counseling, and limitations of tel-
ehealth. However, when successfully implemented, telehealth facilitated care and circumvented barriers. Clinicians cited challenges at the healthcare
system level such as rapidly evolving knowledge and recommendations, restrictive visitor policies, personnel shortage, and inadequate institutional
resources to support pandemic-related stressors. However, interdisciplinary care and guidelines available for clinicians facilitated care. Clinicians
reported that challenges at the societal level included financial strain, lack of childcare, medical mistrust, politicization of medicine, misinformation, and
racism. Societal-level facilitators included insurance access, community outreach, positive policy changes, and fostering trust in medicine.
CONCLUSION: The pandemic produced unique stressors and exacerbated existing challenges for clinicians providing obstetric care. Apply-
ing the HEIF to the findings emphasizes the influence of societal factors on all other levels. Identified facilitators can inform interventions to
address stressors in obstetric care that have resulted from the changed sociopolitical landscape of the pandemic.

Key words: challenges, COVID-19 vaccination, facilitators, health equity, misinformation, mistrust, obstetric care provision, qualitative meth-
ods, social determinants of health, telehealth
Introduction
The Coronavirus disease 2019 (COVID-
19) pandemic drastically changed
obstetric care delivery.1 Whereas most
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Why was this study conducted?
The Coronavirus disease 2019 (COVID-19) pandemic changed health systems
by exacerbating existing barriers and introducing new obstetric care provision
challenges. This study aimed to highlight the experiences of obstetric clinicians
practicing in the Midwestern United States during the pandemic using semi-
structured interviews.

Key findings
Obstetric clinicians named multiple challenges during the pandemic that
spanned the clinical encounter, healthcare system, and societal levels but addi-
tionally identified multi-level facilitators that addressed stressors and supported
their ability to provide higher-quality obstetric care.

What does this add to what is known?
Unique stressors during the COVID-19 pandemic are identified for obstetric
care, and facilitators can be used to inform interventions to improve care
delivery.

TABLE 1
Example interview questions and/or probes based on the Health Equity
Implementation Framework (HEIF)
Personal factors Could you talk about any personal challenges you have experienced when

providing care, such as feeling burned out or overwhelmed?

Clinical encounter How do you counsel patients on COVID-19 vaccination during pregnancy?
What makes counseling sessions more successful? What have you
learned from counseling sessions?

Healthcare system
factors

Are there are certain systems in place that make it easier or more difficult
for you to provide care or for patients to receive care during the pan-
demic?

Societal factors How has the current social and political environment during the pandemic
affected your ability to provide care as well as patients’ ability to access
care?
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facilitators related to patient experiences
in obstetrics, few studies explored
obstetric clinicians’ experiences.4,8−19

Among studies examining clinician per-
spectives, most have focused on chal-
lenges of telehealth and reduced
prenatal care schedules,4,12,18,19 rather
than exploring sociopolitical contexts in
which clinicians practice. Particularly,
little work has been done within the
urban American Midwest, which houses
its own unique political, social, and his-
torical context. Redlining, a practice
employed in the 1930s labeling Black
neighborhoods as “hazardous” resulting
in these areas receiving minimal federal
mortgage assistance, is one example of
the long history of structural racism
through slavery and segregation in this
region that has left behind a legacy of
health disparities between neighboring
zip codes.20

The present study is guided by the
Health Equity Implementation Frame-
work (HEIF), an equity-centered deter-
minant implementation schematic, to
examine multilevel domains of chal-
lenges and facilitators.21 We sought to
explore the experiences of clinicians pro-
viding obstetric care in the Midwest dur-
ing the COVID-19 pandemic to inform
future care provision interventions.

Materials and methods
Participants were convenience-sampled
from a list of obstetric nurse
2 AJOG Global Reports November 2024
practitioners and physicians from aca-
demic, private, and federally qualified
health center (FQHC) practices who
deliver at a tertiary care center in a mid-
sized, Midwestern city and were clini-
cally active during the pandemic; stu-
dents and residents were excluded.
Those meeting criteria were recruited
through email, verbally consented, and
compensated with a $25 gift card. Sam-
pling continued until thematic satura-
tion, which was ascertained when no
new codes emerged after analysis.22 The
Washington University institutional
review board approved this study
(#202012075).

