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Abstract

Introduction

The global COVID-19 pandemic has radically changed the way health care is delivered in
many countries around the world. Evidence on the experience of those receiving or provid-
ing maternity care is important to guide practice through this challenging time.

Methods

A cross-sectional study was conducted in Australia. Five key stakeholder cohorts were
included to explore and compare the experiences of those receiving or providing care during
the COVID-19 pandemic. Women, their partners, midwives, medical practitioners and mid-
wifery students who had received or provided maternity care from March 2020 onwards in
Australia were recruited via social media and invited to participate in an online survey
released between 13" May and 24" June 2020; a total of 3701 completed responses were
received.

Findings

While anxiety related to COVID-19 was high among all five cohorts, there were statistically
significant differences between the responses from each cohort for most survey items.
Women were more likely to indicate concern about their own and family’s health and safety
in relation to COVID-19 whereas midwives, doctors and midwifery students were more likely
to be concerned about occupational exposure to COVID-19 through working in a health set-
ting than those receiving care through attending these environments. Midwifery students
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and women’s partners were more likely to respond that they felt isolated because of the
changes to the way care was provided. Despite concerns about care received or provided
not meeting expectations, most respondents were satisfied with the quality of care provided,
although midwives and midwifery students were less likely to agree.

Conclusion

This paper provides a unique exploration and comparison of experiences of receiving and
providing maternity care during the COVID-19 pandemic in Australia. Findings are useful to
support further service changes and future service redesign. New evidence provided offers
unique insight into key stakeholders’ experiences of the rapid changes to health services.

Introduction

The COVID-19 pandemic declared by the World Health Organization (WHO) on 11" March
2020 [1] has resulted in rapid, significant and previously unprecedented changes to the way
maternity services are provided around the world. These changes have impacted many stake-
holders of maternity services including women, their partners and support people, midwives,
medical staff and midwifery students [2].

In the global context, Australia has had lower prevalence of COVID-19 positive cases and
lower mortality rates when compared to similar countries. At the time of reporting, Australia
had a total of 1011 COVID-19 positive cases per million people (/mill) and 25 deaths/ mill in
comparison to the United States (US) who had 17, 935 cases/mill and 550 deaths/ mill, or the
United Kingdom (UK) with 4947 cases/mill and 611 deaths/mill since the pandemic started
[3]. Reports from countries profoundly impacted by the pandemic including Italy, China, Bra-
zil, the UK and the US have all conveyed the need to change the way that maternity services,
particularly hospital-based care for childbearing women and their families, are provided [4,
5]. In Australia, the federal Department of Health distributed advice around social distancing
requirements recommending limitations to the amount of people allowed per square meter
[6]. However, governance of hospital-based care is organised by the jurisdictions and individ-
ual state and territory departments of health. While the social distancing advice was adopted
by each jurisdiction, it was implemented in varying ways and changes to health service provi-
sion were experienced even within each health district. In most jurisdictions, there were almost
weekly updates to the policies that support clinical practice and guidelines around whom may
attend which pregnancy care appointments, when, and for how long [7, 8]. The speed at which
health services have had to change their models of providing maternity care is likely to have
impacted both those that receive maternity care (women and their partners), as well as those
that provide maternity care (midwives, midwifery students and doctors).

In response to the high transmission and reproduction rates of the COVID-19 virus, the
underlying objective of the rapid health service redesign in Australia has been centred on
ensuring physical distancing, and reducing non-urgent contact between individuals who do
not usually live in the same home [9]. In addition, enhanced application of Personal Protective
Equipment (PPE) including masks, face shields, gowns and gloves, as well as heightened
awareness of the need for hand hygiene have been implemented in an effort to minimise the
potential spread of the virus [10].

Health service models that have until recently relied on physical contact for clinical assess-
ment and face to face provision of education, health promotion, clinical care and early
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parenting support have been radically transformed to be provided remotely via telephone,
video calls, and with significantly shortened or in some cases, cancelled face-to-face appoint-
ments [9]. Antenatal assessments have been moved to telehealth appointments using phone
interviewing; with minimal contact appointments reserved for pregnancy care in later gesta-
tions, or for women who have complex health conditions [9]. Face to face antenatal education
programs across Australia were discontinued. This decision has impacted access to informa-
tion in a format that has traditionally included women and their birth support partners, pre-
paring them for pregnancy, labour, birth, and early parenting [11]. Limitations were placed on
the number of support people permitted to be present during labour and birth; in many set-
tings, women were required to nominate only one support person which has caused concern
for women and their partners [12, 13]

There is also emerging concern about the health and wellbeing of health professionals who
are providing direct care. A recent study in China surveyed doctors, exploring measures of
psychological stress, found that staff, particularly those in areas with higher COVID-19 preva-
lence, displayed high levels of psychological, emotional and physical duress [14]. There are
similar concerns for the welfare of students, especially midwifery students who have specific
clinical experience requirements that they must fulfil in order to complete their courses [15,
16].

