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ABSTRACT 

Pregnant women during acute crises, like COVID-19, have unique labor and birth 

experiences. During 2020, research published about COVID-19 and its implications for labor and 

birth focused on healthcare policies implemented early in the pandemic and vertical transmission 

to the fetus. This qualitative study analyzed a subset of participants from a larger study, focusing 

on the labor and birth experiences of women during COVID-19 using rapid analysis. Eligibility 

criteria for women participating included the following: being 18 years of age or older, speaking 

and reading English, giving birth to a single baby on or after March 13, 2020, and having no 

prior fetal loss greater than 20 weeks. The researchers split eligible women into five groups 

based on their date of delivery and randomly selected three women, one from the first, third, and 

fifth group. Led by the principal investigator of the larger study, the interviews took place over 

Zoom, using a scripted interview guide. The student investigator extracted the information 

specifically regarding labor and birth and identified three main themes of the study: hospital 

policies and communication, early versus late COVID-19 experiences, and isolation and 

depersonalization. Based on the information identified regarding women’s experiences of labor 

and birth during COVID-19, the student investigator proposes establishing a database for up-to-

date information and policies from providers for expectant mothers. The database would 

streamline communication, decrease anxiety related to the unknown, and increase mental health 

care for mothers who deliver during times of crisis.  
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Introduction 

On March 12, 2020, pregnant mothers and their families excitedly anticipated their 

child's upcoming arrival, unaware of the dramatic way their lives were about to change. The 

following day, the president of the United States (US) declared a national emergency due to 

COVID-19, the coronavirus caused by SARS-CoV-2, throwing our country into quarantine and 

isolation. Expecting couples could no longer share this exciting time with their families and 

loved ones, creating added stress for pregnancy and birth (Antoun, 2020). When the time came 

for birth, the worldwide pandemic significantly impacted labor and birth. Hospitals added 

precautions, due to the unknown nature of COVID-19, to best care for mothers and neonates, 

including restricting visitors, limiting frequency and duration of room visits from the staff, and 

isolating potential COVID-19 positive mothers. Early in the pandemic, medical providers did not 

know if mothers vertically transmitted the virus to their newborns, an additional stressor. 

Hospitals have continued to adapt their precautions, ranging from complete lockdown and 

restrictions to re-adopting pre-COVID practices, based on ever-changing research and Centers 

for Disease Control and Prevention (CDC) guidelines. This project will investigate the following 

research question: what were the experiences of women giving birth during the COVID-19 

pandemic in the United States? 

Literature Review 

The student investigator used CINAHL, EMBASE, Medline, and ProQuest to find 

literature on COVID 19 and pregnancy for this review. Inclusion criteria included articles 

published after the president of the US declared a national state of emergency on March 13, 

2020, articles with both quantitative and qualitative study designs, full text articles, and articles 

written in English. The student investigator used the following search terms and combinations: 
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"pregnancy AND pandemic," "pregnancy AND coronavirus," "labor AND delivery AND 

pandemic," "labor AND delivery AND COVID,” pregnancy AND swine AND flu,” and “labor 

AND delivery AND epidemic.” 

Hospital Guidelines and Practices 

COVID-19 has been prevalent in the United States for the past two years. Researchers 

frequently identify new information due to evolving research on the virus and its impact and 

implications on society. Researchers have specifically looked at the connection between COVID-

19 and pregnancy outcomes and how to provide the best care for pregnant women. Researchers 

continue to adjust guidelines and protocols to be adjusted to determine the best practices for 

labor and delivery units during the pandemic in hopes of decreasing the spread of the disease in 

this vulnerable population (Stephen et al., 2020).  

The guidelines became especially relevant during the initial months when the effects of 

COVID-19 on pregnancy were unknown. The protocols focus on limiting visitors, limiting 

frequency and duration of room visits, limiting cervical exams by the healthcare team, and 

discouraging not encouraging active pushing during the second stage of labor (Stephen et al., 

2020). Another study, set in New Jersey, recommended the separation of positive mothers from 

their newborns to benefit the children’s outcomes. The New Jersey observational study identified 

78 possible COVID-19 positive mothers between April 21, 2020, and May 5, 2020, in a single 

hospital system. Providers recommended separating 62 of the mothers from their newborns and 

54 agreed. After separation, all the infants of mother’s who had tested positive had negative 

COVID-19 test results (Griffin et al., 2020). Other research has identified the consequences of 

isolation or lack of support for pregnant women during labor and birth: increased maternal, fetal, 
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and pregnancy risks, increased pain and duration of labor, and increased need for cesarean 

section (Jago et al., 2020). 