Demographics were surveyed. We
created the interview guide based on the
HEIF to encompass COVID-19 testing
and vaccination and obstetric care pro-
vision during the pandemic. The inter-
view guide was iteratively reassessed for
further exploration of themes and
revised accordingly after team discus-
sion. After conducting seven interviews,
we included more questions on clinician
burnout, sociopolitical factors influenc-
ing care, medical mistrust, and tele-
health (Appendix A, Table 1).
Data collection occurred from May

2022 to May 2023. Twenty- to 50-min-
ute interviews were conducted virtually
or in-person by trained team members
(DS, AS), recorded, transcribed,
uploaded to NVivo 12 (QRS Interna-
tional, Burlington, MA), and deidenti-
fied. A codebook of themes, codes,
definitions, and example quotes was
constructed. The primary coder (DS)
developed granular codes inductively,
organized into overarching parent
codes based on the HEIF. All tran-
scripts were split between two second-
ary coders (AB, AN), double-coded,
and compared to the primary coding;
discrepancies were addressed and
resolved through discussion. Coded
data were analyzed using thematic anal-
ysis.23 We utilized the Consolidated
Criteria for Reporting Qualitative
Research (Appendix B).24

Our interdisciplinary team engaged
in ongoing reflexive discussion on how
our political beliefs, privilege, identities,
roles in healthcare/academia, and pre-
existing relationships with participants
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TABLE 2
Participant demographics (n=21)
Demographics n (%)a

Gender

Woman 19 (90.5%)

Man 1 (4.8%)

Nonbinary 0 (0.0%)

Transgender woman 0 (0.0%)

Transgender man 0 (0.0%)

Other 0 (0.0%)

N/A 1 (4.8%)

Race and/or ethnicityb

American Indian or Alaskan Native 0 (0.0%)

Asian or Pacific Islander 0 (0.0%)

ajog.org Original Research
shape our biases toward data collection,
interpretation, and analysis.

Results
Thirty-three clinicians were eligible and
contacted, and we consented and inter-
viewed 21 (Table 2). The majority
identified as women (90.5%), White
(90.5%), physicians (71.4%), with
≤10 years in post-training practice
(76.2%), in an academic setting (76.2%).
Personal, clinical encounter, healthcare
system, and societal factors derived
from the HEIF were organized into
challenges and facilitators of obstetric
care during the pandemic (Figure).21

Exemplary quotes are presented
(Appendixes C and D).
Black or African American 1 (4.8%)

Hispanic or Latino/a 0 (0.0%)

Middle Eastern or North African 0 (0.0%)

White 19 (90.5%)

None of the above 0 (0.0%)

More than one race 0 (0.0%)

N/A 1 (4.8%)

Years in practice

0−10 y 16 (76.2%)

>10 y 4 (19.0%)

N/A 1 (4.8%)

Practice setting

Academic practice 16 (76.2%)

FQHC 2 (9.5%)

Private practice 2 (9.5%)

Other 0 (0.0%)

N/A 1 (4.8%)

Clinician role

NP 5 (23.8%)

OB/GYN physician 15 (71.4%)

Other 0 (0.0%)

N/A 1 (4.8%)
FQHC, federally qualified health center; N/A, not available, indicating nonresponse; NP, nurse practitioner.
a One participant did not complete the demographic survey; b Race and/or ethnicity was surveyed to further contextualize experi-
ences. It was self-reported, and categories were created by the authors.
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Personal factors
Major challenges included social isola-
tion and absence of support (Appendix
C.1). For example, a participant’s non-
medical spouse had difficulty under-
standing the unique stressors placed
upon clinicians. Childcare became an
enormous burden after school closures.
Clinicians reported increased mental
health needs among patients, requiring
them to take on roles of a “counselor and
a therapist and a friend” (participant 5
[P5]). Constantly changing processes
resulted in “decision fatigue” (P17). Many
clinicians bore witness to severe COVID-
19 morbidity, resulting in worry about
their families, while also experiencing
“vitriol” (P21) toward healthcare workers.
Unsurprisingly, these increased demands
resulted in stress and burnout:

“. . .the sort of mental exhaustion and
the mental stress of knowing
you. . .missed two years of your kids’
life. . .is an exhaustion and a grief. . .a
lot of us still feel some grief over that
and missing years with aging fam-
ily. . .” (P11)

Despite these challenges, social and
mental health support was available.
Clinicians perceived that virtual support
groups and flexibility working from
home improved access to social sup-
ports for patients, especially postpar-
tum. For clinicians, covering one
another’s shifts and family providing
childcare allowed time to work longer
hours. Clinicians attempted to prioritize
their mental health and self-care
through exercise, taking personal time,
counseling, and distancing themselves
from news and social media. Clinicians
also expressed an ability to compart-
mentalize along with resilience and
November 2024 AJOG Global Reports 3
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FIGURE
Adaptation of the Health Equity Implementation Framework

21

Societal, healthcare system, clinical encounter, and personal factors (composed of patient and clinician factors) affecting obstetric care identified by par-
ticipants are displayed, and societal factors create the environment in which the other levels exist.

The HEIF can be used for consideration of relevant factors for the future design and implementation of interventions to increase obstetric care equity.
PPE, personal protective equipment.
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acceptance in the face of uncertainty,
allowing them to “be a better provider
to. . .patients” (P4).

The clinical encounter
Challenges included substantial fear of
contracting COVID-19 and implemen-
tation of protective measures (Appendix
C.2). For example, universal masking
policies limited nonverbal cues, exacer-
bated language barriers, and impaired
therapeutic relationships with patients
declining to mask. Most clinicians
reported implementing telehealth to
limit exposures. However, challenges
included difficult technology, lack of
privacy, trouble “establish[ing] a
4 AJOG Global Reports November 2024
rapport” (P21), blunted nonverbal com-
munication, dependence on remote
monitoring, and inadequate infrastruc-
ture, particularly for underinsured
patients. Yet, many clinicians also rec-
ognized telehealth as a facilitator, allow-
ing clinicians to “maintain continuity of
care” (P11) through circumventing bar-
riers of transportation, childcare, and
employment, and increasing access to
postpartum and mental health care.
Telehealth uniquely allowed clinicians
to gain a “glimpse into [the patient’s]
home,” contextualizing patients’ lives
and support systems (P17). A clinician
deemed telehealth to be more “patient-
focused” (P14) by avoiding “the
discomfort of being in a doctor’s office”
(P14) with less administrative work,
leaving more time for patient interac-
tion. Most clinicians adopted both tele-
health and in-person options through
the pandemic and emphasized the need
for flexibility to maximize access.
Vaccination counseling was difficult

prior to safety data; even after formal
recommendations were issued, clini-
cians remained cautious in fear of “ruin
[ing] the doctor/patient relationship”
(P9) in the charged political climate.
Multiple appointments were often
required, leading some clinicians to
forgo extensive counseling due to com-
peting priorities. Despite difficulty
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engaging some patients, shared deci-
sion-making was an important tool:

“. . .reminding patients that we’re
here to support their decisions, even
when they aren’t the decisions that
we’ve recommended, is. . .really
important. . .our job is to. . .give them
the information and support that
they need so that they can make the
right decisions. And then. . .on a per-
sonal level, just actually coming
around to feeling really okay with
patients making choices that aren’t
what we recommend, which is a really
hard thing.” (P14)

Vaccine counseling often demanded
high levels of health literacy. To manage
this, a clinician recommended mirror-
ing “our patient population’s wording”
(P4). Several clinicians chose to share
anecdotal experiences of receiving the
vaccine while pregnant as an alternative
to “sterile” (P15), statistics-based
counseling, or “scare tactics” (P21).
Including family members was integral
for discussions.