Whilst there has been some professional commentary [16] and early reporting of the
impacts of providing maternity care during the COVID-19 pandemic from other countries
[5], there is limited evidence that reports on the experience of those receiving or providing
maternity care during this time in Australia, especially from multiple perspectives. There is
also no published research that facilitates a comparison of the experiences and impact of the
pandemic on cohorts such as women, partners and relevant health professionals during this
same period.

This study aim was to explore and compare the multiple perspectives and experiences of
those receiving and providing maternity care in Australia during the COVID-19 pandemic.

Methods

A cross sectional exploratory design was used to survey five key stakeholder cohorts of mater-
nity care in Australia. Cross sectional studies are known for their utility in collecting and mea-
suring data at discrete points in time [17]. Given the rapid changes to health service delivery in
response to the COVID-19 pandemic, this methodology was considered ideal to address the
identified study aim of exploring and comparing the perspectives and experiences of receiving
and providing care during the pandemic. Human research ethical approval was granted by
Curtin University (HRE2020-0210) with reciprocal approval issued through Deakin University
(2020-175) and The University of Melbourne (2057065).

Research setting

There are around 315, 000 births annually in Australia [18]. Maternity care is provided in the
public and private settings with 25% of births nationally occurring the private sector [19].
Most women receive support in the antenatal period and during labour and birth from a part-
ner or designated companion [20]. Midwifery care is well integrated into the health system. It
is intended that all women have a midwife with them when they give birth, regardless of the
place or mode of birth and midwifery care is provided in the hospital and community settings
[19]. Specialist obstetricians and physicians care for women and their babies in both public
and private settings, general practitioners provide primary and some secondary maternity care
[21]. Midwifery students are prepared in Australian universities in a range of undergraduate
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and postgraduate courses with nationally standardised minimum clinical requirements [15,
22]. To contextualise the spread of COVID-19 in Australia during the study period in compar-
ison to other similarly resourced nations, Table 1 indicates the new daily case numbers over
the six-week timeframe.

Data collection

There was no existing validated survey tool available to facilitate the exploration and compari-
son of stakeholders’ experiences of maternity care during a global pandemic. The survey was
developed by the research team who have content expertise in each of the cohorts represented
and in survey design. The research team was intentionally formed to include midwifery
researchers and academics, one obstetrician/ gynaecologist, one public health clinician and
two academics with expertise in psychology including one academic with expertise in research
on fathers.

The online survey was hosted on Qualtrics and was designed to compare the experiences of
those receiving and those providing maternity care throughout Australia during the COVID-
19 pandemic, and was guided by the WHO guidelines for respectful maternity care [20].
Informed consent was indicated by participants’ selecting a check box before proceeding to
complete the survey. Demographic data were collected from each cohort including which Aus-
tralian state they live, work or study in, Aboriginal and Torres Strait Islander (Indigenous Aus-
tralian) status, gender, language spoken at home, country of birth, and age. Eleven similarly-
matched questions relating to participants’ experience of receiving or providing maternity care
were asked with a 6 item Likert scale ranging from strongly agree to strongly disagree. The
first four survey items asked participants about their perceptions of their personal safety as
well as the safety of their families. A further six questions assessed participants’ satisfaction
with care, either received or provided. Finally, participants were asked to indicate the extent to
which some of their experiences turned out better than they expected. Participants were then
asked to provide 3 words that described their experiences of receiving or providing maternity
care during the COVID-19 pandemic.

A full outline of the survey is available in S1 File. The survey was piloted with up to five
stakeholders from each of the five cohorts for face validity and clarity. Minor modifications
were made to layout and question sentence structure as a result of the feedback received. All
pilot survey entries were then deleted before releasing the survey across Australia. The survey
was distributed on 13™ May and closed 6 weeks later on the 24™ June 2020. The decision to
close the survey was based on a noticeable slowing in responses.

Recruitment

Convenience sampling was undertaken using social media. The study flyer was initially adver-
tised on Maternity Research in Australia Facebook Page, a platform that engages all key stake-
holders of maternity care such as parents, health professionals and maternity services. The

information was on-shared by a range of individuals and groups that are members of the page

Table 1. New daily cases of COVID-19 during the study period 13" May- 24™ June 2020: A comparison between nations [3].