Changing maternity practices being utilized during COVID-19 included removal of 

partners, doulas, and other support persons. The goal of removing doulas/partners is to protect 

providers and “the public from the highly contagious virus” (Davis-Floyd et al., 2020). A 

questionnaire sent to midwives, doulas, obstetricians, and members of the Council on 

Anthropology and Reproduction, sought to address questions regarding the effects of the 

pandemic on pregnant patients, including the removal of support persons. One prompt from the 

questionnaire asked if “doulas and partners [are] being excluded from the birthing room,” and 

one California homebirth obstetrician described how exclusion or limiting of support persons is a 

“reflex reaction” after decades of effort to include partners and doulas in the labor and delivery 

room (Davis-Floyd et al., 2020). Another provider described “the tremendous stress and anxiety 

women face when making the decision about who their one support person will be – and its long-

term consequences, which can include postpartum depression (PPD) from being completely 

alone after birth” (Davis-Floyd et al., 2020). 

The questionnaire addressing the effects of COVID-19 on pregnant patients also 

discusses how the virus has multiplied already present problems in maternity care in the US. 

Although the results of the questionnaire varied slightly based on region and type of practitioner, 

midwife vs. doula vs. obstetrician, they agreed on the systemic flaw of “unequal access to safe 

and high-quality maternity care within the United States” and how it “has only been exacerbated 

by the Covid-19 virus” (Davis-Floyd et al., 2020). The respondents also described the conflicting 

expectations regarding testing for women in labor and how this conflict further created a 

discrepancy in the potential care provided from provider to provider. And without a negative test 
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result, the public hospitals or entities had to were forced to provide a more depersonalized labor 

and birth experience. Lastly, patients of obstetricians arriving in active labor, who were COVID-

19 positive, delivered by cesarean “so the birth can be more controlled and [fewer] people will 

potentially be exposed” (Davis-Floyd et al., 2020). 

 Screening for COVID-19 became a relatively universal guideline for pregnant women 

admitted to labor and delivery units across the US. One study discussed how the majority of 

COVID-19 cases spread within asymptomatic, relatively healthy populations, and most pregnant 

women fall into this category. The study proposed that providers test all admitted obstetrical 

patients, “allowing for appropriate triage, adequate obstetrical and neonatal management, and 

safe patient transport within overcrowded hospitals” (Henderson et al., 2020). At the time of the 

research, hospitals only advised testing for patients with symptoms or with recent close contact. 

Although the increased screening ultimately increased the use of personal protective equipment 

(PPE) in 10% of cases, hospitals used it on the correct patients and helped ensure safety for both 

COVID-19 positive and negative mothers, and their healthcare providers (Henderson et al., 

2020). 

History 

Similar to pregnancy during the West African Ebola epidemic, pregnant women required 

continued prenatal care during the COVID-19 pandemic. This need concerns hospitals and 

clinics because of rising infection in hospitals and clinics, causing greater concern for this higher 

risk population. The effects of an epidemic and stigmatization on pregnancy was researched 

during the Ebola epidemic in West Africa. During the Ebola epidemic, medical providers and 

local people stigmatized pregnant women because they had “unpredictable bodily fluids and, 

upon delivery, Ebola-infected amniotic fluid, hemorrhage, and placental tissue” (Strong & 
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Schwartz, 2016). Additionally, even women not infected by the Ebola virus suffered the 

consequence of people’s fears of the virus and overall stigmatization. The resources for pregnant 

women and the routine health care services for them were effectively shut down, exposing a flaw 

in the system. The research exposes how hospitals put the obstetric population on the back 

burner time and again during acute epidemics or crises despite the necessity of the population’s 

care and resources, especially regarding prenatal care (Strong & Schwartz, 2016). Strong and 

Schwartz (2016) exposed the stigma towards health care facilities and health care workers in 

addition to pregnant women. Despite the necessity of prenatal appointments, pregnant women 

avoided frequenting clinics and hospitals that served infected patients because of the association 

between the Ebola and COVID-19 viruses and health care workers (Strong & Schwartz, 2016). 

 In 2009, when the novel H1N1 influenza virus was first reported, providers included 

pregnant women in the high-risk population due to increased risk of complications. Research 

completed after the first wave of the H1N1 virus referenced the increased maternal mortality 

rates during the influenza pandemics in 1918 and 1957 and noted similar effects during the 2009 

pandemic (Satpathy et al., 2009). Because of their high-risk status, epidemiologists classified 

pregnant women as high priority for the vaccine in 2009. This study’s findings support an 

increased necessity of quality care for this high-risk population, in contrast to the experience of 

pregnant women during the Ebola outbreak and currently in the COVID 19 pandemic (Satpathy 

et al., 2009). 

 Like pandemics, natural disasters also impact the planning and safety for expectant and 

their infants. From hurricanes to tornados, mothers in these situations are at a loss for 

information, despite the necessity of continued care. Although natural disasters have lasting 

implications, they are usually acute events, compared to a pandemic which is chronic. A study 
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done in the wake of Hurricane Katrina researched the experiences of pregnant women during this 

natural disaster (Badakhsh et al., 2010). The study used qualitative interviews to “gain insight 

into the needs of pregnant women during Hurricane Katrina” (Badakhsh et al., 2010). Although 

the study focused on women’s experiences while pregnant, versus a labor and birth experience, it 

addressed a recurring theme of reliance on friends and family, which is lacking during the 

COVID-19 pandemic. 