Healthcare system factors
Healthcare systems were under stress,
constantly adapting to evolving recom-
mendations (Appendix C.3), and these
systematic changes were cumbersome.
For example, a clinician described the
impacts of predelivery COVID-19 test-
ing on the patient experience:

“. . .we did test everybody who came
in. . .to labor and delivery. . .if either
parent tested positive, the baby would
go to the NICU [neonatal intensive
care unit] and the parents would be
separated from the baby for the
first. . .14 days or something. . .which
was obviously a huge deal.” (P21)

When counseling led to acceptance of
COVID-19 vaccination, lack of onsite
availability often precluded vaccination.
Restrictive visitor policies challenged
instances of critical decision-making for
families, and milestone experiences
excluded support people who “bring a
lot of joy around pregnancy” (P19).
However, certain policies such as uni-
versal adoption of infection precautions,
especially masking, were facilitators.
Along with deeming masking an effec-
tive infection control measure, clini-
cians perceived that “some
patients. . .felt safer, healthier, more
comfortable” (P14).

Staff shortages occurred from an
overburdened system and COVID-19
exposures. Thus, clinicians worked lon-
ger hours with overbooked schedules.
Staff shortages extended to transporta-
tion staff, social and case workers, and
mental health support, further exacer-
bating disparities. “Abbreviated” (P19)
visits were implemented, but clinicians
worried about interrupting “continuity
of care” (P19). However, a few clinicians
found reduced prenatal schedules unex-
pectedly efficient and endorsed spacing
out visits at the “end of the first and the
middle of the second trimester” since
“there’s not a whole lot going on” (P6).
Guidelines from national organizations
helped justify reducing prenatal visits
and fetal surveillance in select pregnan-
cies, and clinicians felt supported in
changing standard of care with the
evolving pandemic.6,25

Some clinicians became disheartened
when they realized leadership could not
safely support their work. Early per-
sonal protective equipment shortages
resulted in clinicians receiving one set
of single-use gear but were instructed
“to wear this until it falls apart” (P20).
Institutions offered pandemic-related
resources that were often inadequate or
overwhelmed. Trainees recounted
attending physicians hesitating to enter
COVID-19-positive rooms while resi-
dents did so routinely, and vaccination
was offered to them along with other
patient-facing staff only after hospital
administrators. Overall, a “lack of trans-
parency between the administration
and the providers” (P15) fueled a dis-
connect between institutional decision-
making and clinical care, worsening
feelings of helplessness and resentment.
However, certain institutional resources
were well-received. A clinician recalled
that a psychiatrist was available just for
residents, destigmatizing mental health-
care. Institutional support for out-of-
state telehealth licensing and interdisci-
plinary care models, in which patients
had “access to social work,. . .WIC, den-
tal. . .their pediatrician, behavioral
health, psychiatry” (P6) improved care.
A clinician described how resource uti-
lization became more efficient:

“. . .[the pandemic] improved our utili-
zation of our time and our resources. . .I
never felt patients lacked access. . .if
anything, there was an increased focus
on making sure we weren’t missing peo-
ple or losing track of folks. . .we were
offering them anything we could pro-
vide in terms of transportation, commu-
nication needs.” (P6)

Access to behavioral healthcare was
also important to process “trauma and
social isolation” (P17) from the pan-
demic. Support for remote multidisci-
plinary meetings to discuss high-risk
cases “allow[ed] more voices to contrib-
ute to the discussion and care of a
patient” (P10).
Societal factors
Expected challenges of finances, food,
housing, childcare, and transportation
resulted from unemployment and clo-
sures of shelters, food banks, and day-
cares, especially for patients at FQHCs
(Appendix C.4). Insurance status
delayed access to treatment and compli-
cated telehealth billing. When asked
how to improve obstetric care during
the pandemic, a clinician proposed “giv
[ing] everyone healthcare. . .without
any concern about financial ramifica-
tions” (P16). Facilitators included policy
changes, such as emergency orders for
vaccine coverage, updated telehealth
billing, and emergency insurance cover-
age. Additionally, healthcare workers
were featured prominently in the press.
Clinicians reported patient interactions
that were “exceptionally kind” and
“sympathetic” (P14) as a result, helping
combat burnout. Clinicians perceived
that societal focus on healthcare also
increased patient health awareness.
Patients seemed “more in tune with
their body” (P9), able to “protect them-
selves and their families” (P1), and
“able to reach out for help” (P9).
All participants identified medical