13" May 20" May 27" May 3" June 10*" June 17'" June 24" June
New Daily Cases
Australia 11 11 11 8 9 23 29
UK 3586 2412 4052 1871 1003 1115 652
Us 18044 24417 24886 14692 17536 18514 26519

https://doi.org/10.1371/journal.pone.0248488.t001
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via Facebook, Twitter and e-mail. We chose social media rather than recruiting through health
services as this intentionally distanced this study from any specific service or provider, poten-
tially reducing bias in the sample and facilitating freedom of response at participants’ conve-
nience, possibly encouraging more honest sharing of experiences. The survey was advertised
on relevant Australian social media pages and in health professional newsletters with the intent
of targeting each of the specific cohorts. Those who had received maternity care included
women who were pregnant or had given birth since March 2020, as well as partners and other
support people such as extended family, friends, doulas or others who had supported a woman
in pregnancy, birth or postnatal care during the identified period. Those who had provided
maternity care since the beginning of March 2020 included registered midwives, doctors
involved in maternity care (which encompasses General Practitioners, Obstetricians, Neona-
tologists and other medical practitioners) and students of midwifery courses in Australia.

Data analysis

Data were imported into IBM SPSS Statistics v26. Cases for which only demographic data
were provided were removed from the dataset. The mean completion rate for surveys com-
menced across the five cohorts was 85%, ranging from 72% to 90%, indicating a high accept-
ability of the survey tool. Demographic data and COVID-19 testing status are presented as n
(%). In order to avoid low cell counts for smaller cohorts, we recoded responses to the Likert
scale questions into binary variables: “Agree” (Strongly agree, agree, somewhat agree) and
“Disagree” (Strongly disagree, disagree, somewhat disagree). Chi Squared ()°) tests were per-
formed to identify differences between cohorts on each item, comparing column proportions.
Bonferroni corrections were applied to adjust for multiple tests [23].

The qualitative data (three-word responses) were analysed using NVivo 12. Word frequen-
cies were counted; we report the top 10 most commonly occurring words for each cohort
response. Word clouds are a useful way to display succinct qualitative data and have significant
utility to depict and rank single word responses as participants distil their thoughts into single
concepts [24]. Word clouds were generated, ranking all words within the individual cohort
responses. The word frequency report was generated from exact match words rather than
stemmed words, to ensure that the frequency reporting directly reflected the words left by par-
ticipants rather than aggregating concepts through the ‘stemmed words’ approach. For exam-
ple, where ‘anxiety’ and ‘anxious’ were separately mentioned these are indicated as such. The
coloured words in the centre indicate the words with the highest prevalence, moving to the
bold text in the outer centre circle. Finally, the words in lighter font indicate the words that
constitute the remaining descriptors in the most frequent words. This data display method
provides a visual comparison of the overall stakeholder experiences which is a useful way to
supplement quantitative findings [25].

Results

Among the five cohorts, a total of 3,701 complete responses were received. There was partici-
pation from individuals in each Australian state and territory for all cohorts except for the
midwifery students’” cohort which was not completed by participants from the Northern Terri-
tory or Tasmania. Surveys were completed by those from a range of ethnic backgrounds
including Australian Aboriginal and Torres Strait Islander people. Participants indicated over
52 countries of birth (other than Australia) with more than 11% of the total responses from
individuals who speak a language other than English at home. Of the total responses, over 13%
(n = 437) of the participants had been tested for COVID-19 one or more times; only n = 12
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(0.32%) returned a positive test. Demographic variables across all five cohorts are presented in

Fig 1.

A comparison between the five cohorts in relation to the eleven shared survey items is pre-
sented in Fig 2. There were statistically significant differences in the responses between the
cohorts in ten of the eleven items. Women were more likely to be concerned for their own
safety than each of the other cohort groups (Item 1). When considering the (potential) impact
of COVID-19 on their family’s wellbeing, women were also more likely to respond that they