Vertical Transmission 

 Extensive research confirms that vertical transmission of COVID-19 between mother and 

fetus does not occur (Antoun et al., 2020). Antoun et al. (2020) reported that of the 23 

symptomatic mothers who tested positive for COVID-19, none of their newborns contracted the 

virus. Despite the lack of effects on the newborns from COVID-19, women experienced a higher 

prevalence of preterm birth, preeclampsia, and cesarean sections compared to pregnant women 

who tested negative for COVID-19. Another cohort study, completed at a New York City 

hospital, from March to May 2020 found that among 120 mothers who gave birth and tested 

positive for the virus, no newborns tested positive on a nasopharyngeal swab test at 24 hours, 5-7 

days, and 14 days of life (Salvatore et al., 2020). The retrospective cohort study found that of the 

women studied, only 20% of the women and no newborns tested positive for COVID-19 

(Henderson et al., 2020). 

 To date, studies have focused on the transmission of the virus in COVID-19 positive 

pregnant women, within the labor and delivery setting, and possible implications of transmission 

in this setting. No studies examine mothers’ personal labor and birth experiences during the 

COVID-19 pandemic, exposing a gap in literature of research on the added stressor of COVID-

19 on their personal birth experiences. 
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Theoretical Framework 

French and Kahn created the Integrative Stress Response (ISR) Model in 1962 and the 

model has since been adapted. The model illustrates a person’s journey as they experience stress. 

In the model, horizontal arrows show the linear relationships between each step representing the 

model's center: objective environment, psychological environment, response, mental and 

physical health, and disease (Appendix A). Each person has an individual reaction to their 

objective environment, creating a unique perception of the environment. The personal perception 

of the environment can cause various reactions: physiological, behavioral, and affective. These 

responses can then lead to different mental and physical health consequences. The ISR model 

also includes additional variables, such as individual characteristics and interpersonal relations, 

that impact an individual’s reaction and response and movement throughout the model.  

 The project will use the ISR Stress model as a framework for discovery of how the 

various steps impact the pregnant woman during the COVID-19 pandemic. COVID-19 is the 

objective environment for mothers giving birth. Each mother views the external stimuli or 

stressors differently, and thus each will have individualized physiological, behavioral, or 

affective responses. The project will also consider the mother’s individual characteristics and 

interpersonal relations, potential variables impacting their experiences.  

Methodology 

Design 

The student investigator conducted a qualitative descriptive study that focused on 

women's labor and birth experiences during the COVID-19 pandemic, alongside the principal 

investigating professor Dr. Lisette Saleh. The sample includes a subset of participants (N=3), 

with data collected between February 18, 2021, and April 12, 2021. The participants completed a 
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semi-structured interview with the principal investigator and a member of the research team, 

including the student investigator. The Institutional Review Board of Texas Christian University 

approved the greater study. 

Recruitment 

The research team recruited participants for the study by purposeful sampling of women 

who have been pregnant and given birth during the COVID-19 pandemic. Recruitment occurred 

through social media posting, known subjects who have delivered a baby during the pandemic 

(from team members working in the field), and snowball sampling. Mothers interested in joining 

the study contacted the larger study's principal investigator and provided their contact 

information, including an email address. 

Sample 

The principal investigator sent an initial Qualtrics survey to potentially eligible 

participants, including further information about the study, an electronic informed consent, and 

the study's eligibility requirements. Eligibility for the participants included that the participants 

must be 18 years of age or older, must speak and read English, must have given birth to a single 

baby on or after March 13, 2020, and must have experienced no prior fetal loss greater than 20 

weeks. Eighty-nine women initially agreed to participate in the study within the first 24 hours. 

The research team split the women into five groups depending on their date of delivery, with 

each group including deliveries over a two-month period, to see differences based upon delivery 

date and the COVID-19 timeline. The delivery dates for each group were as follows: group 1 

delivered March-April 2020, group 2 May-June 2020, group 3 July-August 2020, group 4 

September-October 2020, and group 5 November-December 2020. From the initial 89 

participants, the researchers created a subset of 45 participants to interview by randomly drawing 
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9 names from each of the five groups. The entire cohort of 89 participants received a second 

survey that included specific questions from the Coronavirus Perinatal Experiences (COPE) 

Impact Survey and Impact Update (Appendix B). Of the subset of 45, nine did not complete the 

two surveys and four did not set up an interview, resulting in a final subset of 32 participants. 

The student investigator randomly selected one participant from the first, middle, and last group 

(N=3) in order to derive different perspectives throughout 2020 to further investigate, for this 

specific study. 

Setting and Data Collection 

 The research team obtained informed consent before any data collection procedures. A 

link to the consent was available to potential participants to review and have their questions 

answered. At the beginning of the interview, the research team asked for each participant's 

consent again and reminded them of their ability to withdraw at any time. The researchers 

recorded the interviews using video and audio and stored them on a password encrypted 

computer. The team also assigned a pseudonym for each participant for confidentiality. All 

identifying information was removed from the survey data prior to data analysis.  