mistrust as a challenge, often
November 2024 AJOG Global Reports 5
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dichotomized as historical mistrust or
pandemic-associated mistrust stem-
ming from misinformation. A clinician
described how the “racist heritage”
(P16) of her hospital fueled historical
mistrust in the community, justified as
“true mistrust” (P20). Another clinician
stated that while some patients may not
identify specific events of injustice in
American history such as the Tuskegee
study,26 trauma from these events still
permeated Black communities served
by the participant’s FQHC. In contrast,
pandemic-associated mistrust centered
on heavily politicized misinformation,
such as the vaccine “contain[ing] some
sort of government tracking device”
(P15), or that the vaccine was a “politi-
cal tool. . .trying to harm them” (P15).
A clinician highlighted the interaction
of these contrasting forms of mistrust:

“. . .the historical perspective has
always existed, and I think layering
the pandemic on top of that. . .when
you have a population that rightly so
has suspicions about the ability of
their healthcare system to take care of
them, and then you are bombarded
by propaganda that’s not evidence-
based, that is highly tailored towards
medical mistrust, I think it really
exacerbates the problem and makes it
very difficult. . . Sometimes it’s hard
to really bridge that gap between. . .-
this is a system that has failed you as
a person, has failed your family for
generations, but here I am trying to
do what’s best for you.” (P15)

Some patients were noted to be more
hesitant of vaccines during pregnancy,
and this was worsened by lack of
COVID-19 vaccine-specific safety data.
Clinicians reported that some patients
believed the vaccine “increase[s] the risk
of stillbirth” (P19), or “attacks the pla-
centa” (P5). Sources of misinformation
included friends, family, and other
physicians, and combatting misinforma-
tion could dismantle hard-earned trust.
A few clinicians noted efforts to avoid
paternalism to prevent further mistrust.
Stances on vaccination and masking
were perceived as political, leading to
“aggressive and negative” interactions
6 AJOG Global Reports November 2024
(P17), and political beliefs emerged as a
more salient aspect of identity within
the patient-clinician relationship. Pan-
demic-related political rhetoric was
deemed “a disservice to the actual medi-
cal needs of communities” (P20).

A few clinicians acknowledged how
their racial identity influenced patient
relationships and recognized how their
White race affected relatability of anec-
dotal healthcare experiences. Clinicians
also discussed how systemic racism
impacted their community, citing his-
torical practices that impact present-
day health outcomes and fuel mistrust
of healthcare institutions. Clinicians
acknowledged their limitations but still
aspired for change, recognizing that a
single obstetric encounter cannot dis-
mantle structural racism, but rather
must be tackled “piece by piece” (P20)
in the healthcare system.

Clinicians attempted methods of
trust-building, such as integration into
the community to combat historical mis-
trust. Clinicians at FQHCs held events
providing COVID-19 vaccines, tests,
baby supplies, and food. Rather than
practicing medicine in a “silo” (P17), the
importance of community collaboration
for academic clinicians was recognized.
Trust was built through being “available
to [patients]” (P4) to create a “safe place”
(P4) for families, “learning about a
patient as a whole” (P15), and including
support people in difficult conversations.
A clinician described the importance of
care continuity:

“. . .fortunately, for our patients who
are in our publicly insured clinic, they
have continuity of care. . .they’ll have
a resident that sees them for the
majority of their pregnancy, they’ll
have a nurse, midwife or a nurse
practitioner who sees them for the
continuity. . .there are patients who
have benefited extremely from having
a single provider that they can then
build trust with over the course of a
pregnancy.” (P15)

Structured discussion/comment
Principal findings
We qualitatively explored clinician
experiences providing obstetric care
during the COVID-19 pandemic
through thematic analysis of challenges
and facilitators within the domains of
the HEIF (Figure).