Variables Women

Partners

Midwives

Medical Practiti s

1
N=2840 N=92 N=560 N=78 N=131
n (%) n (%) n (%) n (%) n (%)
Australian state
(live, work, study)
NSW 632 (22.4%) 18 (19.6%) 100 (18.5%) 17 (22.1%) 21(17.2%)
\d 842 (29.8%) 27 (29.3%) 185 (34.3%) 24 (31.1%) 38 (31.1%)
[ell} 472 (16.7%) 5 (5.4%) 70 (13.0%) 14 (18.2%) 25 (20.5%)
WA 473 (16.7%) 24 (26.1%) 105 (19.5%) 8(10.4%) 17 (14.0%)
SA 194 (6.9%) 7 (7.6%) 47 (8.7%) 5 (6.5%) 20 (16.4%)
ACT 119 (4.2%) 9(9.8%) 13 (2.4%) 5 (6.5%) 1(0.8%)
NT 6(0.2%) 1(1.1%) 10 (1.8%) 1(1.3%) 0
Tasmania 89 (3.1%) 1(1.1%) 10 (1.8%) 3(3.9%) 0
Gender Male 66 (71.7%) Female 550 (98.4%) Female 66 (84.6%) Female 131 (100%)
Female 26 (28.3%) Male 5 (0.9%) Male 12 (15.4%)
RNS/NB 4 (0.7%)
Language spoken at English 2802 (98.9%) English 88 (95.7%) English 556 (99.5%) English 77 (98.7%) English 126 (96.2%)
home Other * 31(1.1%) Other ** 4(4.3%) Other* 3(0.5%) Other? 1(1.3%) Other™ 5(3.8%)
Country of birth Australia 2445 (86.5%) Australia 74 (80.5%) Australia 445 (79.9%) Australia 58 (74.4%) Australia 115 (87.8%)
UK 100 (3.5%) UK 5 (5.4%) UK 54 (9.7%) UK 5 (6.4%) Othere 16 (12.2%)
NZ 83 (2.9%) Other® 13 (14.1%) NZ 18 (3.2%) Otheres 15 (19.2%)
S Africa 26 (0.9%) S Africa 8 (1.4%)
Ireland 15 (0.5%) Other” 32 (5.8%)
Malaysia 13 (0.5%)
Canada 13 (0.5%)
India 12 (0.4%)
Philippines 11(0.4%)
us 11 (0.4%)
Germany 9 (0.3%)
Singapore 8(0.3%)
Brazil 5(0.2%)
Italy 5(0.2%)
Other® 71(2.5%)
Age
18-25 years 432 (15.2%) 7 (7.6%) 79 (14.1%) 1(1.3%) 58 (44.6%)
26-30 years 967 (34.1%) 20 (21.7%) 74 (13.2%) 13 (16.7%) 26 (20.0%)
31-35 years 1035 (36.5%) 29 (31.6%) 78 (14.0%) 13 (16.7%) 22 (16.9%)
36-40 years 342 (12.1%) 20 (21.7%) 72 (12.9%) 19 (24.4%) 10 (7.7%)
41-45 years 57 (2.0%) 5 (5.4%) 61 (10.9%) 9(11.5%) 6 (4.6%)
46-50 years 3(0.1%) 11 (12.0%) 55 (9.8%) 9(11.5%) 8 (6.2%)
51-55 years 63 (11.3%) 5 (6.4%)
56-60 years 45 (8.1%) 6 (7.7%)
>61 years 32 (5.7%) 3 (3.8%)
Tested for Covid19
Never 2581 (90.9%) 82 (89.1%) 386 (69.3%) 48 (61.5%) 107 (81.7%)
Once 237 (8.3%) 8 (8.7%) 147 (26.4%) 19 (24.4%) 23 (17.5%)
Twice 19 (0.7%) 1(1.1%) 23 (4.1%) 10 (12.8%) 1(0.8%)
Three or more 2(0.1%) 1(1.1%) 1(0.2%) 1(1.3%)
Covid19 test positive
No 251 (96.5%) those tested 9 (90.0%) those tested 168 (98.2%) those tested 30 (100%) those tested 24 (100%) those tested
Yes 1(0.4%)
Missing 8 (3.1%) 1(10.0%) 3(1.8%)

Fig 1. Demographic variables of cohort groups. Other* Language spoken at home [women] includes Sinhalese,
Afrikaans, Cantonese, Chinese, Dutch, German, Hindji, Italian, Malay, Mandarin, Persian, Punjabi, Sinhalese, Slovak,
Tagalong, Wakhi, Nepali, Portuguese, Swedish, Russian, Urdu. Other** Language spoken at home [partners] Dutch,
Indonesian, Russian, Urdu. Other # Language spoken at home [midwives] Afrikaans, Arabic, Tamil. Other? Language
spoken at home [medical practitioners] undisclosed. Other*” Language spoken at home [midwifery students] Vietnamese,
Afrikaans, Mandarin, French. Other® Country of birth [women] Greece, Norway, Belgium, Bosnia & Herzegovina,
Denmark, Guatemala, Indonesia, Iran, Iraq, Jordan, Kenya, Oman, Papua New Guinea, Portugal, Slovakia, Somalia,
Sudan, Ukraine, Venezuela, Vietnam, Sri Lanka, Nepal, France, Russia, Sweden, Zimbabwe, Colombia, Estonia, Belarus,
China, Fiji, Israel, Japan, Mexico, Netherlands, Pakistan, Poland, Samoa, Spain, Taiwan. Other® Country of birth
[partners] Indonesia, Belarus, Finland, India, Italy, Mexico, Netherland, NZ, Pakistan, Russia, S Africa, Zimbabwe. Other”
Country of birth [midwives] Ireland, Canada, Germany, Afghanistan, Austria, Czech Republic, Egypt, El Salvador, India,
Kazakhstan, Malaysia, Netherlands, Philippines, Romania, Sao Tome and Principe, Singapore, Sri Lanka, Sweden,
Tanzania, Turkey, US, Zambia, Zimbabwe. Otherco Country of birth [medical practitioners] Malaysia, NZ, US, Canada,
China, Egypt, India, Myanmar, Poland, S Africa, Tonga. Other® Country of birth [midwifery students] UK, NZ, US, S
Africa, China, Canada, Czech Rep, France, Singapore, Sweden. Abbreviations: ACT: Australian Capital Territory, NB:
Non-binary, NSW: New South Wales, NT: Northern Territory NZ: New Zealand, RNS: Rather not say, QLD: Queensland,
SA: South Australia, S Africa: South Africa, Tas: Tasmania, UK: United Kingdom, US: United States, VIC: Victoria, WA:
Western Australia.