 Interviews took place over Zoom to allow for social distancing and scheduling 

convenience for the participants. Using the Zoom platform, the research team recorded and 

transcribed the interviews. The larger study’s principal investigator conducted the interviews and 

asked the participants the pre-determined questions from an interview script (Appendix C). An 

additional member of the team sat in on the interviews to take field notes for use during data 

analysis. The primary investigator maintained an audit trail including the timeline, process, and 

any thoughts related to the study for use during the team analysis. After each interview, a 

member of the larger study’s team reviewed the transcript along with the interview video to 
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verify the transcripts were accurate. The student investigator extracted “labor and birth,” 

“healthcare provider,” and “education” questions for their specific research.  

Measures 

 The participants received an initial survey through Qualtrics after expressing interest in 

participating in the study. The survey collected basic demographics about the participant (age, 

race, geographical location, education, household income, household composition), their 

obstetric history (previous pregnancy outcomes), most recent birth plans (due date, delivery date, 

neonate weight, NICU admission, plans for support and pain management, mode of delivery, 

available birth options including doula/imagery/nitrous oxide, location of delivery, COVID-19 

policies) and asked questions about their personal labor and birth experience. The greater 

research team collected more information, but the student investigator only discusses a subset of 

data collected here. The second survey included questions from COPE, regarding support, 

healthcare provider interaction, and fears related to COVID-19. Qualtrics directly captured the 

second survey’s responses.  

All interviews lasted 10-35 minutes in length. In the interview, the researcher asked the 

participants an open-ended question about their labor and birth experience: "How did 

coronavirus impact your labor and delivery?" The researcher followed up this question with 

prompts based on the participants' responses to seek clarification on experiences. Throughout the 

interviews, a team member took field notes to utilize during analysis. The team removed all 

personal information from the interview. 

Analytical Plan 

The Qualtrics survey results, including demographics and delivery information, were used 

to help create a context for the interview answers and were not analyzed specifically (Appendix 
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D). The research team analyzed the qualitative data from the interviews and follow up surveys 

using thematic analysis by the members. The research team independently analyzed two 

interview transcripts using a matrix style template created for this study (Appendix E). The 

template domains matched interview questions. Independent analysis by the team allowed for 

determination of the accuracy of the template domains to determine functionality and reliability 

of the template. After the preliminary analysis, the team met to discuss findings and to agree on 

the template. The student investigator used the template to analyze the three interviews, 

specifically in the labor and delivery domain, and to compare the experiences of the participants. 

Although all aspects of the interviews were acknowledged, the student investigator extracted the 

labor and birth information for this research study. After analyzing the three interviews, the 

student investigator analyzed the labor and birth domain of the larger study to compare the 

results to and to determine accuracy compared to a larger subset. 

Results 

The student investigator analyzed information, including the COVID-19 policies, pain 

management, and Coronavirus Perinatal Experiences (COPE) of participants, from the surveys 

completed by interview participants. Table 1 shows the findings of the surveys (Appendix D). 

The analysis identified three major themes: healthcare policies and communication, early 

versus late COVID-19 experience, and isolation and depersonalization. These themes help to 

define the experiences of women who gave birth during the COVID-19 crisis.  

Healthcare Policies and Communication 

 Throughout the interviews, the participants emphasized the impact the COVID-19 

policies had on their birth experiences. The main policies they discussed included mask wearing, 

visitors, testing/monitoring, and distribution of information. 
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 The regulations for mask wearing during birth varied for the participants. The 

participants described how the regulations for mask-wearing became subjective for various 

hospitals and providers, causing confusion and frustration for participants. Some women had to 

wear masks during labor while others only had to wear them in the hallways. Testing of the 

mother prior to coming to the hospital also became a common policy as the pandemic evolved 

and testing became more readily available. However, the participants described confusion related 

to testing, as they personally got tested but their significant others did not get tested. Before 

testing was customary practice, hospitals used other screening tools, including thermometers, to 

screen for COVID-19, as shown in a group 1 interview: “I mean they were checking our 

temperatures, which was different. Including my husband's every four hours, which was kind of 

stressful because you're sitting there waiting like hoping that you're going to be okay and pass 

the test, and that they weren't going to make him leave” (Group 1). 

 As for communication regarding COVID-19 and its impacts on labor and birth, the 

participants described an overall desire for more information, despite understanding that the 

overall lack of knowledge made such information impossible to provide. In a group 3 interview, 

a participant said she felt the distribution of information regarding COVID-19 and what to expect 

with labor and birth was not readily available until asked: “I felt like I had to do a lot of the 

prompting myself, like I don't feel like it was ingrained in them to do the education first it was 

almost like it was an afterthought sometimes” (Group 3). Another participant discussed how they 

had to get information from a variety of sources, and all the sources described different 

expectations. She confessed a desire for “one educational resource… Like a website, or 

something with up-to-date information about how it's impacting pregnant women or infants, or 
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you know people postpartum and just having kind of an aggregated resource of who to call when 

you've got a question about this” (Group 1). 