Results
Lack of social support and burnout
could be countered with mental health-
care and self-care. Implementation of
telehealth in the clinical encounter was
challenging4,5,8,10,17−19 but telehealth
was also identified as a facilitator to cir-
cumvent barriers to care.3−5,10−12 How-
ever, inequities in telehealth capabilities
between clinics further exacerbated dis-
parities. Healthcare system challenges
such as visitor restrictions and delayed
care mirror prior studies,8,9 but interdis-
ciplinary care, professional society
guidelines, and institutional resources
were identified as critical facilitators.
While prior literature highlighted socie-
tal factors such as financial strain, child-
care, and racism, our study delved into
clinician perceptions of their sociopolit-
ical landscape.4,9,10,18,27−33 Many
appeared deeply familiar with historical
mistrust from racialized medical trauma
stemming from disinvestment from dis-
advantaged neighborhoods in the urban
Midwest. However, the stark politiciza-
tion of medical knowledge and the vast
and rapid spread of pandemic-associ-
ated misinformation was unprece-
dented.

Clinical implications
While some pandemic-related changes
have evolved, others persist and may be
implemented again if another pandemic
occurred. Therefore, multi-level inter-
ventions to improve obstetric care deliv-
ery can be designed, assessed, and
implemented based on challenges and
facilitators identified and can be applied
to the persistent charged political cli-
mate surrounding reproductive and
racial justice in medicine. Shared deci-
sion-making for new interventions can
decrease decisional conflict and increase
uptake.34 Discretionary and flexible use
of telehealth could address barriers to
care. Transparency and resources from
institutions, particularly childcare, men-
tal healthcare, administrative support,
and inclusion of clinicians in decision-
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making could ease burnout and health-
care system stressors. Interdisciplinary
coordination between physicians, social
work, and nursing, could aid with com-
prehensive, high-quality care provi-
sion.29 Academic centers can partner
with community health centers such as
FQHCs to promote equity and trust-
building.

Research implications
Future work should include design,
implementation, and assessment of
multilevel, community-based interven-
tions to address identified challenges.
An in-depth exploration of stakeholder
perspectives, including those of patients,
clinicians, social workers, community
health workers, and public health offi-
cials, on solutions to larger societal
issues identified (i.e., mistrust, politici-
zation of medicine, and misinforma-
tion) is needed.

Strengths and limitations
Our study identified multi-level facilita-
tors of obstetric care based on the HEIF,
beyond telehealth, a major focus of sev-
eral prior studies.4,5,10,17−19 Through
interviewing clinicians, we centered
lived experiences of obstetric clinicians
within a stressed healthcare system and
society, during unprecedented politici-
zation of medicine and misinformation.
While the study’s timing, years into the
pandemic, did not allow for real-time
insight into clinicians’ experiences at its
onset, it potentially allowed for more
time for reflection on lessons learned
while many pandemic-related changes
were still persistent. Our findings are
particularly pertinent to similar urban
Midwestern communities, although les-
sons learned can be generalized to other
settings that face similar challenges of
structural racism, insurance barriers,
and polarized political environments.
However, our results may not be gener-
alizable to nurses, social workers, and
midwives given our study sample. The
majority of participants identified as
White women early in their careers,
limiting gendered, racialized, and gener-
ational experiences represented. Nota-
bly, most participants serve a large
proportion of Black patients and thus
may have a unique understanding of
how discordant racial identities interact
within the clinician-patient relationship.
Convenience sampling may have pre-
cluded us from exploring perspectives
of busy clinicians unavailable for inter-
views, with overrepresentation of aca-
demic clinicians. Finally, our data only
reflects clinicians’ own perceptions and
therefore cannot be extrapolated to rep-
resent patients’ actual obstetric experi-
ences.

Conclusions
Through exploring clinicians’ experien-
ces providing obstetric care during the
pandemic and navigating sociopolitical
challenges, healthcare system stressors,
and difficult clinical encounters, we
were also able to identify facilitators of
care. The presented perspectives may
serve to guide obstetric care in the set-
ting of future, inevitable healthcare
stressors. &
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