https://doi.org/10.1371/journal.pone.0248488.9001
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Item Women  |Partners N=92 [Midwives N=560) Medical Midwifery x?
N=2840 n (%) n (%) Practitioners Students
n (%) N=78 N=131
n (%) n (%)
1. | feel/felt anxious about the impact of C19 on my
wellbeing
Agree 2511 (88.5%)°| 67 (72.8%)° | 431(76.9%)° | 58(74.4%)° | 101(77.1%)° | 81.006
Disagree 327(11.5%) | 25(27.2%) | 129 (23.1%) 20 (25.6%) 30(22.9%) |(p<0.001)
2. | feel/felt anxious about the impact of C19 on
{the wellbeing of my family
Agree 2580 (91.3%)2 | 80 (88.0%)°b | 475 (86.0%)° | 64(82.1%)° |112(86.1%)*| 23.276
Disagree 245 (8.7%) | 11(12.0%) 77 (14.0%) 14 (17.9%) 18(13.9%) |(p<0.001)
3. I have been worried about exposure and

potentially infecting myself and close family
Imembers with C19 because of my visits / work at
{the hospital

Agree 1750 (61.7%)°| 52 (56.6%)° | 463 (83.2%)> | 71(91.0%)> | 106 (81.5%)® | 136.910
Disagree 1086 (38.3%) | 40 (43.5%) 93 (16.8%) 7 (9.0%) 24(18.5%) |(p<0.001)

4. | feel/felt anxious about the (potential) impact of
[C19 on the wellbeing of the baby / in utero/
neonates
Agree 2452 (86.7%)° | 75 (82.5%) | 420 (75.3%)° | 56(71.9%)° |106(81.5%)**| 57.512
Disagree 375(13.3%) | 16(17.5%) | 138 (24.7%) 22 (28.1%) 24(18.5%) | (p<0.001)

5. | was happy with the changes to the way
{that maternity care is/was delivered at my health
service during the C19 Pandemic

Agree 1812 (64.0%)| 57 (62.0%)> 428 (76.7%) 66 (84.5%) 98 (75.4%)*> | 51.306
Disagree 1021 (36.0%) | 35(38.0%) | 130 (23.3%) 12 (15.5%) 32(24.6%) |(p<0.001)
6. My [professional] expectations of our
[providing] maternity care were met
Agree 1922 (67.8%)?| 62 (67.4%)>" | 433 (77.7%)°< 69 (88.5%)° |98 (75.4%)*b< | 37.187
Disagree 913 (32.2%) 30 (32.6%) 124 (22.3%) 9 (11.5%) 32(24.6%) |(p<0.001)
7 | feel/ felt like | received [was able to

lprovide] timely and clear answers to

lquestions about the impact of C19 on me, my
lbaby and family from my maternity care providers
[on women and their families]

Agree 1985 (70.0%)?| 57 (62.0%)* | 452 (81.0%)° | 67(85.9%)° | 92(70.8%) | 39.839
Disagree 849(30.0% | 35(38.0%) | 106 (19.0%) 11(14.1%) | 38(29.2%) |(p<0.001)
8. [The social distancing measures required C19

Imeant that | feel / felt isolated from our
caregivers [women and their families]

Agree 1973 (69.5%)°| 66 (71.7%)>0 | 363 (65.2%)* | 47 (60.3%)* | 107 (82.3%)® | 18.085
Disagree 864 (30.5%) | 26(28.3%) | 194 (38.2%) 31 (39.7%) 23(17.7%) |(p=0.001)
9. I am/was satisfied with the quality of
lcare provided to me by our maternity care
lproviders [care | have been able to provide to
omen and their partners] 2301 (81.1%)*| 76 (82.6%)>> | 410 (73.7%)> | 64 (82.0%)°> | 89 (68.5%)> | 26.295
Agree 537(18.9%) | 16(17.4%) | 146 (26.3%) 14 (18.0%) 41(31.5%) | (p<0.001)
Disagree
10. I was happy with the way the health service
as managing the risk of C19
Agree 2463 (86.8%) | 75(81.6%) | 462 (82.9%) 65(83.3%) | 107(82.3%) | 9.531
Disagree 372(13.2%) | 17(18.4%) 95 (17.1%) 13 (16.7%) 23(17.7%) | (N/S)
11. ICompared with my expectations, some of our
[my care] experiences turned out better than |
tthought they might during C19 1825 (64.6%)*| 57 (62.0%)* 483 (86.9%)° 71(92.2%)° 90 (69.2%)* | 129.466
Agree 1002 (35.4%) | 35 (38.0%) 73(13.1% 6 (7.8%) 40(30.8%) |(p<0.001)
Disagree