 As a whole, the participants described an inconsistency regarding policies and 

distribution of information around COVID-19. Because of the unknown in the policies, the 

women often were left feeling anxious. They described an overall desire for more information 

related to COVID-19 as the practitioners became aware of it. The lack of distribution of 

information caused the student investigator to find ways to simplify this distribution for similar 

situations. 

Early versus Late COVID-19 Experience 

One major theme found in the participants interviews was that of early versus late 

COVID-19 experiences. A mother who delivered in group 1 (March to April 2020) had a 

drastically different experience compared to mothers in group 5 (November to December 2020). 

The visitor policies, testing and vaccination requirements, and the amount of information known 

about the pandemic, reflected the differences between early and late experiences. 

The amount of information about COVID-19 grew as the pandemic progressed, providing 

mothers later in 2020 with more resources compared to Spring 2020. Additionally, “practitioners 

were willing to give… any information that [was] requested” because of the increased 

knowledge on the virus later in the year as well” (Group 5). Even the participant in group 3 

addressed that despite her desire for more information, they likely could not have provided it to 

her: “I would have liked more um just more information related to pregnancy and COVID. But I 

don't know if they could have provided that” (Group 3). 

The policies and regulations rapidly changed during the pandemic, which was consistent 

with the literature and was reflected in the interviews. The policies regarding visitors changed 
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throughout the year 2020 for women and their families. In an interview from group 1, from early 

in the COVID-19 pandemic, a participant described how she wanted her mom there, but at that 

time, the hospital allowed only one visitor. In the group 5 interview, the participant described 

having a doula present at birth in addition to her partner. During the central months of the 

pandemic, during which group 3 mothers delivered, the policies continued to be stricter with 

only one visitor for each birth. 

Testing and vaccination also differed throughout 2020 and as COVID-19 developed. As 

previously mentioned from a group 1 interview, the healthcare team resorted to taking 

temperatures every four hours as the way to screen for COVID-19 because testing for the virus 

was not common yet. In the group 3 interview, the participant described how she had to be tested 

before coming to the hospital and the testing for her partner throughout their stay: “we had to be 

screened, he had to be screened in and out. It was more difficult for him to get in and out” 

(Group 3). The group 5 participant stated that she got tested via a rapid test before being 

admitted to the hospital. Although the hospital did give her the option of staying it did not permit 

her to have visitors until the test came back. The group 5 participant also described the impact of 

having the vaccine rolled out soon after birth and how the timing of the vaccine has been “kind 

of a bonus for us as well” (Group 5). 

The variation in experiences between early in the pandemic (group 1) and later in the 

pandemic (group 5) exposed the impacts of increased knowledge on regulations regarding crises 

and disasters. As researchers attained more information, providers managed to develop their 

regulations to benefit the mothers while staying safe. 
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Isolation and Depersonalization 

 Isolation and depersonalization during the labor and birth experience were common 

themes. Although some of the interviewed participants welcomed the isolation, as they desired a 

more intimate experience, others said their partner was the only person present, in a more 

negative sense. Participants who wore masks – not all did – described a depersonalization 

through the mask-wearing: “He had to wear a mask the whole time and so that was that was it 

know that depersonalization thing comes into it again, you know just meeting his daughter, for 

the first time” (Group 3). The same participant described being unable to bring anything in to 

personalize the hospital room, including photos.  

Another participant described an overall feeling of being “sterile,” enhancing the feeling 

of depersonalization by the decreased interaction between practitioners and patients (Group 1). 

The isolation was further pronounced through a feeling of not being touched and with providers 

wearing PPE: "Sometimes people were just really hesitant, you know and to see to come up close 

to the baby and see her you know the nurses and stuff like that they just they were all [gowned] 

and gloved up you know, and they didn't. You just felt like you couldn't be touched” (Group 3). 

 The participants repeatedly emphasized that the strict limitations on visitors, contributed 

to a feeling of isolation, and the policies related to the virus, including mask wearing, caused 

feelings of depersonalization for the women. 

Discussion 

This study offered a new perspective on the COVID-19 pandemic’s impact on women 

giving birth; it goes beyond previous research by giving women the opportunity to voice their 

personal labor and birth experiences. The women described both the positive and negative 

implications related to delivering a child during the COVID-19 pandemic in 2020. Most new 
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mothers desire to share their birth story with anyone who will listen, but those who delivered 

during the pandemic have an increased longing to describe their experience, and this study 

provided this opportunity. The overall themes, healthcare policies, isolation and 

depersonalization, early versus late COVID-19 experiences, discovered in this study interrelate 

to and overlap with one another. 

The participants’ varied experiences, depending on when they delivered during 2020, 

showed how the impacts of pandemics and disasters evolve over time, as the former and latter 

progress. The study depicted increased anxiety and an overall sense of unknown early in 

COVID-19 pandemic (group 1), and as knowledge increased, the policies and overall sense of 

understanding of the scenario increased (group 5). As stated in the literature review, epidemics 

are chronic compared to natural disasters, although both crises have acute and chronic 

implications. The acute emergency generates higher levels of unknown leading to increased 

anxiety. Although there are long term effects of natural disasters and epidemics, as time passes, 

healthcare policies and procedures either return to an old-normal or find a new normal, both of 

which coincide with more understanding of the entire situation. The women responses reflected 

this adaptation to the new normal with the COVID-19 pandemic, through their differing 

experiences based on timing of delivery. For example, the hospital policies and guidelines 

differed from the beginning of the pandemic (group 1) compared to later in the pandemic (group 

5). The changing policies experienced specifically from group 1 and 3 participants, related to 

increased isolation and an overall depersonalized experience (Stephen et al., 2020). 

The COVID-19 policies and procedures in the hospital caused an overall sense of 

isolation, specifically regarding labor and birth. The isolation often resulted from a lack of 

interaction between mothers and their caregivers or visitors, as well as lack of visitors. For some 
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mothers, the isolation implied a more intimate birth in a positive manner, without being 

overwhelmed by visitors, compared to others relating isolation to depersonalization. This 

isolation and depersonalization reflected the experiences of some women during the West 

African Ebola epidemic. The isolation and depersonalization do not reflect best practice in the 

labor and delivery setting, increasing risk of maternal, fetal, and pregnancy risks (Jago et al., 

2020). Additionally, the policies described by the participants in the study reflected the research 

completed prior to the interviews. 

Limitations 

Although the student investigator’s research focused on three participants experiences, 

the results were congruent with the larger study (N=32), as seen through a team analysis of the 

results after all rapid analyses were complete. Another limitation involved the conditions of the 

mothers, one of whom was primipara while the other two were multipara. This additional 

variable raises a question for future researchers about comparing primipara and multipara 

mothers’ experiences during the pandemic. The participants also delivered in different states, 

which as addressed in the research, offered varied expectations in delivery protocol. A 

participant’s fear regarding increased protocols because other states were invoking them, reflects 

this difference: “New York City had made some calls about not allowing your support person to 

be in the Labor room and my husband, one of his clients is actually on the board of OB/GYNs 

here in Arizona, and he was talking about our hospital specifically pulling the plug on letting [in] 

support people and there had been active um communications about that” (Isabelle). This 

limitation also addresses a question for further research comparing mothers’ varied experiences 

geographically. Additionally, the investigative research completed prior to the completion of this 

study about the Ebola outbreak in West Africa and its effects on pregnant women’s experiences, 
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also addressed a stigma towards healthcare providers. The recurring theme of stigma towards 

health care facilities and providers in epidemics raises a question for future research regarding 

provider’s experiences. 

Nursing Implications 

This study showed the inconsistency of information dissemination to women regarding 

regulations for labor and birth during COVID-19. Research from the West Africa Ebola 

epidemic and early in the COVID-19 pandemic expressed how pregnant women are repeatedly 

not the priority in the acute phase despite the continued importance of prenatal and obstetric care 

(Strong, & Schwartz, 2016). This attitude continues despite the continued necessity of labor and 

birth providers due to pregnancy continuing even during times of disaster or crisis. The results of 

the study exposed a continued need for a central source of information for women regarding 

policies around the hospital, specifically regarding labor and birth. From the results comes a 

recommendation to develop an online database where all providers and public health 

professionals can provide updates relating to pregnant patients. This central database would 

allow for consistency amongst providers and an easier passage of information between providers 

and patients/families. The database would include information by state/region, where women can 

find information that pertains to their local environment. The database would benefit women 

delivering children throughout the remainder of the COVID-19 pandemic and would remain in 

place to help address future pandemics/health crises and natural disasters as well. The pilot 

database would be accessible in the United States initially, and based on the results, other 

countries could adapt their it to their needs. The proposed database exposes the lack of 

information and understanding of women’s labor and birth experiences individually.  
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A common theme throughout the interviews was the overall desire for communication 

between women and their healthcare team. Even an answer of “I do not know, let me look into 

that,” would bring the women increased peace about the situation. In addition to a database, 

clinicians could better serve their patients and to overall reduce the negative impact of COVID-

19 experiences on these women by being proactive in providing information to their patients. 

Providers have intimate relationships with their pregnant and delivering patients throughout the 

process and have the ability to decrease anxiety for their patients by communicating earlier and 

more directly with them.  

One of the main themes found from the study was the feeling of isolation and 

depersonalization related to their labor and birth experience. Although this study focused mainly 

on women’s labor and birth experiences, the interviews included prompts about the effects of 

COVID-19 on the postpartum period, which contributed to the findings of the larger study. The 

isolation and depersonalization women felt during the birth experience, often correlated with 

isolation they felt during the postpartum period. Although some of the mothers enjoyed having 

more intimate experiences, the depersonalization and isolation also related to an increased need 

for care of the overall mother’s mental well-being. Another way that providers can better care for 

their delivering patients during acute disasters, including both endemics/pandemics and natural 

disasters, is through follow up mental health care for all individuals. 