Fig 2. Comparison of shared items between cohort groups. Each subscript letter denotes a subset of group categories
whose column proportions do not differ significantly from each other (Bonferroni adjustment applied). N/S Not
significant.

https://doi.org/10.1371/journal.pone.0248488.9002

were anxious than midwives or doctors (Item 2). Finally, when considering the health of the
babies born during the pandemic, a significantly higher proportion of women were concerned
for their baby’s health when compared with responses from those providing care, including
midwives and doctors (Item 4).

Regarding perceived risk of personal exposure to COVID-19 through attending or working
in a hospital environment (Item 3), those providing care (midwives, doctors and midwifery
students) were more likely to be concerned than women or their partners or other support
people.

When asked to consider the changes in the way health services had been delivered as a
result of the COVID-19 pandemic (Item 5), significantly fewer women and partners / other
support people were satisfied with the changes than midwives and medical staff. Similarly, a
significantly higher proportion of midwives and medical staff indicated that their professional
expectations of providing maternity care during the pandemic were being met (Item 6), com-
pared with women’s expectations of receiving care during the same period. Women’s
responses to the statement in item 11 further confirmed this experience with significantly
fewer women, partners / other support people and midwifery students than midwives and
medical staff reporting that in comparison to their expectations, care experiences turned out
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better than they thought they might during the COVID-19 pandemic (Item 11). When consid-
ering the distancing measures implemented by health services during the pandemic, midwifery
students were more likely to respond that they felt more isolated than women, midwives and
medical professionals (Item 8).

A lower proportion of women and their partners/ other support people agreed that they
were able to receive timely and clear answers to their questions about the impact of COVID-19
on their care, than midwives or doctors responding to the same question about their ability to
provide timely and clear answers to women and families in their care (Item 7). Interestingly,
despite this result, a higher proportion of women agreed that they were satisfied with the qual-
ity of care they received, than midwives and midwifery students who were reflecting on their
satisfaction with the care they were able to provide (Item 9). This is supported with the equivo-
cal (no significant difference) response from each cohort regarding their satisfaction with the
way health services were managing risk during the pandemic (Item 10).

Participants from each cohort were asked to respond with three words that described their
experiences of either receiving or providing maternity care during the COVID-19 pandemic.
The words are presented in descending order of prevalence for each cohort (Fig 3).

The word clouds (Figs 4-8) are a compelling visual representation of the descriptors used
by cohort participants to convey their experience of receiving or providing maternity care in
Australia during the COVID-19 pandemic. Areas of similarity and divergence are apparent in
this data display method which serves to support the quantitative survey findings.

Discussion

This unique study sought to explore and compare the experiences of a range of key stakehold-
ers in maternity care, including those who have received and provided care during the
COVID-19 pandemic in Australia. Findings offer new insights into the individual and collec-
tive experience and facilitate a comparison which has highlighted areas of difference among
the cohorts.

In response to the global pandemic, changes to the way maternity care is delivered have
been swift, decisive and our research would suggest, disruptive. The most significant disrup-
tion was for women and their partners, who revealed that they were dissatisfied with the
changes made to the way maternity care was delivered during COVID-19. A recent report

Women Partners / other | Midwives Medical Midwifery
support people Students
Lonely Isolated Stressful Challenging Stressful
Isolating Caring Challenging Anxiety Challenging
Caring Professional Frustrating Different Anxious
Anxious Safe Anxious Uncertain Scary
Isolated Stressful Different Anxious Difficult
Uncertain Uncertain Uncertain Changing Educational
Safe Confusing Difficult Confusing Frustrating
Stressful Distant Safe Distanced Hard
Confusing Supported Anxiety Distant Restricted
Supportive Disappointing Isolating Cautious Confusing

Fig 3. Prevalence of top ten words presented in decreasing order of frequency for each cohort.

https://doi.org/10.1371/journal.pone.0248488.9003
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Fig 4. Word cloud, women’s experiences of receiving maternity care in Australia during the COVID-19
pandemic.

https://doi.org/10.1371/journal.pone.0248488.g004

from a survey of 2750 women conducted by the Australian College of Midwives (ACM) sup-
ports our findings. In the ACM report, 30% of women responded that they had considered
changing their planned place of birth, 26% of women indicated that they had considered
changing their care provider, 55% of these women indicated that this notion was in response
to the changes made in health services such as not being allowed to have a support person
attend appointments, with 36% acknowledging the reason being unable to bring their children
to appointments due to physical distancing requirements [26]. There was no available empiri-
cal evidence on the experience of fathers or birth support partners during COVID-19, but
commentary from two Italian neonatologists note their concern about the long term impacts
on the mental health and wellbeing of fathers being separated from their partners and new
babies in the recent changes during the pandemic [27]. The descriptions and responses from
partners in our study confirm the experiences of partners’ stress, anxiety and isolation during
the COVID-19 pandemic.