Conclusion 

Women giving birth during acute crises, including pandemics like COVID-19 and natural 

disasters, have a unique experience and desire to be heard in order to advocate for future 

expectant mothers and their families. Research completed before the study about the effects of 

the COVID-19 pandemic on labor and birth were void of personal accounts from laboring 
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mothers and instead focused on the varying healthcare policies and the fear of vertical 

transmission to the fetus. Through the interviews with mother who delivered from March to 

December 2020, the research team became more aware of the direct implications of the 

pandemic on the labor and birth experience. The varying healthcare policies and lack of 

information about the policies led to worry about the unknown. The policies included steps that 

ultimately led to feelings of isolation and depersonalization for mothers giving birth. Developing 

a database with up-to-date policies for future crises that could be utilized by both providers and 

women giving birth, could positively impact women’s delivery experiences in times of 

instability. Enhancing care for mothers’ mental health following such experiences could also 

alter women’s experiences in a beneficial well, especially for those directly affected by isolation. 

Throughout the interviews, the team also found variations in experiences between mothers who 

gave birth earlier in 2020 compared to those who delivered near the end of the year; mother’s 

experiences who delivered at the beginning of the pandemic reflected the acute crises 

experienced throughout society and in some manners paralleled the acute emergency of other 

disasters. Twenty months into the COVID-19 pandemic and society is finding a new normal and 

learning to live with the chronic pandemic, including women delivering their children, but acute 

crises will continue to transpire and negatively impact women giving birth if changes are not 

implemented. 
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Appendix A 

 

Figure 1: Integrative Stress Response Model adapted from French and Kahn (1962). 
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Appendix B 
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Appendix C 

Interview Guide 

 

Thank you for agreeing to participate in our study. As a reminder you have agreed to participate 

but may withdraw at any point. I/We are here today to have a conversation about your 

experiences of pregnancy/labor and birth/postpartum and motherhood during the Coronavirus 

pandemic. I/We want to better understand how Coronavirus impacted you and how healthcare 

providers can positively impact women’s experiences during times of crisis such as the 

Coronavirus.  

 

I/We want you to know that there are no wrong answers. I/We will be recording this discussion 

with our cell phones so I/we can review later what we have discussed today. As you saw in the 

consent form, everything you tell me/us will be kept confidential. At any time if you have any 

questions or concerns feel free to stop the interview and ask. I/We are going to ask you a series 

of questions, feel free to answer them any way that is fitting for your experience.  

 

1. How did Coronavirus/Covid impact your pregnancy? 

a. Cues – Did it change any of your plans, gathers, or expectations  

2. How did Coronavirus/Covid impact your labor and birth? 

a. Cues – examples of this could be expectations of the hospital or birthing center, 

who has allowed present, or your birth plan 

3. How has Coronavirus/Covid impacted you postpartum? 
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a. Cues – Examples of this could include family that can’t visit, postpartum visits 

that are different, how are you managing being a new mom? 

4. How has Coronavirus/Covid impacted your initial parenting experience? 

a. Cues – Examples could include who you allow around the baby, how safe you 

feel baby is, your fears or worries related to your newborns health.  

5. What would be helpful for improving messaging/education to you? 

a. Cues – examples include any confusion you experienced with what to do to 

protect yourself, the method you received your information such as social media, 

email, at the facility.  

6. Given the limitations imposed by COVID at your place of birth (only 1 family members, 

no group meetings, masks etc.), what could the healthcare providers/health care system, 

have done to make your experience better? 

7. Is there anything else that you feel would be helpful for us to know about your 

experience? 
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Appendix D 

Table 1: Demographic Information and Survey Responses 

Participant 

Pseudonym 

Isabelle Nora Willow 

Group # 1 3 5 

Where did you give 

birth? 

Hospital Hospital Hospital 

What type of 

healthcare providers 

did you encounter or 

receive care from 

during your 

pregnancy/labor and 

birth? 

Labor and Delivery 

Nurse, Mother 

Baby/Postpartum 

Nurse, Ob/Gyn, 

Anesthesiologist 

Labor and Delivery 

Nurse, Mother 

Baby/Postpartum 

Nurse, Ob/Gyn 

Labor and Delivery 

Nurse, Midwife, 

Doula 

How well were you 

supported by your 

primary prenatal care 

provider(s) during 

pregnancy? 

Very well supported Very well supported Very well supported 

Did the support you 

received from your 

prenatal care practice 

No change Somewhat worsened Somewhat worsened 
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change due to the 

COVID-19 outbreak? 

What resources were 

available to you from 

your prenatal care 

practice during your 

pregnancy? 

Regular in-person 

appointments, 

Emergency care, 

other (frequent 

ultrasounds and fetal 

heart rate monitoring) 

Regular in-person 

appointments, Online 

messaging portal for 

questions/concerns,  

Emergency care, 

Home blood pressure 

monitoring 

Regular in-person 

appointments, Virtual 

care appointments, 

Online messaging 

portal for 

questions/concerns 

Which of the 

following changes 

did you experience as 

a result of the 

COVID-19 outbreak? 