The findings of this research offers important insight as it reveals a divergence between con-
sumers’ and providers’ experiences of, and satisfaction with, the way maternity health service
redesign occurred during the pandemic. Whilst health professionals and midwifery students
were also concerned about the changes to maternity care, it was not to the same extent

included knowledge
Constrained discrimination infectious
; challenging exceptional |ooked
empowering clunk .
dis raieful avgarenes\g unknown broad confronting lacking
Consitent unclear uninformedadaptable . flexible

: . e supportive fine
limited : disappointin
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exciting quality quiet professional isolating Earred exclusive
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dr.:nt "d°”“a| sad uncertain restricted changey hygiene
condidaered . . ) . :
exaggerated informed informative €xcluded cut isolation

fully choice angry disappointed worried dis faicntnus\llative
intentioned €OMPetent caim 4y ailable cautious dismissive
depersonalised compassion disconnected involved
frustrated

inflexible friendly

home gisempowering

Fig 5. Word cloud, partner’s experiences of receiving maternity care in Australia during the COVID-19
pandemic.

https://doi.org/10.1371/journal.pone.0248488.g005
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Fig 6. Word cloud, midwives’ experiences of providing maternity care in Australia during the COVID-19
pandemic.

https://doi.org/10.1371/journal.pone.0248488.g006

indicated by women. This difference may be for a number of reasons such as health profes-
sionals’ understanding of the need to minimise risk, or due to an awareness of government
regulations, and constant updates which families would not have access to. Another contribut-
ing factor may be the personal and professional divide in the nature of each cohorts’ responses.
Women and their partners or support people are likely to have a deep and personal investment
in their experience, and frequent changes in health care provision could understandably influ-
ence their satisfaction during periods of vulnerability. For practitioners, professional standards
require flexibility and adaptability to change in the clinical environment, which may have
impacted responses. The management of infection prevention and control implies minimisa-
tion of contact between individuals to reduce transmission of the virus. In the context of
maternity care, prioritising protection for health care providers presents unique challenges
given the preference for relational models of care that focus on connection between the con-
sumer and provider of care. This conflict may explain some of the differences in the experi-
ences of those who received, versus those who provided care during the pandemic. Further
research using in depth approaches is needed to explore the phenomenon of consumer and
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Fig 7. Word cloud, doctors’ experiences of providing maternity care in Australia during the COVID-19
pandemic.

https://doi.org/10.1371/journal.pone.0248488.g007
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Fig 8. Word cloud, midwifery students’ experiences of providing maternity care in Australia during the COVID-
19 pandemic.

https://doi.org/10.1371/journal.pone.0248488.g008

health practitioner responses to health service changes experienced during the COVID-19
pandemic in Australia.

When considering personal risk of exposure to COVID-19 due to presence in the hospital
environment, all cohorts agreed that this risk had caused them concern. The most significant
levels of worry however were reported from midwives, doctors and midwifery students. This
finding may be associated with health consumers’ practice of engaging with hospitals only
when necessary, whereas health professionals had no direct changes to the frequency of their
attendance to hospitals as workplaces. Findings of a cross sectional survey completed by 700
maternity professionals in the UK suggested that potential lack of access to PPE, clusters of
COVID-19 positive cases in local areas, and the risk of nosocomial infection may be stressors
for health professionals working in maternity care [28]. These assertions are supported in pro-
fessional commentary offered in a reflective account of the COVID-19 experience in Kenya,
Uganda and Tanzania, where midwives have expressed fear for their personal safety and
potential exposure to COVID-19 [29]. Further evidence is required regarding the factors con-
tributing to practitioner concern around personal exposure and risk to families as a result of
their maternity care work.

The significant changes to the provision of maternity care using telehealth and physical dis-
tancing during hospital visits had an impact on each of the study cohorts. In describing the
experience, partners’ primary response was ‘isolated’. Although there is little evidence on how
fathers or support partners have experienced maternity care during the pandemic, earlier
research has confirmed that partners have felt isolated from inclusion in maternity care under
usual circumstances [30]. It is likely that the changes made to maternity care may have exacer-
bated this. When reflecting on feelings of isolation and loneliness experienced, midwifery stu-
dents in our study were affected in significantly greater proportions than all other cohorts.
Many students were prevented from attending appointments with women they had agreed to
provide continuity of care throughout their pregnancy, labour and birth and into the postnatal
period, a core requirement of all midwifery education throughout Australia [31]. In addition,
tuition changes occurred for students when universities had to move their usual face to face
teaching to the online space [32]. These factors are likely to have contributed to the students’
increased sense of isolation and loneliness. A cross sectional study of 972 midwifery students
in Turkey revealed that they experienced high anxiety levels related to their education and clin-
ical work as students during the pandemic [33]. Although outside of the scope of this study,

PLOS ONE | https://doi.org/10.1371/journal.pone.0248488 March 24, 2021 11/15


https://doi.org/10.1371/journal.pone.0248488.g008
https://doi.org/10.1371/journal.pone.0248488

PLOS ONE

Maternity care in Australia during COVID-19

the authors recommend further exploration of midwifery students’ experiences with consider-
ation to factors such as different courses, and students’ stages and progression within their
course, which may have had an impact when considering implications for the wellbeing of the
future midwifery workforce. In addition, the impact of profound and prolonged experiences
of isolation for those receiving and providing maternity care, and how this potentially impacts
on the interaction between the cohorts, warrants further investigation.

An interesting result of this study showed that midwives and doctors were more likely to feel
that they could provide timely and clear answers regarding COVID-19 to women and families
in their care, whereas women and partners were less likely to report they received such answers.
Our findings provide a reminder of the need for clear, consistent health communication deliv-
ered in multiple modalities especially during periods of increased stress, such as those experi-
enced in the current pandemic [34]. The ACM report indicated similar findings where women
described inconsistent messages and insufficient information regarding the likely impact of
COVID-19 on the format of their maternity care, or impact on their babies [26].

Despite these shortcomings in communication, between 62% and 92% of each cohort
agreed that their receipt or provision of maternity care during COVID-19 pandemic had
turned out better than they expected; however, women, partners and midwifery students were
significantly less likely to agree than midwives and doctors. Interestingly, women were more
likely to indicate overall satisfaction with the care they had received than all of the other
cohorts. An explanation for this result may be that although a greater proportion of women
and partners or support people had indicated that their maternity care expectations were not
met, overall, women were still satisfied with their care. In addition, women and partners or
support people may have understood that maternity care services were doing their best to
meet care needs within a rapidly evolving situation.

Reports from global public health leaders indicate that in the absence of an appropriate vac-
cine for the COVID-19 virus, the changes made by health services will stay to a greater or lesser
extent in accordance with local spread of the virus [35]. In light of the findings of this study, it is
timely to consider what the consequences would be if a substantial proportion of midwives and
midwifery students are persistently dissatisfied with the care they can provide. A recent review
suggested that staff burnout and attrition from the health care workforce are potential conse-
quences [36]. These data were was collected from May to June 2020 in the Australian pandemic
experience; there is need for more research containing psychometric testing and stress inven-
tory scales to determine the long term effect of the levels of duress that health professionals have
endured, and the impact on their personal and professional identities and health.

The approach adopted in this study of considering the interconnected experience of those
both receiving and providing care during the same period, provides essential knowledge
urgently needed by health care leaders, policy makers, clinicians and educators. The evidence
facilitates consideration for the way maternity care is continued in Australia during, and after
the pandemic. Equally important, consideration of stakeholder perspectives will inform what
changes should and could be made if and when the pandemic eases. It is timely and important
to note the difference between the responses of consumers and providers of care so that future
health service redesign may be undertaken with a holistic view by understanding what is
important to consumers and providers of maternity care; and what the experiences of the cur-
rent radical redesign has been.

Strengths and limitations

The strengths of this study lie in the exploration of a range of stakeholders’ perspectives of
receiving or providing maternity care during the COVD-19 pandemic. The large sample size
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and timely data collection during the early peak of the pandemic has resulted in a data set that
has significant utility and addresses a known gap in evidence regarding the Australian
responses to maternity care during the COVID-19 pandemic, with implications that may also
be relevant for consideration by other nations which have had higher prevalence rates of the
COVID-19 virus.

The limitations of this research are related to the convenience sampling technique used,
which involves a non-random selection of participants. The rationale for this selection has
been previously described and was an important consideration for reducing the burden to a
population with recognised distress during the pandemic. As is commonly found in survey-
based data collection in Anglophone nations, our study was completed by participants who
most often speak English at home; as such caution is advised when considering the transfer-
ability of the findings to non-English speaking groups.

Conclusion

This study provides the first-known evidence to address the identified gap regarding multiple
stakeholders’ experiences of receiving or providing maternity care during the COVID-19 pan-
demic in Australia. As national and international health leaders begin to consider what will be
the ‘new normal’ of the way maternity care is provided, the findings highlighted in this study
will contribute to an understanding of the broader human and social implications of health
service redesign beyond epidemiological and financial factors.
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