Changed format of 

prenatal care (i.e. no 

group classes), 

Cancellation of 

hospital tours 

Cancellation of or 

reduction in 

frequency of prenatal 

visit(s), Changed 

format of prenatal 

care (i.e. no group 

classes), Cancellation 

of hospital tours 

Cancellation of or 

reduction in 

frequency of prenatal 

visit(s), Changed 

format of prenatal 

care (i.e. no group 

classes), Cancellation 

of hospital tours 

How much did the 

support and 

involvement of your 

family and friends in 

your baby's birth 

change as a result of 

A great deal A moderate amount A little 
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the COVID-19 

outbreak? 

How concerned are 

you about your 

child's health as a 

result of the COVID-

19 outbreak? (0-10) 

Very concerned – 7 4 No concern – 1 

How important were 

the following in 

helping you and your 

family during the 

COVID-19 outbreak? 

- More one-on-one 

conversations with 

my prenatal care 

provider 

Very important Very important Somewhat important 

How important were 

the following in 

helping you and your 

family during the 

COVID-19 outbreak? 

- Information about 

how to reduce stress 

Very important Somewhat important Not important at all 
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How important were 

the following in 

helping you and your 

family during the 

COVID-19 outbreak? 

- Access to a mental 

health provider 

Somewhat important Not important at all Not important at all 

How important were 

the following in 

helping you and your 

family during the 

COVID-19 outbreak? 

- Online support 

groups 

Very important Not important at all Not important at all 

How important were 

the following in 

helping you and your 

family during the 

COVID-19 outbreak? 

- Interaction with 

other pregnant people 

Very important Somewhat important Not important at all 

How important were 

the following in 

Very important Somewhat important Somewhat important 
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helping you and your 

family during the 

COVID-19 outbreak? 

- Rapid response to 

questions about 

concerns 

How important were 

the following in 

helping you and your 

family during the 

COVID-19 outbreak? 

- Examples of how 

other women are 

planning for potential 

changes in their 

pregnancy, birth and 

postpartum care 

Somewhat important Somewhat important Somewhat important 

Are there any other 

resources that would 

have been helpful to 

you and your family 

during the COVID-19 

outbreak? 

 None N/a we had 

everything we needed 
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Did any of your 

postnatal experiences 

change as a result of 

the COVID-19 

outbreak? 

Family and friends 

were not able to visit 

me and my baby after 

birth (e.g. Due to 

social distancing or 

travel restrictions), I 

did not have access to 

lactation or other 

antenatal support 

following discharge 

from the hospital, My 

postpartum visit was 

a virtual visit 

Family and friends 

were not able to visit 

me and my baby after 

birth (e.g. Due to 

social distancing or 

travel restrictions), I 

was unable to get the 

type of contraception 

that I wanted 

I did not have access 

to lactation or other 

antenatal support 

following discharge 

from the hospital, I 

was unable to discuss 

"baby blues" or 

issues related to my 

mood 

In general, what is 

the level of distress 

you have experienced 

about changes to your 

birth and postnatal 

experiences due to 

COVID-19? 

6 3 No distress 

How concerned are 

you about any 

possible future 

5 2 2 
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changes to how you 

will care for your 

baby as a result of the 

COVID-19 outbreak? 

In general, how 

distressed are you 

about your own 

COVID-19 related 

symptoms or 

potential illness? 

5 3 4 

Which one of these 

sources did you find 

the most useful for 

receiving information 

about the COVID-19 

outbreak? 

Prenatal or postnatal 

medical care 

providers, Child's 

Pediatrician, 

International health 

organizations (e.g. 

WHO), Centers for 

Disease Control and 

Prevention (CDC), 

Federal government, 

National news 

Prenatal or postnatal 

medical care 

providers, Child's 

Pediatrician, Other 

pregnant women/new 

moms, Centers for 

Disease Control and 

Prevention (CDC), 

Social network sites 

(e.g. Facebook) 

Prenatal or postnatal 

medical care 

providers, Child's 

Pediatrician, Other 

pregnant women/new 

moms, Family or 

friends, International 

health organizations 

(e.g. WHO), Centers 

for Disease Control 

and Prevention 

(CDC) 
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Please indicate the 

extent to which you 

view the COVID-19 

outbreak as having 

either a positive or 

negative impact on 

your life. 

Somewhat negative Somewhat negative Moderately negative 

Are there any other 

questions or 

comments you have 

for our research 

team? 

“I had my baby right 

as our state was 

shutting down for the 

first round of 

quarantine. The 

uncertainty of 

whether my spouse 

was going to be able 

to be with me during 

labor and after was 

almost debilitating. I 

also feel like we were 

forced to have 

unadulterated time 

with our infant 

immediately 

None  
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following birth and 

the days to follow 

that would not 

normally happen. 

That was equal parts 

a blessing and a 

stressor.” 
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Appendix E 

Analyzation Template 
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